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Policy Recommendations

Introduction

The following policy recommendations reflect the main themes and points made during the Policy
Roundtable discussion at the June 25, 2026 New England CEPAC public meeting on the use of
vaccines for the prevention of Covid-19 (Spikevax® [Moderna]; mNEXSPIKE® [Modernal;
COMIRNATY® [Pfizer, BioNTech]; and Nuvaxovid® [Sanofi, an updated version of the prior Novavax
vaccine]). At the meeting, ICER presented the findings of its revised report on these vaccines and
the New England CEPAC voting council deliberated on key questions related to their comparative
clinical effectiveness, special ethical priorities and benefits beyond health, and long-term value for
money at current prices. Following the votes, ICER convened a Policy Roundtable of one patient
group, one consumer group, one clinical expert, one subject matter expert, and two payer
representatives to discuss how best to apply the evidence and votes to real-world practice and
policy. The discussion reflected multiple perspectives and opinions, and therefore, none of the
statements below should be taken as a consensus view held by all participants.

A recording of the conversation can be accessed here, and a recording of the voting portion of the
meeting can be accessed here. More information on Policy Roundtable participants, including
conflict of interest disclosures, can be found in the appendix of this document. ICER’s report on
these treatments, which includes the same policy recommendations, can be found here.

The roundtable discussion was facilitated by Sarah Emond, President and Chief Executive Officer at
ICER. While the roundtable was not tasked with making recommendations about who should and
should not be vaccinated against Covid-19 (that is the purview of public health leaders and clinical
societies), the roundtable did touch on a number of themes around rebuilding trust, future research
needs, and health system readiness. Those themes are organized by audience and summarized
below.

Health Equity

Action is required in multiple spheres and by multiple parties to increase the likelihood that access
to vaccines for Covid-19 will be equitable moving forward.

e Coverage/Cost: It is incumbent upon private payers to continue their public commitment to
cover Covid-19 vaccines with zero cost sharing. Public payers and public health authorities
at all levels can work to ensure that those in the United States (US) who do not have
insurance can receive Covid-19 vaccines without cost. Manufacturers should continue to
price vaccines in alignment with their value. To maximize vaccination rates, providers must
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https://icer.org/wp-content/uploads/2026/07/ICER_Covid-19_Final-Report_For-Publication_072826.pdf

know, at the time they are interacting with a patient, that they will be paid for the vaccine
and its administration.

¢ Information/Confusion: Vaccine information sharing works best when all parties commit to
provide honest, transparent information on the benefits and harms of Covid-19 vaccination
in various subgroups. Attempting to avoid discussing subgroups with small benefits or
where there are knowledge gaps will lead to continued loss of trust in the public health
system and will fail to support individuals in their vaccine decision making. Provision of
information needs to take into account barriers due to community trust, medical literacy,
groups that do not speak English, and misinformation spread on social media. It is unhelpful
to blame/shame people and groups who make decisions about vaccines that do not align
with then best available evidence. As with many other aspects of shared decision making,
adequate compensation of primary providers for cognitive activities such as counseling
patients about vaccines would be broadly helpful in supporting informed decisions by
patients.

e Access to Vaccination: Communities may lack access to vaccination because of limited
availability of medical providers. This can be due to factors such as communities where
medical care is physically distant, such as rural communities. Availability of vaccination
through pharmacists practicing to the top of their licenses can be extremely helpful in
boosting availability. Through thoughtful regulation (for example, allowing standing orders
for vaccine prescriptions), states and the federal government can foster a policy
environment where pharmacists are permitted to easily administer appropriate vaccines.

Research

Vaccine Efficacy: Research is needed in specific areas where we currently have inadequate
information on the benefits, harms, and burdens of Covid-19 vaccination.

e Vaccination in Pregnancy: ICER’s review concluded that there are important benefits to
newborn babies from vaccinating women during the third trimester of pregnancy. However,
this conclusion was based on biologic plausibility that considered efficacy earlier in the
pandemic, effectiveness of other third-trimester vaccinations, and recent data on Covid-19
antibody transfer to the fetus. This is likely to be unpersuasive to many inside and outside of
the medical community. Randomized trials are likely to be required to provide specific
estimates of benefit and to confirm the safety of third-trimester vaccination for Covid-19.
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e Vaccination in Older Infants: Infants ages 6-12 months are at high risk from Covid-19
infection. They are also a group who can likely respond to immunization, have lost maternal
antibodies, and for whom some in society have high concerns about vaccine safety.
Randomized trials could confirm the safety and efficacy of Covid-19 vaccination in this
population.

e Transmission: It is unclear in 2026 whether vaccination has important effects on rates of
transmission of Covid-19 within a community, a household, a long-term care facility, or a
hospital. Some of these questions can likely be answered with observational studies while
others may require clinical trials, but answering these questions will support vaccine
decision making and could inform our understanding of vaccination effectiveness in health
care workers and frontline workers outside of health care (teachers, transportation workers,
grocery store workers, etc.).

e Long Covid: While we heard substantial hope that vaccination for Covid-19 will reduce rates
of the chronic-fatigue type of Long Covid after mild illness, no high-quality evidence exists.
Better definitions of this form of Long Covid are required to inform the design of
randomized trials focused on answering whether vaccination can prevent Long Covid.

¢ Vaccine Composition and Administration: Currently, most people who are vaccinated
receive Covid-19 vaccine annually, though recommendations for twice yearly vaccination
exist for some patient groups. Randomized trials can help determine the most appropriate
vaccination interval and how often vaccines should be retargeted to circulating strains of
SARS-CoV-2.

e Research that is Not Required: Covid-19 vaccination is safe and beneficial in older adults
and in many groups with comorbidities, though perhaps not in those with conditions or
therapies leading to immune deficiency. Limited research resources would be better spent
on other important research needs as noted above, as opposed to determining the exact
efficacy in these populations. Further, males ages 12-24 are at very low risk from Covid-19
and likely also at very low risk of developing myocarditis from Covid-19 vaccination in 2026,
although this exact risk is difficult to know and would be extremely difficult to study. The
resources needed to conduct trials to exactly measure the benefits and harms in this
population would be better spent on other pressing research questions; reasonable
recommendations can be made based on what is already known.
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Vaccine Decision Making: Research is needed in how best to counter misinformation and support
individuals and groups in making informed decisions.

Even before the pandemic, there was growing skepticism in the US around vaccines and
vaccination. It is imperative to approach this as a question amenable to research and understanding
rather than as a political or social movement leading to anger and shaming. Many groups have
developed strategies for discussing preventive care in underserved communities, such as the
National Health Council’s Trusted Messengers program, but vaccine decision making has become a
particular issue of concern for multiple groups throughout the US. Public health leaders can build on
programs like Trusted Messengers to rebuild trust in the science of vaccination.

Federal Agencies

At the same time that there has been loss of trust by various US groups in the value of expertise,
there has been loss of trust in the medical community in the reliability of the federal government in
making recommendations for care. It is imperative that US recommendations objectively consider
best available evidence and not allow preconceived notions about any particular treatment or
therapy to affect judgments. Similarly, it is imperative that health professionals not assume that a
governmental recommendation is incorrect because of concerns about those who made the
recommendation. We note that many countries other than the US make risk-based
recommendations for Covid-19 vaccination rather than broadly recommending vaccination,
although the specific recommendations and groups considered at risk vary from country to
country.’3 Public health leaders may consider many factors when making the ultimate
recommendations on vaccination, which may include a recommendation that broad vaccination is
appropriate in the US. Rebuilding trust in the vaccination ecosystem requires transparency and
clarity in how different factors and considerations, beyond demonstrated benefits of immunization
across the entire population, were weighed in crafting those ultimate recommendations.

Public Health Messaging

The loss of trust in the Advisory Committee on Immunization Practices (ACIP), the previous central
decision maker for US vaccine recommendations, has led to multiple groups taking on the task of
making recommendations. This has the possibility of increasing confusion and anxiety, but it is
common for there to be preventive recommendations that are not in complete alignment and it is
possible for providers to assist patients in understanding where guidelines agree and disagree. That
being said, there are new efforts to create a centralized mechanism for vaccine recommendations
in the absence of a functional ACIP; in such a situation, broad participation across relevant
stakeholder groups will strengthen ultimate recommendations.
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e Explaining Covid-19 Vaccine Recommendations. When it comes to crafting vaccine
recommendations, public health officials will grapple with evidence gaps, disagreements
about strength of evidence, and places where individual patient values and preferences lead
to different decision making. Public health recommendations frequently need to include
considerations other than the best available evidence, such as access to care, ease of
implementation, population health goals, and management of costs. Clearly highlighting
these issues in the ultimate recommendations will help rebuild trust.
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Appendix
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