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I. Introduction

The National Association of County and City Health Officials is the national organization serving
more than 2,800 local health departments (LHDs). NACCHO and its members believe that local
public health plays a vital role in helping people live healthy, productive lives. By working
together to influence legislation, raise public awareness, identify model practices, and collect
and disseminate tools and resources, NACCHO and its members work to protect and improve
the health of all people and all communities.

NACCHO partnered with the Centers for Disease Control and Prevention (CDC) to support the
local public health HIN1 200912010 response. As that enormous and complex task is ending,
the public health community must collectively assess its response in order to prepare for the
next national public health emergency. Specifically, CDC funded NACCHO and the Association
of State and Territorial Health Officials (ASTHO) to identify policies (legal and non-legal) that
influenced HTNT1 detection, response, and recovery. NACCHO conducted several activities to
identify key policies:

Environmental scan

Survey of NACCHO Sentinel Network
Workshop

Summary report
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The environmental scan included reviewing existing literature, meeting minutes from HTN1
conference calls with LHD representatives during the course of the response, NACCHO Sentinel
Network survey reports, various in-progress reviews/after-action reports, NACCHO H1N1
fiStories from the Fieldo online database, and more. The environmental scan highlighted 11
thematic areas of potential policy implications: communications, community mitigation,
coordination/transparency, health equity, legal Issues, medical care and countermeasures,
Public Health Emergency Response (PHER) funding, surveillance and epidemiology, vaccine,
volunteers, and workforce/employment issues.

These 11 themes were presented to the NACCHO Sentinel Network in April 2010 to identify the
most import topics requiring further discussion and analysis. The NACCHO Sentinel Network is
a purposive convenience sample of LHDs that agreed to assist NACCHO and the CDC by taking
part in a series of surveys during the event to identify the impact of the HIN1 influenza
pandemic on their communities, the activities they are undertaking to address the pandemic,
and the related barriers and facilitators to their responses. The NACCHO Sentinel Network is
made up of 148 LHDs representing 36 states, covering approximately 30 percent of the U.S.
population. The NACCHO Sentinel Network has been providing NACCHO and CDC with
critical situational awareness throughout the 200912010 H1N1 response. The NACCHO
Sentinel Network identified vaccine, coordination/transparency, health equity, PHER funding,
and communications as the top five topic areas requiring further discussion and analysis.

NACCHO worked with the Minnesota Center for Health Care Ethics (MCHCE) to plan and
conduct a workshop with key informants from LHDs that incorporated the findings from the



environmental scan and survey of the NACCHO Sentinel Network. This report summarizes the
results of the workshop.

I Workshop Purpose and Participants

The goal of the workshop was to provide CDC, NACCHO, and other stakeholders with an
improved understanding of key policies at the local, state, and federal levels that influencedd
positively and negativelyd LHD H1NT1 detection, response, and recovery during the 200912010
influenza season. The meeting convened local health officials to provide the details of their local
H1N1 experience in the context of policies (legal and non-legal) that helped or hindered
response. NACCHO organized and sponsored the CDC-funded meeting.

Of the 25 NACCHO members who were invited to participate in the NACCHO HTN1 Policy
Workshop on May 4 and 5 in Minneapolis, 23 were able to attend. Invitees were chosen to
represent diverse local public health agencies from various locations, governance structures, and
sizes. Together they brought a range of expertise on agency administration, emergency
planning and response, epidemiology, and clinical and legal issues. They were also diverse with
respect to gender and race/ethnicity.

Staff from CDC, NACCHO, and ASTHO observed and commented from time to time during
discussions. NACCHO staff also took notes of small group discussions during the workshop.

A list of participants has been provided as Appendix A (see page i) to this document. Appendix
B (see page v) consists of a chart showing the percentage distribution of LHDs participating in
the workshop by size of population served.

1. Workshop Process and Reader Guide

As noted earlier, NACCHO and MCHCE created the workshop agenda based on the
environmental scan and data from the NACCHO Sentinel Network survey.

MCHCE employed structured large and small group discussions using audience response
technology. Sections IV(B) through IV(K) each begin with a list of recommendations about
which participants were polled using audience response technology. In several cases the polling
revealed equal standings in opinion among the relative importance of two or more
recommendations. In such instances, there is a list of bulleted items within a topic area that
indicates their priority in the larger list. For example, in the funding section, two
recommendations were roughly tied for first priority, two others tied for second priority, two
more tied for third priority, and a fourth recommendation stood alone. Three recommendations
clustered as the fifth priority.

Participants cautioned that the group might have ranked recommendations differently had
LHDs of all sizes been equally represented at the workshop. Some participants observed that
their experiences with some policies depended on their departmenté size and the size of the
population served. For example, participants from larger agencies found frequent CDC
communications helpful; participants from smaller agencies needed CDC communications
better synthesized and prioritized.



Lists of priority policies that are included in the following sections should not be compared
against each other. That is, the third item in one list (e.g., communication) should not be
assumed to be of lesser importance than the first item in another (e.g., legal issues). This
workshop focused on prioritization within specific categories, not across them.

In the sections that follow, numbered lists reflect prioritization. The order of bulleted lists does
not imply priority.

V. Themes

Many themes emerged from the workshop. Perhaps the strongest was a call for specific policies
and funding to support a sustainable local public health infrastructure—not overly dependent
on programmatic or emergency funding. Participants stressed that HIN1 showed both the
strengths and weaknesses of the public health infrastructure overall. Lessons learned should
inform policy-making that goes beyond pandemic preparedness and even preparedness for
seasonal influenza.

Some of the themes that emerged from the workshop applied generally to many or all aspects
of LHDs6HTN1 response. Examples included funding, LHD involvement in national policy-
making, and communication-related policies. Others were specific to particular resources (e.g.,
vaccine or medical countermeasures) or to a particular LHD function (e.g., epidemiology).
Participants identified both successes and opportunities for improvement when reflecting on
policies that impacted LHDsGresponses to HINT.

A. Major Successes

Participants agreed that public health& response to HIN1 was outstanding. Workshop
participants repeatedly stressed the importance of policies in five major areas that supported
their successful response to H1N1:

e The provision of Public Health Emergency Response (PHER) funding.

e The availability of free vaccine for all populations.

e LHD involvement in national policy-setting.

e Communication by CDC, ASTHO, and NACCHO with LHDs.

e The availability of ancillary supplies.

Though participants had suggestions for improvements in each of these areas, they stressed
that they did not want their suggestions to distract from the larger point: Factors including
funding, free vaccine, involvement in policy-setting, communication, and availability of ancillary
supplies were absolutely critical to LHDsGsuccess. Policies in these areas should be continued
and enhanced. LHDs feltd many for the first timed that their voices were truly heard and
included in national policy-setting.

B. Funding

PHER grants that were distributed to LHDs were essential in allowing LHDs to respond quickly
and effectively to HINT without decimating essential public health services in other areas. That
said, workshop participants had several policy recommendations related to funding. Related
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issues about contracting requirements and deadlines also came up during the funding
discussion. The following list highlights workshop participantsdémost important funding-related
policy recommendations, according to audience response polling. Policy recommendations that
were approximately tied or clustered together are listed at the same level of priority.

Funding priorities

1. First:

0 LHDs need more funds to strengthen public health infrastructure and more flexibility
in use of funds in emergency.

0 Flu funding should be stabilized and Public Health Emergency Preparedness (PHEP)
grants increased in order to increase LHDsOcapacity to build community resilience
including implementing universal flu vaccination.

2. Second:

o Shorten and simplify grant applications and contracting during emergencies.

0 LHDs need a defined, predictable, and larger share of federal funds, including
Department of Homeland Security (DHS) funding.

0 LHDs need more information earlier regarding total funding, timing, and carry-over
for strategic decision-making. Funding should be accelerated.

0 Application of federal guidance should be more consistent from state to state. States
differ in their interpretation about how federal funds can be used.

4. Fourth:

0 CDC awareness of different models of LHDs (and specifically the different ways in
which LHDs receive CDC funding via states) should be improved. Assure that
funding mechanisms are accessible by all LHD models. States and LHDs should
distribute funds in the spirit in which CDC intends.

5. Fifth:

0 Separate funding support is needed for the community infrastructure that supports
local public health, e.g., non-governmental organizations, community-based
organizations, the Medical Reserve Corps (MRC).

0 PHER funds impeded insurance reimbursement. Future funding policies should be
refined to avoid this problem.

0 Many LHDs, especially smaller ones, need a mechanism for frontloaded funding
because they lack adequate funds on-hand to respond to an emergency.

A summary of funding discussions follows. Related topics are grouped together, but the order in
which the bulleted items appear does not imply priority.

¢ Influenza-related funding should be increased and stabilized in order for LHDs
have a more sustainable infrastructure to respond to influenza year after year. Annually,
36,000 people die in the U.S. from influenza, with thousands more hospitalized. The
public health infrastructure must be improved to address this preventable cause of
death.

0 At least one participant clarified that stabilizing LHDsGinfluenza-related capacity
has more to do with building and sustaining long-term capacity in
epidemiology/surveillance and community outreach than it does with enabling
LHDs to deliver flu vaccine. Most LHDs are not the primary providers of seasonal
flu vaccinations. LHDs need to expand and sustain community relationships with
those that deliver vaccinations, rather than unnecessarily expand LHDsorole as
seasonal flu vaccinators.



e LHDs should receive funds from DHS. Currently, DHS funding is very focused on
terrorism and frequently overlooks the medical and public health components of disaster
response. DHS should ensure that all aspects of responding to a natural disaster or
terrorist event are supported and funded.

e Application and contracting requirements were burdensome during the
emergency, specifically contracts between states and LHDs; between LHDs and local
vendors/community agencies; and, in some cases, between county LHDs and city LHDs.
In the words of one participant, dit is costing us dollars to spend dimes.£

0 CDC6 application process needs streamlining. Some workshop participants
suggested looking to the Federal Emergency Management AgencyG (FEMA)
processes, but others were concerned that a FEMA contracting approach might
be problematic in other ways. Perhaps some blend of FEMA and CDC
approaches might be useful.

o lIdentify, in a state of emergency, what are the minimal requirements to ensure
accountability.

o Mid-year progress reports were burdensome, and data deadlines for contracted
vendors were unrealistic. In some instances, contracting requirements prevented
LHDs from working with the community organizations best suited to deliver
vaccine to vulnerable subpopulations. Standard contracting requirements should
be waived or streamlined dramatically.

0 Some participants reported more success in their states where the state health
department applied for PHER funds and distributed funds to LHDs quickly.

¢ PHER funds were restrictive. PHER funding was weighted toward vaccine
allocations, and insufficient funds were available for epidemiology and laboratory
expenses. LHDs should be allowed to move the funds to where they are most needed.

0 The CDC Office for State, Tribal, Local and Territorial Support (OSTLTS) should
look into funding of states and localities during emergencies and how that can
be improved, as well as the advantages and disadvantages of supporting LHDs
with categorical funding.

o Though the federal government declared a state of emergency for HIN1, some
LHDs had difficulty redirecting staff from other federally-funded programs. For
example, staff members funded by the Women, Infants, and Children Program
(WIC) were largely hindered from assisting in HINT response.

o To some participants, tying emergency funds such as PHER to a grant guidance
and application process seemed outmoded. They suggested that future funding
should be tied to accountability for meeting specific outcomes.

e Although CDC distributed funds to states per capita, not all states distributed
accordingly to LHDs. In addition, some states held back too much funding, distributing
an insufficient share of funds to LHDs. Some participants suggested that states
should be directed to distribute a significant portion of the funds per capita to LHDs. An
observer from CDC noted that CDC staff do not know the intricacies of how each state
distributes federal funds to LHDs, and that LHDs could assist in educating CDC about
local and state variation in funding distribution mechanisms.

o0 State policies variously impeded or supported PHER funding of LHDs. Some
participants observed that state distribution of PHER funds to LHDs was smooth
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and equitable. Others reported having to expend significant time and energy to
obtain an appropriate share of funding.

o The H1N1 experience provides an opportunity to evaluate the statesd
relationships with LHDs and evaluate how funds flow to the local public health
infrastructure.

o One participant observed that in-kind contributions from the stateG health
department are not a sufficient substitute for actual funds.

e LHDs needed to know earlier what funds would be coming to them and which
would be allowed to rollover into future budget cycles. Only in retrospect did it become
clear that PHER funds provided through multiple grant cycles would have been sufficient
to support hiring needed personnel.

o Small, rural agencies have no funds in reserve. Emergency funds should be
front-loaded, in order that agencies lacking funds and surge capacity can quickly
ramp up to respond.

e PHER funding limited the ability® of some LHDs to recoup vaccination
administration costs from private insurers.

B. Communication

The following nine items are workshop participantsémost important policy recommendations
regarding communications. They appear in roughly the order in which participants ranked
them during an audience response poll, but participants cautioned that rankings of these
priorities would likely vary according to the size of an LHD.

Communication priorities
1. First:

0 Need integrated communication strategies and messaging among the federal
government, states, LHDs, healthcare organizations and pharmacies (e.g., CDC needs
capacity to include LHDs on conference calls with states).

2. Second:

0 Federal agencies should coordinate and integrate messages clearly regarding

uncertainty and follow CDCQ lead and available evidence.
3. Third:

0 LHDs need tools for communication with vulnerable groups (e.g., word-picture
documents and materials in multiple languages).

o Communication strategies need to be evidence-based; during emergencies every LHD
needs access to an engaged subject matter expert 24/7; LHDs need talking points
from CDC.

0 Public health needs more effective communication with practitioners through
networks proven to work.

4. Fourth:

0 There should be a central command and control system for information and
communication.

0 Messages need to be timed to coincide with and/or precede Strategic National
Stockpile (SNS) and vaccine distribution, according to the needs of the population.

0 The sheer volume of communications is overwhelming; LHDs need assistance with
prioritizing communications, and federal and state agencies should synthesize them.

0 Public health should use new media better; LHDs imposing restrictions on social media
access and use at work should lift those restrictions.
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The following summarizes discussions about communication policies.

CDC& communications were generally prompt and inclusive of LHDs. NACCHO
did a great job in communicating with LHDs. That said, at least one participant
expressed concern that LHDs were left out of several early calls between the CDC and
states, and not all information from these calls was transmitted to LHDs.

Communication was not always as good between local and state government.
Perhaps NACCHO and ASTHO could collaborate on ways to improve communication
that take into account the variations in the ways states and LHDs relate.

0 Some LHDs reported good communication with state government.

The fluidity of communications about an evolving pandemic was a mixed blessing.
o On the one hand, participants appreciated candid, frequent updates. Participants
acknowledged that communications needed to be fluid during HIN1. Some
participants stated that assistance in crafting messages to explain this fluidity to
the public and local media was helpful.
0 On the other hand, it was challenging to manage the volume of communications
and maintain consistent communicationswith rapidly changing messages.

A unified command structure at the federal level, just as states and LHDs implement
the incident command system (ICS) would have improved communications and policy-
making. Federal agencies outside the Department of Health and Human Services (HHS)

did not always follow CDCQ lead.

Some participants perceived that communications, particularly about early availability of
vaccine, were overly optimistic and influenced by politics. Science should drive public
health policies and communications with the public.

0 We need better communication policy and strategies. CDC did a great job of
getting messages out, but there were too many promises in the beginning of the
pandemic about vaccine availability. Public health needs to be both transparent
and realistic. We should promise less and deliver more.

0 The public had access to data about the Strategic National Stockpile (SNS) and
vaccine allocations, which created expectations that everything allocated had
been shipped. Some participants observed that it would have been preferable to
only make public data about what was actually distributed. Others observed that
decisions about making data public should be informed by LHDs, since such
decisions directly impact the work of LHDs.

Messages from CDC and states were not always consistent. While flexibility on
implementation and response is needed, inconsistent communications became difficult.
It was not always clear when LHDs were empowered to deviate from federal or state
guidance, or which they were to follow when guidance between states and LHDs
differed.



e Some states bypassed LHDs and communicated directly to local providers
and schools. LHDs need to be in the loop, and should be tapped as the conduit for
communicating with local providers and schools.

e Public health, at all levels of government, needs stronger communication links
with providers. CDC and national organizations like ASTHO and NACCHO should
routinely reach out to national provider organizations and professional associations such
as the American Medical Association, which will in turn help assure that communications
with patients are consistent with public health guidance. LHDs need talking points for
their own meetings with local providers.

0 One participant suggested that relationships with national provider organizations
and professional associations should be formalized using memoranda of
understanding or similar tools.

e Asnoted in section IV(D) below, CDC decisions to delay its public service
campaign about vaccination until vaccine became available, while understandable,
allowed messages from vaccine skeptics a head start. CDC and local health officials
missed a crucial opportunity to educate the public.

e LHDs need clarity about what information is protected under the Health Insurance
Portability and Accountability Act (HIPAA) and other privacy acts. Media requested
information about which providers received vaccine and other supplies, to whom
vaccine was delivered, etc. It takes too long to get media guidancefrom CDC.

e LHDs need real-time communication tools for all audiences, including assistance
with social media messages.

e Many LHDs lack the time, expertise, and funding to develop communications materials
tailored for specific audiences, particularly people who cannot read and non-
English speakers. Moreover, it is inefficient for LHDs to duplicate efforts by producing
such materials. CDC should develop the materials and share them widely.

e The upcoming influenza season underscores the importance of improving and
streamlining communication streams now. H1N1-related questions and confusion are
inevitable, and all public health agencies, from federal to state to local, should be ready
with consistent messages.

C. General Recommendations for Public Health Preparedness, other than
Communications and LHD Funding

The following list contains crosscutting policy recommendations for future public health
response. These were ranked according to an audience response poll. Some participants
observed that the order of these recommendations reflects the overrepresentation of the
nation& largest agencies at the workshop. Had more participants been from smaller agencies,
the list might have been re-ordered.



1. First:
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The following summarizes discussions about these general policies.




























































