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Vaccine Ordering & Reporting
Reporting vaccine distribution data to ASPR via HPOP:
There is no expectation to submit doses administered data to ASPR, but administration data should be going to CDC 
Self-attestation form in HPOP for meeting the 85% use threshold
State has moved to “PEP +++”, essentially PrEP (MSM with multiple partners are eligible for vaccination), but want to make sure supply is sufficient to reach those who have been identified as close contacts of known cases and qualify for PEP. With number of vials being held in the SNS, is supply an issue? 
· A: Allocation numbers are weighed for cases reported and high-risk population (MSM and those living with HIV/AIDs). There is a small reserve remaining at SNS, but vials are not being held back with no intention for future use 
Reporting and ordering based on state receipt, storage and staging (RSS) sites: 
· California receives vaccine and distributes to local HDs; inventory management falls to locals and when each has reached 85% threshold, locals are expected to request resource from state site, and state moves request up the chain to ASPR. This makes it difficult to rapidly manage inventory 
Reporting Vaccine administration data to CDC: 
May want to use the standard IIS across jurisdictions which is pretty effective at tracking vaccines for us in FL?
We are still not seeing ANY of the intradermal doses in our IIS-- they are still working on this but right now they are still not being entered due to problems with how they impact inventory in the system etc. When vials first arrived, they were entered into the inventory tracking system which is linked to state immunization information system (IIS), which has led to problems in reporting numbers once intradermal dosing began.
Planning for Large Events: 
Preparing for large event and expecting > 50,000 attendees, and have requested extra doses.
· Some of our local jurisdictions have upcoming events for which they are setting vaccine aside that may impact the 85% allocation requirement.
· ASPR: supply for these events will initially come from jurisdiction’s allocation but will be backfilled. If existing supply is not sufficient to cover the event, please let ASPR and CDC know so that can be augmented.  

Accounting/Planning for Second Doses 
· Vials that are available now (Phase 4) will be what gets us through September. Jurisdictions need to know/plan for: 
· How many vials are currently  on hand
· How many vials are needed for all of September/early October 
· For small jurisdictions that do not get large numbers of vials early and have only more recently started big pushes for large vaccine clinics, etc., to get to 85%, almost all of that will be used for 1st doses. Would need to have at least the same amount allocated/available for second doses 
· CA: We are telling providers not to save any vaccine for 2nd doses and to use all on hand, and order more when needed. 
· NH: Similar to California – use available doses, schedule 2nd doses, but contact state when you need more vaccine and we’ll order. If supply chain issues arise, better to have more 1st doses without a second dose than holding doses to make sure series is completed for small number of people 
Suggestion: Potential to communicate as “vials committed” vs “vials used” when calculating 85% threshold, to take planning for second doses and large community events/clinics into consideration when analyzing existing supply on shelves in jurisdictions. 
Vaccine Equity Concerns: 
Believe the 85% threshold incentivizes speed over equity; we’re seeing people be vaccinated who may be at lower risk than those who are turning up as cases 
For vaccine I would add that a total 85% affects site operations within a jurisdiction. Mass public walk-in sites are high throughput and achieve this 85% easily. Community clinics, appointment based, do not as quickly. They reach different populations. If distributions to the latter hold up reaching 85% and the next order, then we experience stock outs for the mass sites while we wait for community clinics to catch up. This means we would have to decrease distribution to community clinics and they are reaching the more marginalized.
For jurisdictions with a smaller allocation, 15% remaining is a small number of doses. I'm concerned that running down to that point will create geographic inequities and is relatively onerous to manage. For example, we'll end up needing to take doses back from rural providers to give to urban providers to get through them quickly enough. This does not foster good relationships.
We may have to take doses away from our providers in rural areas to reach that 85%. This makes it impossible to ensure vaccine equity in our state.
Phase 5 Planning 
150,000 vials will be delivered to SNS in late September/ early October 
Reporting Challenges:
· Setting up parallel systems for inventory management and vaccine administration data 
Communications & Messaging Challenges:
· For some sites, subcutaneous route of administration might be the most efficient and impactful way to administer, as the need to stretch supply may not exist, and there is difficulty in rural jurisdictions with not being able to use a full 5-dose vial with intradermal route of administration (due to lack of training, staff, and/or people seeking vaccination) 




TPOXX Ordering & Reporting 
Q: Why are we only able to access 3% of the supply in the SNS? It’s nearly impossible to address access issues without more supply. Learning from COVID-19, if the supply is small (real or perceived) and is only at limited locations, physicians learn that the supply is inadequate to treat everyone seeking treatment, and they ration access to care which sets a higher bar for treatment. 
· Concerns with treatment not getting where it needs to go, in part due to shipping to only 5 locations 
Messaging and Communications: 
Messaging about TPOXX and viral resistance is a concern; we’re telling providers to review CDC guidance and its up to the provider to determine whether treatment with TPOXX is indicated; State and Local Public Health is not keeping tabs on how TPOXX is being used. 
Please share more resources regarding information on development of viral resistance to TPOXX
Equity Concerns: 
TPOXX Distribution: 
Could we get a list of the providers in CA that received doses from the federal direct allocation and the number of doses per provider?  That would be particularly helpful for the FQHCs. If we can have lists/info on actual FQHCS/tribal entities provided federal doses sent to the states/territories, it helps us distribute equitably and not "double cover/double allocate"
Administrative Concerns: 
Need to consider how we can disaggregate the informed consent/EA IND component of the care (which can be done by telemedicine) and the need for the actual medication to be located in the communities, i.e. the retail pharmacies close to where the patients live.

