
 
 

December 2010  
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Public Health Use and Distribution of Antivirals:  

NACCHO Think Tank Meeting Report  

 

 



 

2 

 

Table of Contents 

 
Introduction ..................................................................................................................................... 3 

 

Background ..................................................................................................................................... 3 
 

Process ............................................................................................................................................ 4 
 

Themes ............................................................................................................................................ 5 
 

    Planning Versus Reality .............................................................................................................. 5 
 

    Strategy/Rationale behind Antiviral Use and Distribution  ........................................................ 6 

 

    Logistics of Antiviral Use and Distribution ................................................................................ 7 

 

    Public- and Private-Sector Dynamics ....................................................................................... 10 

 

Role of Local Health Departments ............................................................................................... 13 
 

Needs of Local Health Departments ............................................................................................. 14 
 

Recommendations for Stakeholders ............................................................................................. 14 
 

Conclusion .................................................................................................................................... 18 

 

Acknowledgments......................................................................................................................... 18 

 

References ..................................................................................................................................... 18 

 

Appendix A: Participants List ....................................................................................................... 20 
 

Appendix B: Think Tank Agenda ................................................................................................. 22 
 

Appendix C: State and Local Antiviral Distribution and Dispensing Resources ......................... 24 
 

 

 

 

 

 

 

 

 

 

 



 

3 

 

 

 

Introduction  

On June 15ï16, 2010, the National 

Association of County and City Health 

Officials (NACCHO) convened 14 public 

health professionals in St. Paul (MN) for a 

1.5-day Think Tank meeting to discuss the 

role of local health departments (LHDs) in 

influenza antiviral use and distribution. (See 

Appendix A for a listing of meeting 

participants.) The meeting was supported by 

an unrestricted grant to NACCHO from 

Gilead Pharmaceuticals. The purpose of the 

Think Tank meeting was to strengthen the role 

of LHDs in managing the public health use 

and distribution of antivirals during influenza 

through the following: 

¶ Validating current LHD perspectives, 

knowledge, and experiences around 

antivirals, and attitudes and practices 

for influenza treatment and 

prophylaxis; 

¶ Developing a shared vision for the 

optimal roles and expectations of 

LHDs in guiding and managing 

antiviral use and distribution; and 

¶ Identifying actions to strengthen the 

role of LHDs in guiding and managing 

antiviral use and distribution. 

 

Think Tank members, who represented state 

health department (SHD), LHD, academic, 

Centers for Disease Control and Prevention 

(CDC), pharmacy, and medical provider 

perspectives, were selected based on their 

interest, engagement, and experience in 

managing antivirals. During the meeting, 

Think Tank members described the landscape 

of antiviral use and planning prior to H1N1 

influenza and how H1N1 experiences with 

antivirals revealed challenges, successes, and 

gaps in pandemic influenza plans.  

 

The experiences and issues discussed were 

categorized under the following themes: 

¶ Planning versus reality; 

¶ Strategy/rationale behind antiviral use 

and distribution; 

¶ Logistics of antiviral use and 

distribution; and 

¶ Public- and private-sector dynamics. 

 

In this report, ñdistributionò refers to the 

transport and delivery of antivirals to facilities 

or licensed practitioners authorized to 

dispense medications to individuals. 

ñDispenseò refers to the administration of 

antivirals directly to individuals for treatment 

or prevention. ñUseò refers to both the 

necessary processes to and the purposes for 

(i.e., treatment, prevention) antiviral 

dispensing. This report describes the 

discussion themes, describes potential roles 

for and needs of LHDs in managing antivirals, 

and identifies actions NACCHO and other 

partners can take to help strengthen the LHD 

role in guiding and managing antiviral use and 

distribution. 

 

Background 
While annual vaccination is the most effective 

strategy for preventing influenza, antivirals 

can be used as an adjunct for influenza 

treatment and prevention. Four antiviral drugs 

are approved for use against influenza in the 

United States: oseltamivir, zanamivir, 

amantadine, and rimantadine; however, 

resistance to these drugs has emerged since 

2005. CDC recommends only oseltamivir and 

zanamivir for the 2009 pandemic influenza A 

(H1N1) virus.
1
 

 

From 2005ï2008, states received funding for 

pandemic influenza preparedness, which 

included developing and exercising plans for 

distributing and dispensing antivirals and 

vaccines. In 2008, the Office of Inspector 

General (OIG) evaluated 10 select local health 

jurisdictions and the extent to which they were 
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prepared to distribute and dispense antivirals 

during an influenza pandemic. Findings 

revealed varying levels and gaps in vaccine 

and antiviral preparedness among the local 

health jurisdictions evaluated.
2
 

 

NACCHO has conducted several activities 

aimed at strengthening the role of LHDs in 

managing the public health use and 

distribution of antivirals during influenza. In 

2008, NACCHO funded two demonstration 

sitesðthe City of Milwaukee (WI) Health 

Department and the Public Health Regional 

Surveillance Team 6, in collaboration with the 

Buncombe County (NC) Health Centerðto 

exercise antiviral preparedness plans and 

survey providers and prescribers on various 

antiviral issues.  

 

The objectives of the demonstration site 

project were the following:  

¶ To increase LHD readiness for 

implementing plans for the mass 

distribution of antiviral medication 

under a pandemic influenza event; and  

¶ To increase understanding of the 

knowledge, attitude, and practices of 

providers and prescribers on antiviral 

prescription and use (both for 

treatment and prophylaxis) during the 

2007ï2008 influenza season compared 

to a pandemic influenza event. 

 

Products produced by the demonstration sites 

included the following: 

¶ After-action reports detailing lessons 

learned and areas for improvement 

following the exercises; 

¶ Tools for conducting full-scale and 

table-top exercises; 

¶ Procedures and supporting forms for 

implementing mass antiviral 

distribution plans; 

¶ Templates for documenting antiviral 

distribution and dispensation; 

¶ Web-based antiviral educational and 

planning toolkit for providers and 

other prescribers; and 

¶ Survey tools and findings.
3
 

 

From the demonstration project, NACCHO 

learned there was a need to better elucidate the 

existing and potential roles of LHDs around 

antiviral use and distribution. LHDs clearly 

have a role in coordinating, distributing, and 

managing antivirals. They also have a role in 

implementing public health measures, such as 

community mitigation, to decrease disease 

transmission and spread. Further discussion on 

the best use of antivirals and clarification on 

the extent to which LHDs can and should 

guide their distribution, dispensation, and 

appropriate use should occur. LHD lessons 

learned during the 2009 H1N1 influenza 

pandemic response may help to inform better 

strategies for using antivirals and define the 

roles of LHDs in implementing those 

strategies. 

 

Process 

The Think Tank meeting was preceded by a 

focus group NACCHO convened at the Public 

Health Preparedness Summit on Feb. 17, 

2010, to inform the development of the Think 

Tank agenda. Similar to the Think Tank 

members, the 13 focus group participants 

represented academic, SHD, LHD, and 

medical provider perspectives. CDC did not 

participate in the focus group. The focus 

group had the following objectives: 

¶ To increase the understanding of the 

major public health issues related to 

antiviral use and distribution; 

¶ To increase the awareness of antiviral 

use and distribution challenges and 

opportunities faced by LHDs and 

strategies used to address these 

circumstances during H1N1 influenza; 

and 

¶ To develop consensus on critical issues 

for LHDs to address to guide and 
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improve the public health use of 

antivirals during influenza. 

 

NACCHO shared a report of antiviral 

experiences and themes captured from the 

focus group with Think Tank participants 

prior to their meeting. Background 

presentations at the Think Tank included (1) 

the basic science and use of antivirals; (2) 

CDCôs antiviral supply, planning, and 

experience deploying the Strategic National 

Stockpile (SNS) during H1N1; and (3) 

NACCHOôs activities to address antiviral use 

and distribution. The background 

presentations and focus group report provided 

a common platform for discussion and a 

baseline of antiviral issues from which Think 

Tank members validated and expanded upon 

during the meeting. (See Appendix B for the 

Think Tank meeting agenda.)  

 

Themes 

Four main themes emerged from the Think 

Tank discussion; however, membersô 

experiences, successes, and challenges often 

cut across multiple themes. The following 

sections summarize the Think Tank 

discussions as they relate to specific issues 

within each theme and represent a small 

snapshot of local experiences, successes, and 

challenges with antivirals during H1N1. 

 

Planning Versus Reality 
Gaps in antiviral planning 

¶ SNS distribution and dispensing plans 

were focused on acts of terrorism or 

large-scale natural disasters and 

assumed that there would be a need for 

mass dispensing of SNS assets in 

localized areas. The focus for the 

H1N1 response was controlled 

dispensing. Using traditional SNS 

mass dispensing plans did not align 

with the actual antiviral demands 

during H1N1, which fluctuated with 

commercial antiviral availability and 

were spread widely across time and by 

geography.  

¶ While LHDs had preparedness plans 

that outlined strategies for receiving, 

storing, distributing, dispensing, and 

tracking antivirals, plans often lacked 

the level of detail, infrastructure, and 

formalized agreements required to 

implement those strategies.  

¶ Some state and local plans contained 

strategies that could not be realistically 

or appropriately implemented. For 

example, some plans factored hospitals 

into allocation decisions; however, 

some local jurisdictions did not have 

hospitals and were not accounted for in 

the allocation. 

¶ LHDs received SNS antivirals without 

forewarning or much guidance from 

the state on when or how to use them. 

Likewise, local plans did not contain 

clear guidance on using antivirals. This 

lack of guidance made it difficult for 

LHDs to develop local policies that 

comprehensively and adequately 

addressed the antiviral needs in their 

communities in a timely manner.  

¶ LHDs that lacked scientific expertise 

on antivirals found it especially 

challenging to keep up with the 

changing information on antivirals, 

assess actual availability, and balance 

political will and demand with true 

need and resistance concerns.  

 

Severe pandemic versus H1N1 influenza 

¶ Pandemic influenza preparedness plans 

were modeled after the severe 1918 

influenza pandemic. As such, antiviral 

planning assumed (1) mass distribution 

and dispensing; (2) prioritization of 

first responders; and (3) availability of 

funds through the Stafford Act for 

implementing antiviral distribution and 

dispensing measures. Because illness 

from H1N1 influenza was generally 
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more mild than anticipated, these 

assumptions did not apply.  

¶ As CDC antiviral use guidance 

evolved to reflect the epidemiology 

and practices during H1N1, LHDs 

found it challenging to similarly 

modify their plans and communicate 

these changes to stakeholders. LHDs 

had difficulty explaining to first 

responders why national guidance no 

longer prioritized them over other 

groups for antiviral treatment.  

¶ The availability and priority of funds 

toward vaccination left LHDs with 

limited capacity to focus on antivirals. 

  

Clinical guidance versus usage policy 

¶ Think Tank members agreed that there 

was a difference between clinical 

antiviral guidance and usage policy. 

Clinical antiviral guidance focuses on 

considerations for the individual 

patient, while drug usage policy 

considers community-based 

circumstances and takes into account 

issues related to drug supply. 

¶ CDC antiviral guidance evolved 

during the outbreak and primarily 

focused on clinical considerations. It 

was not always clear how the guidance 

should be implemented, particularly in 

local outbreaks where there was a high 

demand for antivirals for both 

treatment and prophylaxis.  

¶ In many cases, LHDs deferred to the 

CDC guidance for antiviral use. 

However, in one situation, an LHD 

coordinated with a military base to 

provide prophylaxis to a group of 

essential base personnel. Nine essential 

base personnel tested positive for 

H1N1 during the spring 2009 H1N1 

outbreak. The base had only 10 

courses of antivirals available, so base 

staff contacted the LHD to request 85ï

100 courses of osteltamivir. While the 

state did not support use of antivirals 

for prophylaxis, it was left up to the 

LHD to decide how to use its supply. 

Through a memorandum of 

understanding (MOU) with the state, 

the LHD was granted the authority to 

use the antivirals as needed, and it 

provided enough doses to prophylax 

the entire base for two weeks. Only 

nine of the approximately 85 essential 

base personnel became sick.  

¶ Antiviral prescribing practices and use 

varied tremendously, as did LHD 

abilities to guide those practices. Some 

providers waited for diagnostic test 

results before prescribing antivirals, 

while others prescribed more liberally. 

In addition, some community settings 

(e.g., hospitals, schools, and camps) 

reportedly received antiviral 

prophylaxis after unconfirmed 

exposure. While LHDs that dispensed 

SNS or state-purchased stockpiles of 

antivirals had more oversight over how 

they should be used, these supplies 

were not always used according to 

recommendations. LHDs had little or 

no control over how healthcare 

providers used the commercial supply 

of antivirals.  

 

Strategy/Rationale behind Antiviral Use 

and Distribution  

Triggers for SNS release 

¶ Planning efforts assumed that state-

purchased antiviral stockpiles would 

begin to be used at onset of a declared 

pandemic and SNS would push 

federally procured assets to replenish 

state supplies. However, during the 

2009 H1N1 influenza pandemic, SNS 

antivirals were released before state 

caches of product were being used. 

This caused confusion among states 

and LHDs, because they had no clear 

guidance on the triggers for using SNS 
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or state supply. As indicated above, the 

CDC antiviral guidance was largely 

clinical and did not sufficiently address 

the gaps regarding usage. 

 

Treatment versus prophylaxis 

¶ The CDC modified its antiviral 

guidance to reduce emphasis on 

prophylaxis as it learned more about 

the clinical presentation of disease, 

availability of the commercial supply, 

and how clinicians were prescribing 

antivirals. However, these reasons 

were not clearly communicated to 

stakeholders responsible for 

implementing the guidance, which led 

to mixed messages and confusion over 

what the actual guidance was. 

¶ Neither stakeholders nor the public 

was clear about what circumstances, 

beyond those outlined in the CDC 

antiviral guidance, warranted the use 

of antivirals for prevention.  

¶ Think Tank members discussed 

whether LHDs could, would, or should 

be involved in mass prophylaxis 

during future influenza pandemics. 

While there was no consensus on if or 

how antivirals should be used for 

prevention, Think Tank members 

agreed that strategies for use and the 

points of dispensing would likely vary 

based on the severity of a pandemic. 

¶ In some localities, first responders 

demanded prophylaxis, even though 

they had not been exposed. One school 

wanted the entire football team to 

receive prophylaxis.  

¶ LHDs generally deferred to the CDC 

antiviral guidance, which focused on 

treatment. This was in part due to 

uncertainty of antiviral supplies and 

potential resistance.  

¶ While the CDC clinical guidance 

provided some direction on 

prophylaxis, lack of usage guidance 

led to uncertainty on how flexible 

LHDs could be in using antiviral 

caches for prevention. 

 

Antiviral recipients 

¶ In some cases, SHDs and LHDs 

partnered with private companies to 

identify critical infrastructure/key 

resource (CI/KR) personnel who 

would be prioritized to receive 

antivirals during a pandemic, but it 

was not always clear who qualified as 

CI/KR personnel. Some companies 

required lists of priority personnel at 

each location, in case rationing became 

necessary. 

¶ Overall, Think Tank members agreed 

that CDCôs system for moving 

antivirals to states was speedy and 

effective. Problems occurred at the 

local level, where there was less 

guidance regarding which facilities 

should distribute and dispense the 

drugs. Because the SNS supply was 

reserved for treatment, the supply 

often bypassed the LHDs and went 

directly to treatment facilities or 

pharmacies.  

 

Logistics of Antiviral Use and Distribution 

Antiviral availability and visibility 

¶ LHDs lacked visibility of the 

commercial antiviral supply and the 

SNS antiviral supply that was 

distributed directly to the state level. 

This hindered LHDs from accurately 

determining the availability of 

antivirals in their jurisdiction. As a 

result, LHDs found it difficult to 

determine, modify, and communicate 

distribution strategies to stakeholders 

and the public. Temporary spot 

shortages (shortages of 24ï36 hours at 

the retail pharmacy level) of 

commercially available antiviral drugs 

occurred in various jurisdictions, 
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particularly in rural areas, but LHDs 

were unable to pinpoint specifically if 

this were due to an increase in the 

number of prescriptions being filled 

due to disease, home stockpiling, or 

lack of supply. 

¶ In absence of clear triggers for the 

release of SNS and state procured 

antivirals at the state and local level, 

LHDs could not predict the long-term 

availability of antivirals as the 

pandemic progressed. In some local 

jurisdictions, antivirals were 

distributed directly from the state to 

dispensing sites (e.g., hospitals, 

pharmacies) or other distributors, and 

LHDs did not know the location or 

quantity of antivirals in their 

jurisdiction. 

¶ Antivirals were not always prescribed 

according to recommendations. In 

addition, there was limited tracking of 

people who had antiviral prescriptions 

filled. As a result, LHDs found it 

difficult to determine who received 

antivirals and the reasons why.  

¶ While LHDs that dispensed SNS or 

state-procured antivirals had more 

oversight over how they should be 

used, these supplies were also not 

always used according to 

recommendations. LHDs had little or 

no control over how healthcare 

providers used the commercial supply 

of antivirals and could not easily 

change the culture of provider 

practices around antivirals. 

¶ Public Health Emergency 

Preparedness (PHEP) funds did not 

require states to document distribution 

or dispensing of product. 

¶ In some cases, private-sector 

pharmacies helped to dispense 

antivirals. However, LHDs found it 

more difficult to ensure that these 

pharmacies complied with tracking 

and reporting requirements. 

 

Communication to the public and other 

stakeholders 

¶ During the pandemic, CDC 

communicated changes in clinical 

guidance and messaging to the public 

and stakeholders but did not clearly 

explain the rationale behind these 

changes. 

¶ During H1N1, LHDs needed to 

communicate how antivirals should be 

used, where antivirals were available, 

and what groups were prioritized to 

receive them. This information was 

both difficult to obtain from the SHD 

and communicate with the public, 

which led to delays in messaging and 

hindered the ability of LHDs to 

respond to the situation early. 

¶ The perception by some people of the 

H1N1 pandemic as a mild event also 

made effective communication 

difficult. For instance, LHDs found it 

difficult to communicate what steps 

individuals and providers should take 

when many people did not realize 

there was cause for concern. One LHD 

surveyed its countyôs perceptions 

about the severity of disease and found 

the findings helpful in tailoring public 

communications. In addition, attention 

toward H1N1 was focused on school 

closures in the spring and vaccination 

in the fall. Think Tank members 

emphasized that communicating the 

impact of H1N1 to the public was 

important. Even though the virus was 

not severe, many local hospitals 

exceeded their surge capacity and were 

overwhelmed by the numbers of 

people who presented with influenza-

like illness.  

¶ Confusion over who had the authority 

to communicate antiviral guidance and 
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availability led to mixed messages and 

confusion to the public about where to 

go for antivirals. 

¶ Communication was especially 

difficult in jurisdictions where 

providers and other antiviral 

prescribers did not perceive the LHD 

as the opinion leader for clinical 

guidance in the community.  

¶ Some LHDs discussed antiviral issues 

with providers prior to H1N1, which 

seemed to facilitate bi-directional 

communication between LHDs and 

providers. 

¶ Communicating messages to 

providers, healthcare facilities, and 

other dispensing sites was more 

difficul t within jurisdictions where 

LHDs did not have close relationships 

with these stakeholders. In some 

jurisdictions, messages needed to come 

from someone with a medical degree 

in order to get the attention of medical 

practitioners. 

¶ Recognizing that medical providers 

were well connected to those in their 

field, some LHDs relied on large 

medical groups and local provider 

societies to communicate with the 

healthcare sector. 

¶ Coordinating messages across multiple 

local jurisdictions was both critical and 

difficult . One Think Tank member 

noted that multiple LHDs often work 

within the same media market and 

emphasized the need for 

communicating consistent messages 

across jurisdictional boundaries. 

¶ Some Think Tank members cited good 

overall communication between state 

and LHDs but mentioned a lack of 

leadership in communication around 

antiviral distribution and dispensing.  

¶ Members also indicated that 

messaging from the state was slow at 

times. For example, one state set up an 

influenza hotline, but it was not staffed 

immediately.  

 

Storage, distribution, and dispensing 

¶ Strategies and procedures for storage, 

distribution, and dispensing varied by 

state and locality.  

¶ Some states had purchased and 

stockpiled antivirals prior to H1N1, 

while others did not. Some LHDs pre-

positioned doses for hospitals and 

emergency medical services. In one 

jurisdiction, these assets could be used 

only for treatment. 

¶ Some states pushed SNS antivirals 

toward LHDs. LHDs responsible for 

distributing antivirals within their state 

faced substantial administrative 

burdens. One state distributed 

antivirals to 88 counties to supply 

community providers and federally 

qualified health centers (FQHCs). For 

smaller LHDs that did not have the 

capacity to receive and store large 

quantities of antivirals for their 

community providers, the state 

distributed to large pharmacies and big 

box stores instead. 

¶ Some LHDs required hospital medical 

directors and other providers to sign a 

declaration indicating they would 

follow prescribing guidelines 

established by the local health officer 

and complete an order form before 

they could receive antivirals from the 

county stockpile. (See Appendix C for 

state and local antiviral distribution 

and dispensing resources.) 

¶ Some LHDs set up hotlines for 

providers and the public to share 

information and manage antiviral 

distribution and dispensing. One LHD 

developed a webpage for providers.  

¶ Once an LHD received a shipment of 

antivirals, it sent antivirals to FQHCs 
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and sexually transmitted disease (STD) 

clinics with whom they had contracts.  

¶ One state had an effective regional, 

multi-agency coordination system for 

dispensing antivirals. When the initial 

SNS antivirals were released in the 

spring, the SHD convened nine LHDs 

to determine how these assets would 

be allocated and stored and how policy 

on use could be communicated. The 

state established a hotline staffed by 

providers who triaged people and 

helped determine whether these callers 

should receive antivirals. One LHD 

without a pharmacist on staff activated 

its tuberculosis (TB) clinic to dispense 

antivirals and meet the sudden demand 

of antivirals prescribed via the hotline. 

(See Appendix C for state and local 

antiviral distribution and dispensing 

resources.) 

¶ Another LHD without a pharmacist on 

staff could not dispense antivirals. 

Instead, the LHD delivered antivirals 

to pharmacies as they received 

prescriptions. 

¶ Due to a lack of distribution and 

dispensing guidance and procedures, 

LHDs experienced delays in 

distributing antivirals to providers, 

healthcare centers, and other 

community stakeholders. By the time 

LHDs were ready to distribute, the 

demand for antivirals had decreased. 

As a result, LHDs were left with a 

surplus of antivirals and little or no 

capacity for long-term storage.  

¶ In some states, LHDs were able to 

return their unused supply back to the 

state. 

 

Access 

¶ Difficulty distributing antivirals to 

dispensers also led to challenges in 

ensuring access for the public, 

particularly for the vulnerable and 

under-/un-insured populations. 

Barriers to access included lack of a 

medical home, spot shortagesð 

especially among rural areas, and 

unclear or mixed messages from health 

departments and providers. 

¶ One state pre-placed antivirals in 

pharmacies that agreed to store them. 

The state found that using local 

pharmacies helped to reach various 

populations but also recognized that 

some local jurisdictions did not have 

their own pharmacies and faced 

challenges with finding a way to 

dispense antivirals. 

¶ One Think Tank member indicated 

that, while establishing mechanisms 

for accessing antivirals was important, 

doing so did not adequately address 

the socioeconomic and cultural 

inequities that prevent certain 

populations from obtaining antivirals. 

 

Public and Private Sector Dynamics 

Public versus commercial antiviral supply 

¶ Manufacturers shipped commercial 

antivirals to distributors who, in turn, 

distributed to local retailers. The CDC 

had a supply chain dashboard designed 

to track the availability of the 

commercial antiviral supply. Roughly 

100 percent of manufacturers, 90 

percent of distributors, and 30 percent 

of retailers provided data about 

commercial antiviral supplies. The 

dashboard was designed to inform the 

release of SNS antivirals based on 

supply and demand trends seen in the 

commercial marketplace. However, 

challenges with the dashboard (i.e., 

minor supply fluctuations at small 

retailers caused artificial shortage 

signals) made it difficult to get an 

accurate sense of commercial antiviral 

availability at the local level. Rather, 

the information provided a picture of 
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national-level aggregate information 

on supply. In addition, LHDs did not 

have direct access to the dashboard 

and had to rely on the state or the CDC 

for the information. 

¶ Distribution of commercial antivirals 

seemed to favor areas that were more 

populated and served by retail 

pharmacies. This led to perceptions 

that distribution of commercial 

antivirals was inequitable. 

¶ Limited knowledge about the 

availability of the commercial antiviral 

supply made it difficult for LHDs to 

decide how to position and distribute 

SNS and state-purchased antivirals.  

¶ Making decisions around antiviral use 

and distribution was challenging 

because states had varying amounts of 

SNS, state-purchased, and commercial 

antivirals. Guidance on the use of these 

antivirals differed as well. LHDs 

required providers and other 

stakeholders to report on SNS and 

state-purchased antivirals and had 

more authority to outline the uses and 

processes for using antivirals but had 

little or no control over providersô 

prescribing practices. 

¶ In some localities, participants were 

required to deplete their locally 

purchased antivirals before they could 

use the SNS supply. 

 

Stakeholder roles 

¶ Some Think Tank members believed 

that LHDs should have a role in 

managing the logistics of antiviral 

distribution and dispensing but should 

not have a role in determining how 

antivirals are used. 

¶ The strength and visibility of LHDsô 
roles, especially with antivirals, varied 

by jurisdiction. Some jurisdictions had 

no clear medical opinion leader. 

Private-sector and other community 

providers viewed the LHD primarily as 

the safety net for vulnerable and 

under-/un-served populations, so did 

not look to public health for 

information and guidance. In other 

jurisdictions, LHDs had medical 

practitioners and subject matter 

expertise on staff and, as a result, those 

LHDs were seen as the opinion leader 

in their communities and could provide 

more guidance on antiviral use and 

distribution. In one jurisdiction, the 

LHD set local antiviral policy without 

much interaction with the state health 

officer. In this jurisdiction, community 

providers would pay attention to 

information only if it came from the 

local health officer.  

¶ One LHD had strong epidemiology 

staff members and relied on them to do 

a great deal of one-on-one education 

with medical providers. 

¶ In some cases, states were merely a 

pass-through entity for antivirals and 

left the decision up to LHDs to provide 

technical assistance. 

¶ One state struggled with the role of 

LHDs as medicine distributors because 

it was concerned about overwhelming 

LHDs that were simultaneously 

balancing other priorities and demands 

related to H1N1. 

¶ Think Tank members discussed the 

role of pharmacies in managing and 

dispensing antivirals. Opinions 

differed on whether LHDs or 

pharmacies should act as the local hub 

for SNS antivirals. In contrast to 

medical or public health providers, 

pharmacies offer patients the added 

benefits of easier access, better 

proximity, and extended hours. This 

responsibility could vary according to 

geographic area, since some 

communities do not have easy access 

to pharmacies and other communities 
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have large chain pharmacies with 

greater resources, more storage 

capacity, and a greater reach than the 

LHD. 

¶ One local pharmacy agreed to supply 

the under-/un-insured with SNS 

antivirals and used its AIDS drug 

assistance mechanisms to dispense 

antivirals. 

¶ There was uncertainty in the role of the 

Department of Defense versus LHDs 

in providing antivirals to military 

dependents residing off base.  

¶ Think Tank members discussed the 

role of state governors in establishing 

emergency declarations and indicated 

the importance of getting top-down 

attention and support from state 

officials to facilitate local antiviral 

management. However, Think Tank 

members also acknowledged that 

political will and opinions around 

antivirals did not always align with 

clinical guidance or considerations for 

best use. This made it difficult for 

LHDs, especially those with limited 

authority or subject matter expertise, to 

push back on political demands. 

¶ In general, Think Tank members 

emphasized the need to include all 

appropriate partners into planning 

prior to the event. 

 

Partnerships 

¶ The strength of LHD partnerships with 

the state varied by geography and type 

of governance of the health 

departments.  

¶ LHDs that were engaged in state 

planning early on and had community 

partnerships were able to coordinate 

more easily antiviral distribution, 

dispensing, and communication 

efforts. Strong partnerships enabled 

LHDs to assess the antiviral needs of 

their partners and determine the need 

for and process of distributing or 

dispensing SNS antivirals.  

¶ One LHD had close relationships with 

the hospitals, FQHCs, and schools in 

its jurisdiction but was not as engaged 

with smaller community providers. 

The LHD worked with hospital 

infection control practitioners to 

disseminate antiviral information but 

indicated that turnover in medical staff 

and preserving the continuity of 

relationships were challenges. 

¶ Another LHD had a robust local health 

network that enabled it to develop a 

close relationship with many smaller 

clinics not affiliated with health plans, 

as well as with FQHCs and the 

childrenôs hospital.  

¶ One Think Tank member remarked 

that maintaining relationships among 

public health, medical providers, and 

LHDs is an essential but disappearing 

art.  

¶ Other beneficial partnerships that 

Think Tank members established 

included hospital councils, 

obstetricians/gynecologists, and the 

local Air Force base. 

¶ Maintaining partnerships outside of the 

pandemic was critical; however, doing 

so without time, staffing capacity, or a 

shared interest was difficult. 

¶ In some jurisdictions, antiviral 

planning and communication among 

LHDs, medical providers, and other 

stakeholders was disconnected. This 

was due to both the complexity in 

planning and communication around 

antivirals and a failure to include 

private-sector partners, particularly 

pharmacies, when preparedness plans 

were being developed.  

¶ In light of pharmaciesô involvement in 
the federal H1N1 influenza 

vaccination campaign, there was 

substantial discussion on partnering 
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with pharmacies in antiviral 

dispensing. The ability to partner with 

pharmacies differed between type of 

jurisdiction (urban versus rural) and 

what pharmacies existed in those 

areas. 

¶ Many Think Tank members had 

limited interactions with their local 

pharmacies but agreed to the potential 

value of partnering with them.  

¶ Retail pharmacies were willing to 

partner with LHDs but needed clarity 

and consistency on policies concerning 

the following: 

1. DocumentationðEach state 

had different tracking 

procedures for tracking 

antiviral dispensation. Proving 

a patientôs eligibility for SNS 

antivirals and tracking 

dispensing of SNS versus 

commercial antivirals was 

difficult and time consuming 

for pharmacists. 

2. DistributionðSome states 

wanted the chain pharmacy 

distributors to deliver state 

antivirals to their retail 

locations, which was costly for 

the retail pharmacies. This 

distribution also led to excess 

inventory and storage problems 

for pharmacies.  

3. Return ProcessðRetail 

pharmacies were expected to 

pay for returning unused 

antivirals, which was also 

costly for the pharmacies. 

4. ReimbursementðMany 

pharmacies were expected to 

dispense antivirals without 

being reimbursed for staffing 

and administrative costs. Some 

pharmacy chains indicated that 

they would not serve in this 

role again without advance 

planning and clarified 

reimbursement policies. 

¶ Think Tank participants recognized 

federal efforts to engage chain 

pharmacies but also emphasized that 

engaging smaller pharmacies was 

important so that guidance and policy 

could be realistically implemented at 

the local level. 

¶ One LHD had an outbreak on a 

military base in its jurisdiction, but the 

closest pharmacies that could have 

helped were not big chain pharmacies. 

Smaller pharmacies did not have first 

access to products. 

¶ One LHD involved pharmacies early 

and asked if they wanted pre-

placement of antivirals, but they 

declined. 

 

Role of Local Health Departments 

Think Tank participants identified the 

following essential roles for LHDs around 

antiviral use and distribution: 

¶ Work with SHDs and other partners to 

develop an actionable plan for 

distributing antivirals. These plans 

should include clear guidance and 

responsibilities for LHDs with respect 

to the following: 

1. Assessing antiviral needs of 

community healthcare 

providers; 

2. Assuring the availability of 

antivirals in their jurisdiction; 

3. Requesting antivirals from the 

state; and 

4. Local decision-making and 

establishing priorities for and 

patterns of antiviral distribution 

and dispensation; 

¶ Champion and establish partnerships 

(particularly with FQHCs, 

pharmacists, and healthcare providers) 

in order to develop and practice plans 
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and ensure that they can be 

implemented; 

¶ Lead and coordinate antiviral decisions 

and timely communications in their 

jurisdictions. 

¶ Educate healthcare providers on the 

appropriate clinical use of antivirals, 

including considerations for treatment 

versus prevention of influenza and 

antiviral resistance; 

¶ Educate local communities on where 

citizens can get antivirals during a 

pandemic; and 

¶ Ensure health equity and access to 

antivirals, especially for under-/un-

served, high-risk, and other vulnerable 

populations. 

 

Needs of Local Health Departments  
The overarching need that Think Tank 

members identified was having clear 

leadership and transparency from the state on 

antiviral use and distribution with the 

authority and flexibility to manage antiviral 

distribution and dispensation according to 

local circumstances.  

 

Additional needs included the following: 

¶ Inclusion into CDC and state planning 

processes, where appropriate; 

¶ Better federal and state communication 

of the rationale and explanations 

behind changes to antiviral guidance; 

¶ Comprehensive and real-time 

awareness of where antivirals are 

distributed within a jurisdiction; 

¶ Adequate surveillance to identify 

illness patterns and where antiviral 

resources are needed;  

¶ Adequate funding to do the following: 

1. Distribute and dispense (or 

ensure dispensing of) 

antivirals; 

2. Mobilize community resources 

(e.g., Medical Reserve Corps); 

3. Sustain routine services during 

an emergency; 

4. Support health information 

technology and health 

information exchange to 

improve situational awareness 

of antivirals and track 

outcomes and adverse events; 

and 

5. Collect information on and 

analyze antiviral practices to 

develop an evidence base for 

antiviral management. 

¶ State public health emergency 

declarations that are consistent with 

federal and local declarations to 

protect LHDs and give them the 

authority in managing antivirals; 

¶ Documentation on lessons learned 

regarding antiviral use, outcomes, and 

effects; 

¶ Successful strategies for engaging 

healthcare providers and the public 

sector around antivirals; and 

¶ Dedicated staff to maintain community 

relationships and keep the pulse of 

community events and needs. 

 

Recommendations for Stakeholders 
NACCHO convened the Think Tank meeting 

to analyze the lessons learned during the 

H1N1 influenza pandemic and to advocate for 

changes that will build public health 

infrastructure and allow public health 

practitioners to respond better to future crises, 

particularly around influenza. To that end, 

Think Tank members identified the following 

potential actions NACCHO and other 

stakeholders, including LHDs, could 

champion: 

 

NACCHO 

¶ Incorporate successes with antivirals 

and strengthening LHD capacity into 

other NACCHO projects, such as 

Project Public Health Ready, Medical 
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Reserve Corps, and Advanced Practice 

Centers; 

¶ Disseminate project findings through 

NACCHO webinars, publications, and 

website; 

¶ Increase the national visibility of work 

done at the local level both specifically 

around antivirals and generally around 

the H1N1 response in order to change 

the perception of LHDs as simply 

being a safety net for certain 

populations; 

¶ Identify model practices for 

establishing antiviral dispensing sites 

and develop templates (e.g., MOUs, 

arrangements) to support other LHDs 

in doing so; 

¶ Develop tools to help LHDs 

communicate their stories and 

practices to local, state, and national 

public and private partners; 

¶ Use the successes from the H1N1 

response to bolster broader arguments 

for supporting local public health; 

¶ Advocate for sustaining the local 

infrastructure established during the 

H1N1 response. The local public 

health response would not have been 

possible without the support of 

numerous preparedness, SNS, 

pandemic influenza planning, 

emergency management, 

immunization, communicable disease, 

epidemiology, community health 

educator, and other LHD personnel to 

fulfill core public health functions; 

¶ Engage federal agencies and national 

organizations representing SHDs, 

healthcare providers, pharmacists, 

professional organizations, and other 

sectors to improve collaboration and 

messaging among all stakeholders. 

Because these relationships are critical 

to a multitude of health situations and 

issues, the focus on antivirals should 

expand to address more broadly public 

health partnerships, infrastructure, and 

coordination of efforts. Organizations 

include the following: 

1. American Academy of Family 

Practitioners (AAFP) 

2. American Medical Association 

(AMA)  

3. American Pharmacists 

Association (APhA) 

4. Assistant Secretary for 

Preparedness and Response 

(ASPR) 

5. Association of Schools of 

Public Health (ASPH) 

6. Association of State and 

Territorial Health Officials 

(ASTHO) 

7. Department of Education 

(DOE) 

8. Department of Defense (DoD) 

9. Centers for Disease Control 

and Prevention (CDC) 

10. Council of State and Territorial 

Epidemiologists (CSTE) 

11. Health Resources and Services 

Administration (HRSA) 

12. Indian Health Service (IHS) 

13. Institute of Medicine (IOM) 

14. Infectious Diseases Society of 

America (IDSA) 

15. National Alliance of State 

Pharmacy Associations 

(NASPA) 

16. National Association of Chain 

Drug Stores (NACDS) 

17. National Association of Boards 

of Pharmacy (NABP) 

18. National Association of 

Community Health Centers 

(NACHC) 

19. Office of the Assistant 

Secretary for Health (ASH) 

20. Office of the National 

Coordinator of Health 

Information Technology 

(ONC); 
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¶ Include rural health departments into 

future conversations about antiviral 

lessons learned and future plans. 

Similarly, engage a larger set of state 

SNS coordinators via ASTHO and the 

CDCôs Division of Strategic National 

Stockpile (DSNS). Rural health 

departments were not represented at 

the Think Tank meeting and might 

have different observations to 

contribute; and  

¶ Engage DOE to address the Family 

Educational Rights and Privacy Act 

and enable schools to share student 

data with LHDs. In addition, increase 

awareness and understanding among 

educators about LHDsô knowledge and 

expertise.  

 

ASPH 

¶ In collaboration with other 

professional associations and schools, 

develop public health curricula for 

medical, nursing, nurse practitioner, 

and physicianôs assistant students to 

better bridge the medical and public 

health sector. 

 

ASTHO 

¶ Develop template legislation for states 

and help increase understanding of 

existing state laws around antivirals; 

¶ Engage SHDs and LHDs in developing 

shared and layered responsibilities 

around antivirals; and 

¶ Charge state to provide more detailed 

surveillance and timely information 

back to LHDs and engage more 

directly with pharmacists and 

alternative healthcare providers (e.g., 

minute clinics, nurse triage providers).  

 

CDC 

¶ Incorporate support into state and Big 

City preparedness grants to provide 

more detailed surveillance and timely 

information back to LHDs and engage 

more directly with pharmacists and 

alternative healthcare providers; 

¶ Augment the Cities Readiness 

Initiative (CRI) and expand the scope 

to explore antiviral distribution and 

dispensation during pandemic 

influenza, based on challenges and 

lessons learned from H1N1. For 

example, fund states to explore further 

the feasibility of dispensing antivirals 

via U.S. Postal Service workers. Pilot 

and disseminate tools and resources 

from funded sites; 

¶ Work with the Public Health Law 

Program to develop resources for 

SHDs and LHDs to understand better 

the allowances and limitations of 

emergency declarations as they relate 

to antiviral use and distribution; 

¶ Partner with IHS to determine 

strategies for ensuring access to 

antivirals among American 

Indian/Alaska Native communities; 

and 

¶ Coordinate with ONC to ensure 

adequate mechanisms and support for 

robust antiviral reporting. If health 

departments will be expected to report 

uniform data on antiviral distribution 

and dispensation, planning needs to 

happen far in advance. 

 

HRSA and NACHC 

¶ Encourage and provide funding 

opportunities for FQHCs to work with 

LHDs and determine the roles and 

interactions of these partners within a 

community. 

 

IOM  

¶ Plan a follow-up meeting to the 2008 

Medical Countermeasures Dispensing 

workshop hosted by the IOM Forum 

on Medical and Public Health 

Preparedness for Catastrophic Events 
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so that stakeholders can analyze how 

experiences and strategies around 

H1N1 antiviral dispensation compared 

with solutions suggested during the 

original workshop. 

 

ASH 

¶ Encourage the Surgeon General to 

raise the visibility of and attention 

toward the work of LHDs. 

Communicate with the general public 

and the nationôs providers to discuss 

antivirals; and 

¶ Ensure that practical public health 

expertise is represented on the 

National Prevention, Health 

Promotion, and Public Health Council 

(chaired by the Surgeon General) or 

the Advisory Group on Prevention, 

Health Promotion, and Integrative and 

Public Health, so that local public 

health practice perspectives are 

incorporated into national strategies. 

 

NASPA 

¶ As an alternative or supplement to 

working with public health through 

retail chain corporate headquarters, 

encourage local retail pharmacies to 

engage directly with their 

jurisdictionsô LHDs around antivirals. 

 

State Government 

¶ Work with state pharmacy boards and 

national, state, and local public health 

and healthcare partners to address legal 

barriers and coordinate policies and 

strategies for antiviral dispensation 

(state pharmacy boards have a role in 

how drugs are used, and many medical 

directors do not feel comfortable 

taking on this role); and 

¶ Collaborate with SHDs and LHDs to 

determine appropriate triggers for 

issuing a state declaration of 

emergency to facilitate antiviral 

management. 

 

SHDs or LHDs 

¶ Connect with community pharmacies 

through local pharmacy associations. 

Local pharmacists have relationships 

with pharmacy chains and can help 

leverage support;  

¶ Use experiences from H1N1 to 

develop more detailed plans for 

distributing and dispensing antivirals. 

Identify potential public and private 

community partners and resources 

early on to support this plan; 

¶ When operating under an incident 

command system, ensure that the 

planning section chief or the liaison 

networks and builds relationships with 

other response entities; 

¶ When possible, look to the public 

health laboratory for influenza 

surveillance; 

¶ Be engaged in conversations and 

efforts to establish and improve 

electronic reporting and consider how 

these systems could be used for 

tracking antiviral distribution and 

dispensation; 

¶ Educate and empower the general 

public on general preparedness 

measures so that the public knows how 

to act and where to look for 

information during an emergency; 

¶ Secure funding to build and maintain 

partnerships;  

¶ Leverage existing partnerships, 

collaboratives, and other coalitions that 

have developed to address other public 

health issues (e.g., chronic disease) 

and identify opportunities to 

incorporate influenza preparedness; 

¶ Use the upcoming influenza season to 

engage the public and local providers 

on the roles and activities of LHDs and 

the importance of those functions; 
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¶ Use existing public health clinics (e.g. 

TB, HIV, STD) for antiviral 

dispensing; and 

¶ Consider contracting with or hiring a 

part-time pharmacist to dispense 

antivirals and plan early to address 

potential legal or administrative 

barriers associated with such 

arrangements. 

 

Conclusion 
During the 2009 H1N1 influenza pandemic, 

issues around antiviral use and distribution 

were complex and varied. Experiences with 

antiviral distribution and dispensation tested 

traditional public health roles and practices 

around partnerships, communication, 

outreach, and logistics with antivirals. 

Antiviral availability and demand also raised 

questions about the best use of antivirals and 

the role of LHDs in making decisions around 

antiviral distribution and dispensation. Think 

Tank members shared and expanded upon 

these experiences in order to identify the 

salient issues and needs around antiviral 

management and discuss the optimal roles of 

LHDs in addressing antivirals. The 

experiences, needs, and recommendations 

outlined in this report are intended to inform 

future decisions made by those involved in 

antiviral planning and administration. 
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Appendix B: Think Tank  Meeting Agenda 

 

Public Health Use and Distribution of Antivirals ï Think Tank  Meeting  
 

June 15
th
-16

th
, 2010 

St. Paul Hotel 

St. Paul, MN 

James J. Hill South Meeting Room 

 

Meeting Objectives: 

¶ Validate the current perspectives and knowledge about antivirals, along with attitudes and practices for 

influenza treatment and prophylaxis; 

¶ Develop a shared vision for the optimal roles and expectations of local health departments (LHDs) in 

guiding and managing antiviral use and distribution; and 

¶ Identify actions to strengthen the role of LHDs in guiding and managing antiviral use and distribution. 

 

Agenda 

Tuesday, June 15, 2010 
 

 

8:30 a.m. Breakfast 
 

9:00 a.m. Welcome/Introductions/Outline of Meeting (Hugh Tilson, Facilitator) 

 

9:15 a.m. Science and Use of Antivirals Presentation (Stephan Foster, University of Tennessee College 

  of Pharmacy) 

 

10:00 a.m. National Antiviral Guidance and Supply Presentation (Anita Patel/Stephanie Dulin, CDC) 

 

10:45 a.m. Break 
 

11:00 a.m. Overview of NACCHO Antiviral Use and Distribution Project (Lilly Kan, NACCHO) 

 

11:45 a.m. Lunch 
     

1:00 p.m. Discussion 1: Antiviral Use and Planning Prior to H1N1 Influenza (Hugh Tilson, Facilitator) 

¶ Provider, prescriber, and public health antiviral knowledge and practices for seasonal 

influenza;  

ƀ Attitudes and policies related to antiviral use for pandemic influenza; and 

ƀ Pandemic influenza planning efforts focusing on antiviral distribution and dispensing. 

   

2:00 p.m. Discussion 2: Antiviral Lessons Learned During H1N1 Influenza (Hugh Tilson, Facilitator) 

¶ How H1N1 changed the status quo of antiviral attitudes and practices and tested pandemic 

influenza plans; 

ƀ Antiviral issues providers and public health encountered and how they were addressed; and 

ƀ Lessons learned from H1N1 influenza on demand, use, and distribution of antivirals. 

 



 

23 

 

3:00 p.m. Break 
 

3:15 p.m. Key Challenges, Successes, Gaps (Hugh Tilson, Facilitator) 

 

4:15 p.m. Day 1 Wrap-up and Charge to the Group for Day 2 (Hugh Tilson, Facilitator) 

 

4:30 p.m. Adjourn  
 

 

Wednesday, June 16, 2010 
 

8:30 a.m. Breakfast  
 

9:00 a.m. Day 1 Re-cap (Hugh Tilson, Facilitator) 

 

9:15 a.m. Antiviral Action Planning (Hugh Tilson, Facilitator) 

¶ Core themes and components necessary for improving the overall use and management of 

antivirals; 

¶ Stakeholder expectations of the role of LHDs in guiding and managing antiviral use and 

distribution; and 

¶ Strategies to better define the role and build the capacity of LHDs in guiding and managing 

antiviral use and distribution. 

 

10:30 a.m. Break 
 

10:45 a.m. Antiviral Action Planning, continued (Hugh Tilson, Facilitator) 

 

11:45 a.m. Day 2 Wrap-up and Next Steps (Hugh Tilson, Facilitator) 

 

12:00 p.m. Adjourn/Lunch  
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Appendix C: State and Local Antiviral Distribution and Dispensing Resources 

 

C1. Minnesota Department of Health (MDH): Commissioner of Health Order 
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C2. MDH: Provider Service Agreement 
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C3. MDH: Stockpile Individual Data Tracking Form 
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C4. Saint Paul ï Ramsey County Department of Public Health: Dispensing Procedure 

During Business Hours 
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C5. Saint Paul ï Ramsey County Department of Public Health: Dispensing Procedure 

During Weekends and Evenings 
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C6. Los Angeles County Department of Public Health (LACDPH) ï Presentation on 

Antiviral Distribution in Response to Novel H1N1 
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1

Antiviral Distribution in 
Response to Novel H1N1

Brit Oiulfstad, DVM, MPH
Director, Pandemic Preparedness

Dee Bagwell, MA, MPH
Director, Policy & Planning

Emergency Preparedness & Response Program

 

2

Overview

ÅDeclared local state of emergency

ÅActivated DPH DOC from 4/26/09 ï5/8/09

ÅStaffed all sections

ÅEMS, OEM & City agency reps at DOC

ÅReceived antivirials and personal protective equipment 
from SNS

ÅDeveloped and disseminated messages to external 
partners

ÅConducted press conferences and responded to media 
inquiries

ÅStill responding...
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3Note: Emergency department visits were categorized as ñrespiratoryò by searching chief complaint and diagnosis fields for related words. Visits were analyzed for spatial-temporal clusters across all EDs at the resident zip code level using SatScanTM. Laboratory confirmed and probable cases were reported to 

Los Angeles Countyôs Confidential Morbidity Reporting system. Of 139 reported cases, 120 were confirmed positive H1N1 as of 6/15/2009. The remaining 19 probable cases are considered confirmed positive.

* We would like to acknowledge the Los Angeles County Novel H1N1 Surveillance Team for their contributions

 

4Note: Emergency department visits were categorized as ñrespiratoryò by searching chief complaint and diagnosis fields for related words. Visits were analyzed for spatial-temporal clusters across all EDs at the resident zip code level using SatScanTM. Laboratory confirmed and probable cases were reported to 

Los Angeles Countyôs Confidential Morbidity Reporting system. Of 139 reported cases, 120 were confirmed positive H1N1 as of 6/15/2009. The remaining 19 probable cases are considered confirmed positive.

* We would like to acknowledge the Los Angeles County Novel H1N1 Surveillance Team for their contributions

4/25/2009-

5/1/2009

5/1/2009

4/22/2009-

4/23/2009

4/26/2009

4/26/2009

4/27/2009-

5/1/2009
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5

Department Operations Center

Alonzo Plough

Incident Commander

Administration

Leticia Moises

Logistics

Mike Contreras

Planning

Dee Bagwell

Operations

Laurene Mascola

Liaison Officer

Jon Freedman

Deputy Commander

Brit Oiulfstad

PIO

Rose Anne Rodriguez

Safety Officer

Jim Day
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Antiviral Distribution: Pre-Staging with 
Medical Partners

ÅWith EMS partners, pre-staged over 10,000 
antiviral courses at:

ï13 Hospital Preparedness Program Disaster 
Resource Centers (for distribution to partner 
hospitals)

ï4 DPH Comprehensive Health Centers & 
Pharm

ïLong Beach and Pasadena Health 
Departments

ÅDeveloped forms to release pre-staged doses 
and monitoring requirements. 
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8
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9

Antiviral Distribution: Household 
Targeted Antiviral Prophylaxis (hTAP)

ÅPerformed ring prophylaxis on household contacts of 
first 50 confirmed and probable cases

ÅFollowed Emergency Use Authorization requirements

ÅIdentification (ascertainment) of ill individuals is 
critical
ïTime delay in laboratory confirmation

ÅOnce case identified, public health nursing staff 
deployed to administer AV to all individuals living 
with ill individual
ïIll individual: 2 doses/day; 5 days
ïContacts: 1 dose/day; 10 days
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EUA Terms & Requirements

ÅOseltamivir authorized for treatment of 
uncomplicated acute illness (Ó 2 days) or prophy 
for patients > 1 year

ÅTreatment authorized for < 1 year, for illness > 2 
days,  and in hospitalized cases

ÅWaived requisite prescription label information 
(name and address of dispenser, serial number, 
date of prescription or of its filling, name of 
prescriber, name of patient, if stated on 
prescription, directions for use and cautionary 
statements, if contained in the prescription)

ÅAuthorized product from SNS or subject to SLEP 

ÅRequired fact sheets to be made available to health 
care providers and recipients
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Fact Sheet ïProvider 

 

 


