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Overview of the NIPHC H1N1 Performance Review and After‐Action Process 
  
Role of local health departments in H1N1 and their desire to conduct a regional after‐action review 
For many in the public health field, the majority of the period from April 2009 – August 2010 was 
spent responding to H1N1 incidents and working to prevent further cases. Local health departments 
(LHDs) played a critical role in the H1N1 event, carrying out activities such as disease surveillance; 
delivery of vaccine to other medical providers and members of the public; monitoring vaccine supply 
and distribution; communicating with the public, the media, schools, and elected officials; and 
coordinating and monitoring the activities of providers and schools. The unusual intensity of H1N1 
activities caused the Northern Illinois Public Health Consortium (NIPHC) to more formally evaluate 
local public health’s response and identify areas for improvement in preparation for future events.  
 
NIPHC is a 501 (c)(4) membership organization of the public health departments of the City of 
Chicago; the Counties of Cook, DuPage, Grundy, Kane, Kendall, Lake, McHenry, Will and Winnebago; 
and the Village of Skokie. Its mission is to promote and protect the health of the greater Chicagoland 
region though networking and collaborative action that raises public awareness, builds capacity, and 
influences legislation and policies concerning public health issues affecting northern Illinois.  
  
Charge and scope of the NIPHC H1N1 performance review and after‐action process 
The NIPHC board defined the following charge for the NIPHC H1N1 performance review and after‐
action process: conduct a regional H1N1 mid‐course review or modified after‐action process to assess 
LHD response to the H1N1 outbreak and document individual and regional successes and challenges. 
The analysis would be used to share experiences and best practices, communicate public health 
involvement more broadly, recognize areas of improvement, and enhance performance. Focusing on 
the region, the collective H1N1 assessment complements evaluations undertaken by the state or 
individual LHDs. While the lessons learned might not be useful for H1N1 readiness and response since 
the outbreak is not expected to manifest itself in the same way this year, NIPHC still believes there is 
a lot to be learned and applied to future public health events.  
    
Structure of NIPHC H1N1 performance review and after‐action process 
The H1N1 situation was complex, involving emergency preparedness, clinical, epidemiology, public 
relations, management, and leadership issues. NIPHC decided that a broadly representative steering 
committee of these areas would be formed to guide the development of the H1N1 performance 
review process. The selections of steering committee participants represented each NIPHC public 
health agency and LHD H1N1‐related sector. During the 10‐month review process which began in 
January 2010, NIPHC staff and the steering committee conducted three conference calls, two in‐
person meetings, and a number of email and phone communications. The H1N1 performance review 
and after action process made progress throughout the project period in a deliberate and systematic 
manner. General steps of the process were as follows:  
 
 NIPHC staff surveyed the steering committee and board members to gather ideas for the 

focus of the project.  
 At its first meeting, the steering committee decided that the most effective work plan 

approach would be to analyze 10‐12 important issues having regional implications.   
 To determine the list of issues, staff from the larger NIPHC working committees most involved 

in the H1N1 response (Emergency Response Coordinators, Infectious Disease, Public 
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Information Officers and Legal Committees and the Board of Directors), were asked to identify 
the most critical H1N1 issues that arose over the course of the outbreak. 

 Steering committee members collected, reviewed, and consolidated the suggested issues into 
a manageable yet wide‐ranging set of 11 issues that the mid‐course review would focus on 
and fully examine. The set of issues was divided into the following categories: emergency 
response, infectious disease, public information, and legal.   

 Making the information‐gathering process manageable and productive, a weekly timetable 
was developed so that each week the issues within a specific category were reviewed.  

 To carry out the examination of the issues, each steering committee member, acting as 
representatives of their LHD, agreed to seek from their individual LHD answers to a standard 
set of questions applied to each issue (e.g. how did the issue present itself, how would you 
prevent the issue from arising next time).  

 For each issue, steering committee members serving as LHD facilitators chose from several 
information‐gathering methods in applying the questions to each issue, including focus groups 
of LHD staff most knowledgeable of the particular issue, individual interviews, review of other 
documents (e.g. after‐action reports), or open‐ended surveys.  

 Steering committee members consolidated the gathered information from their LHD into one 
report per issue and emailed weekly reports to NIPHC staff.  

 NIPHC staff consolidated the LHD reports into summaries tabulated into an H1N1 issues 
matrix, which enabled staff to identify themes and highlight best practices.  

 Using ingredients from the issues matrix, staff prepared a more thorough assessment in the 
issues analysis.  

 The executive summary highlights the key findings and recommendations.  
 The power point presentation captures the key issues, recommendations, and data findings.  

  
Data component  
The steering committee decided it would be valuable to collect from LHDs local data of H1N1 cases, 
hospitalizations, deaths, and vaccinations as a way to understand the H1N1 situation in the region. 
LHDs were asked to submit available data in total amounts and broken into age and race categories. 
Additionally, some LHDs were able to graphically present epidemic curves showing the progression of 
cases/ hospitalizations and deaths by week. Available figures were tabulated into a regional data 
profile. However, presenting a regional data picture was not possible because of the variability and 
lack of consolidated data reporting and collection in the region, which turned out to be one of the 
major findings of the review. An overview of some of the gaps and inconsistencies of the data profile 
is included in a data explanation report. The data files are available upon request.  
  
The following report includes an executive summary, a power point presentation, an examination of 
the critical H1N1 issues that were identified, a more thorough analysis of the issues, and a listing of 
steering committee members. If you have comments or questions, please contact NIPHC Assistant 
Executive Director Chrissy Carlson at carlson.niphc@gmail.com or 708‐612‐9699. Thank you. 
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T 
he 2009 H1N1 pandemic severely tested the re-

sponse capacities of all local health departments 

serving northern Illinois and prompted NIPHC 

member health departments to conduct a formal review of 

the experience to document successes and challenges in an 

effort to improve the public health response capabilities 

within the region.  An NIPHC H1N1 work group estab-

lished to conduct the review identified eleven response is-

sues including inconsistent guidelines regarding school clo-

sure criteria and vaccination eligibility, gaps and inconsistencies in 

the collection of essential data, uncertainty in the use of standing 

orders, and potentially confusing relationships with the media and 

public communication across the region.  While overall each health 

department was largely effective in responding to the local situation, 

this review identified response gaps that can be best addressed on a 

regional or statewide level.  Recommendations to address these gaps 

are summarized below. 

Overview 

S 
tandardize critical information to track dis-

ease and monitor response. 

The absence of standardized epidemiological data 

across the region was one of the most critical chal-

lenges of the H1N1 response.  While each health depart-

ment was diligent in collecting data on cases and vaccina-

tions, the variability in collection strategies complicated the 

ability to accurately gauge the level of illness across the 

region, including vaccination coverage rates, case counts, 

and disease impact on specific populations.  The H1N1 re-

sponse has shown that data collection should be coordinated 

regionally, if not statewide.  The NIPHC region should take 

the lead in improving data collection through the standardization of 

forms and reporting mechanisms. 

The region should standardize vaccination and epidemiological 

forms to collect uniform data. 

NIPHC should use its committee structure to determine a mini-

mum, standard set of epidemiological information needed, con-

sistent with state requirements. 

NIPHC should explore the development of a regional health 

information and surveillance system to collect, aggregate and 

analyze raw data. 

H1N1 Performance Review and After-Action Report 

Special Issue 

Winter 2011  

Northern Illinois Public Health Consortium | 180 N. Michigan Ave, Suite 1200 | Chicago, IL 60601 | 312-629-2988 

Regional Recommendations 

The H1N1 After-Action Review process identified three regional recommendations addressing data availability, sharing best prac-

tices, and regional planning. 

C 
ollect and disseminate best practices. 

 

Responses to the H1N1 pandemic highlighted the 

differences in infrastructure, resources and capacities across 

the region, which could reveal best practices. 

NIPHC meetings should provide opportunities to for-

mally share and document successful response strategies that 

may benefit other health departments.  These discussions should 

include strategies deployed across the United States. 

Emerging best practices include the utilization of temporary 

workers, strengthening relationships with the local Medical Re-

serve Corps, and developing a web-based county wide school 

absenteeism system. 

The mission of NIPHC is to promote and protect the health of the region though networking and collaborative 

action that raises public awareness, builds capacity, and influences legislation and policies concerning public 

Certified health departments represented: Counties of Cook, DuPage, Grundy, Kane, Kendall, Lake, McHenry, 

Will, Winnebago, the City of Chicago and the Village of Skokie 
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view identifies key areas where greater 

regional collaboration can yield tangible 

benefits, along with recommendations for 

enhancing the role of the state.  Documen-

tation of the findings underlying these rec-

ommendations is contained in the attached 

report.  As the membership organization 

comprised of the eleven local health departments serving north-

ern Illinois, NIPHC will take the lead in carrying out these rec-

ommendations to improve the public health response capacity in 

the greater Chicago Metro area.  

T 
he recent H1N1 experience challenged the Northern 

Illinois region’s local health departments’ capacity to 

sustain an intensive response to a public health emer-

gency while continuing to carry out routine public health re-

sponsibilities, at a time when resources were under severe 

strain.  While all health departments carried out a similar scope 

of activities, each did so in a way that responded to the unique 

circumstances present within their communities.  Strategies 

were highly responsive to local needs, but at a greater cost to 

individual health departments than if a more coordinated re-

gional approach had been taken, drawing more effectively on 

shared resources and regional capacities.  This after-action re-

NIPHC should consider establishing a regional media pres-

ence by designating an NIPHC media representative to pro-

vide interviews and share activities with the media and pub-

lic. 

School liaisons from each LHD should formally communi-

cate to interpret school closure guidelines.  

The NIPHC Infectious Disease Committee should create 

regional standards and criteria for school closures. 

Other potential areas of collaboration could include the for-

mation of a regional call center, unified utilization of Inci-

dent Command System (ICS), common legal interpretation 

of the authority to issue standing orders as related to 

amended scopes of practice, and the development and im-

plementation of training for allied health professionals not 

initially covered by standing orders. 

E 
stablish a forum for response planning so 

critical issues are identified quickly and re-

sult in regional collaboration. 

While NIPHC had developed formal communication and coor-

dination strategies as part of earlier emergency response plan-

ning efforts, regional planning for H1N1 was hindered by the 

speed with which events unfolded and local pressure to rapidly 

respond.  

NIPHC committees should reactivate regional prepared-

ness arrangements established under Project Public Health 

Ready to standardize, centralize, or at a minimum share 

response mechanisms and communication strategies. 

NIPHC local health departments (LHDs) should strive to 

release consistent messages to the public.  When possible, 

LHD decisions, plans, and draft press releases should be 

shared in advance of their use. 

State Recommendations 

Introduce legislation that enables the Illinois Department 

of Public Health (IDPH) Medical Director to sign one 

standing medical order that covers local distribution of 

medical counter-measures during a public health emer-

gency. 

IDPH should provide greater oversight in regulating the 

use of EMTs and their training in relation to their use as 

vaccinators during emergencies. 

IDPH and the Illinois Department of Financial and Profes-

sional Regulation should work with NIPHC to establish 

contract templates for additional professionals utilized 

Local and regional operations occur within a state framework making coordination essential for effective statewide action. Coordina-

tion can be enhanced through a more efficient sharing of responsibilities, greater consistency and transparency in state level decision 

making, and more formalized and predictable communication strategies. 

during vaccination campaigns.  

IDPH should exercise the necessary public health authority 

by issuing an emergency declaration instead of a proclama-

tion.  If a proclamation is warranted, additional guidance 

should be disseminated to ensure juris-

dictions are able to respond quickly. 

IDPH should provide periodic regional 

reports on epidemiological data and 

medical counter-measures. 
   

Conclusion 

Northern Illinois Public Health Consortium | www.niphc.org 

“Local health 

departments 

should strive to 

release consistent 

messages to the 

public.  When 

possible, decisions, 

plans, and draft 

press releases 

should be shared 

in advance of their 

use.” 

Cheryl Johnson, 

NIPHC President 

Page 2 
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H1N1 Performance Review and 
After-Action Report

Fall 2010

What is NIPHC?

• Purpose: NIPHC is an 
organization of local public 
health officials dedicated to 
promoting public health and 
assuring the health of the 
people of the greater 
Chicago metropolitan area 
through sound public health 
policies and effective local 
public health systems
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NIPHC Membership
• Chicago Department of  

Public Health

• Cook County Department of 
Public Health

• DuPage County Health 
Department

• Grundy County Health 
Department

• Kane County Health 
Department

• Kendall County Health 
Department

• Lake County Health 
Department

• McHenry County Health 
Department

• Village of Skokie Health 
Department

• Will County Health Department

• Winnebago County Health 
Department

Overview

• The 2009 H1N1 pandemic severely challenged response 
capacities of all health departments in northern Illinois

• NIPHC health departments conducted a formal review of the 
experience to document successes and challenges

• While overall each health department was largely effective in 
responding to the local situation, response gaps were 
identified that can be best addressed on a regional or 
statewide level
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H1N1 Performance Review Process

• NIPHC H1N1 steering committee formed in January 2010

• Steering Committee queried standing NIPHC committees and 
consolidated suggestions into list of eleven key issues

• Feedback on each issue was acquired from each health
department

• Summary of responses tabulated into an NIPHC issues matrix

• Issues matrix was consolidated into H1N1 Issues Analysis

• Data profiles collected and collated

• Issues Analysis used to formulate recommendations

Eleven Key Issues
1. Inconsistent guidelines related to infection control, testing and reporting, and school closure

criteria

2. Pre-vaccination period was not utilized effectively as a region

3. Inconsistencies in school absenteeism data and demographic information in consent forms

4. Relationships with reporters who cover regional public health issues was poor throughout
response

5. Information Officers did not provide adequate information on decision-making process

6. IDPH’s vaccine distribution strategy was unclear, inhibiting regional coordination

7. Inconsistencies in guidance adherence led to media scrutiny

8. Coordination between LHDs did not include an overarching strategy

9. Misunderstandings about issuance and legality of standing orders

10. Challenges in credentialing volunteers before an event inhibited their use

11. Unclear whether relaxed practice standards included the utilization of allied healthcare workers
during vaccination clinics

8



Conclusion

• Strategies were highly responsive to local needs, but local 
efficiency could have been improved through regional 
coordination

• Greater regional collaboration can yield tangible benefits

• e.g. regional disease surveillance enables awareness of and 
faster response to emerging trends

• NIPHC will take the lead in carrying out these recommendations 
to improve the public health response capacity in the greater 
Chicago Metro area

Regional Recommendations

• The collection of information to track disease and monitor
response should be standardized

• NIPHC should serve as a repository for collecting and sharing
best practices

• NIPHC should become the primary forum for response
planning to allow the early identification of issues and areas
for collaboration

9



State Recommendations

• Introduce legislation that allows for one standing medical order
to cover medical counter-measures across the state

• IDPH should provide additional oversight into the training and
usage of EMTs during emergencies

• Contract templates should be formulated in advance for
additional professionals utilized during emergencies

• IDPH should provide periodic regional epidemiological reports

• IDPH should consider issuing a declaration during future
responses to provide necessary authority

Data Profile

• Each health department was asked to provide patient counts
by age and race, as well as applicable rates, for:

• Cases

• Hospitalizations

• Deaths

• Vaccinations

• Inconsistencies related to partial reporting and missing
information

10
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State versus National Deaths

• Of 111 deaths in the state of Illinois, 75, or approximately 67.5%, were 
from the NIPHC region

• The NIPHC region houses approximately 68% of the state population

Regional Best Practices
• Development of a web-based influenza-like-illness school

absenteeism system that all school districts participated in

• Branding of a public information campaign with health
organizations and schools that tied all communication pieces
together and assisted with consistent messaging

• Contracting with a vendor to conduct two rounds of randomized
phone surveys to assess why residents were/were not getting
vaccinated. This identified target populations and enhanced
outreach efforts

• Organizing periodic calls or emails with community partners to
provide updates and build capacity
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Next Steps

• Standardize the collection of information to enable regional
tracking

• Create formal mechanism for sharing best practices

• Identify areas for collaboration, particularly in relation to
response planning

• Work with state agencies to address legal and professional
issues identified through H1N1 pandemic

• Others?

Thank you

• Other Questions or Comments?

• Additional feedback can be sent to Chrissy Carlson, Assistant
Executive Director at NIPHC, at carlson.niphc@gmail.com.

13



NIPHC H1N1 After-Action Review 

Fall 2010

 

The NIPHC Board, Emergency Response Coordinator (ERC), Infectious Disease (ID), Public Information (PIO) 

and Legal Committees were asked to identify the three most critical H1N1 issues faced by LHDs in the 

region.  From the list of suggestions, the twelve issues listed below were selected for further examination by 

the NIPHC H1N1 mid-course review steering committee.   

Issue #1 Mixed messages and inconsistent guidelines related to infection control, 

testing and reporting, and school closure criteria. 

Summary of Experience • Inconsistencies in recommendations by larger agencies required continuous 

amendment of policy at the local level.   

• Commercial labs were not initially able to test, leading to cumbersome virus 

confirmation and non-adherence to IDPH lab eligibility criteria. 

• Criteria for closing schools were complicated, did not always follow CDC or 

state guidelines, and were extremely variable across counties. 

• One LHD set up meetings with school administrators during the summer to 

work on relationship building and to explain fall vaccination campaigns. 

• Several LHDs were able to utilize pre-existing partner contact lists with 

media, police, municipal officials, school districts, etc. 

Recommendations • During the interim, NIPHC should come up with lab eligibility criteria, create 

a formal relationship with private epidemiology labs, and share 

corresponding strategies with both IDPH and the CDC.   

• Where possible, the group should collaborate on the level of guideline 

adherence.  At a minimum, there should be mechanisms to share reasoning 

for actions on an accessible platform. 

• Discussions should occur regarding the importance/feasibility of consistent 

messaging across the region. 

• Seek justification for differences between state and federal guidelines. 

• A school liaison should be identified at each LHD, if not done so already, and 

should communicate within the NIPHC framework to address shared 

concerns.  It may be necessary to create a subcommittee within the 

Emergency Response Committee.   

• Additional preparation exercises should be generated to prompt the 

development of contingency plans and ensure guidance is in place prior to 

the next event. 

 

Issue #2 The period from the beginning of the pandemic until the beginning of the 

vaccination campaign could have been better used for planning an effective 

pandemic response regionally. 

Summary of Experience • IDPH was slow to dispense recommendations, providing little time to 

generate regional plans or provide necessary feedback. 

• Overarching agencies provided minimal leadership and incentives to amend 

plans or identify areas to standardize or centralize, especially with regard to 

measures that could conserve resources. 

• Absence of state-wide command structure perpetuated inability to 

formulate cohesive regional strategy. 

• 2009-2010 IDPH vaccine distribution strategy was marred by confusion and 

inefficiency. 

14



Recommendations •  NIPHC should provide leadership to standardize and centralize response 

mechanisms and communication strategies.   

• Improved communication strategies with IDPH should be established. 

• Enhanced rationalization of prescribed policies will provide opportunities to 

collaborate and amend existing policies to be more cohesive. 

• NIPHC should consider creating collective strategy to work with the media. 

• NIPHC representatives should consider submitting a formal vaccine 

distribution strategy to IDPH for consideration.  Any feasible campaign 

requires transparency and equitability so that the media and other health 

departments do not magnify differences. 

 

Issue #3 There were inconsistencies in the region related to the gathering of school 

absenteeism data and variability of demographic information collected in 

consent forms. 

Summary of Experience • Lack of fiscal resources inhibited thorough collection of absenteeism data. 

• Consent forms did not come pre-translated, and could not be amended.   

• There were no set demographic requirements with regard to consent form 

data collection.  Some jurisdictions had legal issues with collecting certain 

demographic information. 

• No health information and surveillance system to collect, aggregate and 

analyze raw data regionally. 

• Experience resulted in improved relationship with schools. 

• One county developed a web-based influenza-like-illness school absenteeism 

system that all school districts participated in. 

Recommendations •  NIPHC committees should determine a minimum, standard set of 

epidemiological information needed, consistent with state requirements.   

• Reporting mechanisms and demographic forms should be standardized.  

Amendment potential and translation requirements should be discussed. 

• The group should investigate the possibility of developing a uniform health 

information system to enter, aggregate and analyze raw data regionally.   

 

Issue #4 As a group, NIPHIN could strive to strengthen relationships with reporters who 

cover regional public health issues. 

Summary of Experience • Each health department had a different vaccine distribution strategy, 

creating a challenging public relations situation. 

• Misinformation and public anxiety perpetuated issues with the media.  

Limited public information budgets exacerbated these problems. 

• Media honed in on differing vaccine distribution strategies and clinics, 

producing false reports of vaccine availability and magnitude of illness. 

• Previously established relationships with reporters assisted with promoting 

consistent messages. 

• One county branded a public information campaign with health 

organizations and schools that tied all communication pieces together and 

assisted with consistent messaging. 

Recommendations •  NIPHC should be proactive with the media by establishing a regional media 

presence.  Perhaps designate an NIPHC representative to provide interviews 

and share activities with the media and public. 

• The media should be included in any preparedness exercises to establish 

rapport.   

• The group should consider the joint funding of a targeted media campaign. 
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Issue #5 The PIO group stands to benefit from sharing information about their decision 

making process as well as sharing press releases with an understanding of how 

their decisions affect surrounding jurisdictions. 

Summary of Experience • Some utilized the same distribution strategy continuously, while others 

changed distribution methods mid-stream.  This caused media scrutiny. 

• Need for prompt decision-making left little time for LHDs to consider 

regional implications.  Further exacerbated by assumption that all LHDs 

possessed vaccine.  

• “Timely PIO information sharing was highlight of coordination across NIPHC 

region.” 

• One county coordinated a regularly scheduled conference call with the 

hospitals, FQHCs and other healthcare providers in the area to exchange 

information and provide timely updates. Regularity changed based on 

intensity of the local situation. 

• Another group sent out a periodic email to key stakeholders so that partners 

did not have to do their own searching for information.   

Recommendations •  While there are sufficient mechanisms in place to share information, there 

is no impetus to do anything with shared information.  A first step would be 

to create a joint information exchange to post strategies.   

• Expectations need to be set on what PIOs will do with information they 

receive from other counties: is there enough incentive to utilize information 

that is provided by other counties? 

• When possible, the pre-sharing of press releases is helpful.  This allows 

adequate time to prepare justification of current policies, or promote the 

sharing of collated information to the media and public. 

 

Issue #6 IDPH’s vaccine distribution strategy was unclear and LHDs did not feel they 

had a mechanism to provide feedback.  LHDs could have better coordinated 

vaccine distribution strategies to increase consistency and understanding 

across the region. 

Summary of Experience • IDPH did not disseminate information on vaccine distribution timeline or 

strategy, inhibiting planning and distribution to community partners. 

• Inequities in vaccine distribution from IDPH led to increased media scrutiny, 

erosion of credibility and accusations of ‘hoarding’. 

• Lack of feedback mechanism to IDPH made it difficult to justify practices to 

community partners and the public. 

• Health departments were never sure when vaccine would arrive or how 

much would be provided, exacerbating communication problems. 

• One county contracted with a vendor to conduct two rounds of randomized 

phone surveys to assess why residents were/were not getting vaccinated.  

This identified target populations and enhanced outreach efforts. 

Recommendations •  Some recommended designating a vaccine distribution team regionally to 

collaborate and share information.   

• NIPHC should develop contingency plans in case similar vaccine distribution 

problems occur in the future.  These discussions should include when to lift 

priority groups as a region to ensure the capture of public interest. 

• The vaccination ordering and tracking system should be made electronic 

and improved.  NIPHC should request IDPH provide corresponding 

distribution rationale to improve media and community relations. 

 

Issue #7 Priority group obedience and inconsistencies in guidance adherence across the 
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region led to media scrutiny. 

Summary of Experience • There was high variability in priority group obedience across the region, 

with some health departments refusing to turn anyone away from 

vaccination clinics and others strictly adhering to eligibility criteria.  This led 

to public confusion. 

• Delay in priority group clearance resulted in loss of opportunity that 

coincided with public interest. 

Recommendations •  NIPHC leadership needs to decide if there are opportunities to draft a 

unified vaccine distribution strategy. 

• Where possible, priority group strategies should be adhered to by all local 

health departments.  The group should also try to collaborate as to when 

priority group regulations should be lifted to capture public interest. 

 

Issue #8 Coordination between LHDs during an emergency response didn’t include an 

overarching strategy. 

Summary of Experience • Meetings were not held regularly enough to distribute information quickly. 

• Immediate issues at each LHD inhibited regional coordination. 

• Lack of uniformity of vaccine delivery made it difficult to coordinate clinics. 

• Incident Command System (ICS) was not utilized by all LHDs. 

• Neglect of pharmacies, which are usually responsible for flu vaccinations, 

strained relationships. 

Recommendations • During the interim, efforts should be made to collaborate and synthesize an 

overarching emergency response strategy that includes medical 

countermeasures.  Differing strategies across the nation should be 

discussed to identify best practices and corresponding feasibility. 

• Concrete incentives should be identified and championed by LHD leadership 

in order to provide the necessary impetus to collaborate. 

• Areas of collaboration could include: regional dispensing of vaccine, unified 

utilization of ICS, best practices regarding organizational command 

structure during an emergency. 

• Additional training and collaboration among ERCs during down-time may 

prompt regional protocols that will assist in future responses.  

 

Issue #9 There was confusion regarding whether and how standing orders can be 

issued by public health departments, and whether other agents could act 

under health department standing orders. 

Summary of Experience • Initially, there was some uncertainty as to which agency would release 

standing orders. 

• The group received limited guidance from IDPH and the Illinois Department 

of Finance and Regulation regarding scopes of practice for paramedics and 

dentists assisting with vaccination campaigns. 

• Limited understanding of legal implications left many medical officers 

hesitant to issue standing orders. 

• Confusion surrounding usage of paramedics and limited time to provide 

sufficient training left many under-utilized. 

• Creation of modified scopes of practice was executed poorly due to short 

timeframe. 

Recommendations •  NIPHC should seek clarification on any legal issues experienced during the 

interim, possibly with the help of local state’s attorneys. 

• Additional clarification is needed regarding the authority of standing orders 

as related to amended scopes of practice.   
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• Necessary training regimens should be in place in advance of the next 

response, and IDPH or other over-arching organizations should ensure all 

LHDs are not responsible for instigating their own, separate training, which 

monopolizes already deteriorating resource streams. 

• IDPH, at the prompting of NIPHC, should submit legislation that enables the 

IDPH Medical Director to sign one standing medical order that covers local 

distribution of medical counter-measures during a public health emergency. 

 

Issue #10 The group experienced difficulties credentialing volunteers before an event.  A 

quick credentialing process may be best established regionally. 

Summary of Experience • The regional H1N1 response highlighted the need to mobilize medical 

volunteers quickly.  The current credentialing system is inefficient and 

doesn’t easily allow for lending across jurisdictions. 

• Time limitations inhibited the use of volunteers who had not been pre-

credentialed. 

• Many LHDs hired temporary workers to assist with scheduling and clinic 

operations. 

• Absence of regional credentialing system or volunteer sharing system led to 

mistrust among jurisdictions. 

• Many LHDs were able to use a paid, temporary workforce, especially for 

making vaccination appointments.  Some groups contracted with call 

centers to make appointments or direct inquiries.  Other groups utilized 

student nurses or MRC volunteers for vaccination efforts. 

Recommendations •  The group should advocate that IDPH look into creating an easy way to 

credential and pool volunteers for emergency response. 

• Best practices should be shared regarding utilization of temporary workers 

and establishing relationship with local Medical Reserve Corps (MRC). 

• IDPH should enhance “Illinois Helps” recruitment. 

 

Issue #11 State laws allow for practice standards to be relaxed during emergencies, but 

the process is unclear regarding the utilization of allied healthcare workers 

during vaccination clinics. 

Summary of Experience • Unable to use paramedics at open clinics due to lack of prior training and 

insufficient time to develop approved training program. 

• Issuance of proclamation instead of declaration by IDPH CMO left LHD 

medical directors unwilling to accept responsibility for medics to be utilized 

at clinics. 

• IDPH standards were unclear as to who they covered, and clarification came 

much too late to complete necessary amendments. 

Recommendations •  NIPHC should formally request that IDPH clarify emergency practice 

standards.   

• IDPH should be urged to provide necessary training mechanisms for EMTs, 

as they oversee the EMS system and have the necessary expertise to 

generate appropriate recommendations. 

• During the interim, NIPHC, with the assistance of IDPH, should pre-draft 

contracts for additional professionals utilized in the past. 

• IDPH should also be urged to issue a declaration rather than a proclamation 

to ensure authority and reduce confusion.  If a proclamation is warranted, 

IDPH should provide additional guidance to ensure that response 

mechanisms are being adhered to and understood by local health 

departments, the media, and the public. 
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Issue Chicago Cook DuPage Kane Kendall Lake

1) Mixed messages 

and inconsistent 

guidelines related 

to infection control, 

testing and 

reporting, and 

school closure 

criteria.

Initial CDC 

inconsistencies 

required synthesis 

of 

recommendations 

on local level and 

continuous 

amendment.  

Commercial labs 

not initially able to 

test, leading to 

cumbersome virus 

confirmation.

PPE guidance should 

have been drafted in 

advance of outbreak, 

and shared with 

appropriate groups.  

CCDPH drafted 

guidance for Cook 

County Jails and court 

system, but problems 

persisted due to lack of 

information and lack of 

cohesive strategy 

among medical 

community.

Inconsistent 

recommendations by 

national organizations. 

IDPH lab eligibility criteria 

was not adhered to; 

highlighting need to 

enhance collaboration with 

private epidemiology labs.  

National organizations need 

to enhance communication 

strategies.

School closure criteria 

was very complicated, 

and several large 

districts crossed county 

borders, resulting in 

potentially conflicting 

guidance.  Not all 

strictly adhered to CDC 

guidelines, and lack of 

hard guidelines made it 

very difficult to 

communicate to public. 

Should work regionally 

to interpret guidance, 

and, if not following, 

share data behind 

judgment calls.  Halting 

of case counting made 

it difficult to assess 

spread of disease in 

community.

Media and parents 

influenced school 

decision-making, 

catalyzed by 

inconsistencies 

between state and 

federal 

recommendations.  

Helped to identify HD 

liaison to schools and 

designated webpage.

Agencies provided info that 

was conflicting, confusing or 

vague. Lack of scientific 

understanding resulted in 

weak guidelines.
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Issue

1) Mixed messages 

and inconsistent 

guidelines related 

to infection control, 

testing and 

reporting, and 

school closure 

criteria.

McHenry Will Winnebago Synthesis

Inconsistent 

recommendations 

resulted in poor 

communication to 

constituencies, 

potentially damaging 

credibility.  LHDs did not 

uniformly follow 

guidelines, nor did 

physicians with regard to 

testing criteria. 

Increased use of ICS 

proposed.

Inconsistent messaging 

from IDPH, as well as no 

premeditation of potential 

problems from LHDs.  

Found CDC guidelines 

most helpful.  Request 

regional ERC’s don’t 

resend HAN alerts, as 

added to confusion.

Changing guidelines on 

school closure, who to test 

for H1N1, 

projections/expectations 

for vaccine delivery 

numbers and distribution, 

personal protective 

equipment and exclusion 

policies from healthcare 

facilities were all areas of 

inconsistent and changing 

messages that needed to 

be sorted out and 

facilitated at the local 

level.

Inconsistencies in recommendations by larger agencies 

required continuous amendment of policies at the local level.  

The region should become more proactive in terms of policy 

generation.  Commercial labs were not initially able to test, 

leading to cumbersome virus confirmation and non-adherence 

to IDPH lab eligibility criteria.  During interim, work as a 

group to come up with lab eligibility criteria, formal 

relationship with private epidemiology labs, and share 

strategies with both IDPH and CDC.  While IDPH may not 

accept all drafted guidelines, work as a group to discuss level 

of adherence and share justification strategies.  Criteria for 

closing schools were complicated, did not always follow CDC 

or state guidelines, and were extremely variable across 

counties.  A school liaison should be identified at each health 

department, if not done so already, and should commiserate 

within the NIPHC framework to address shared concerns.  It 

may be necessary to create a subcommittee within the ERC. 

During the next few months, local health department 

representatives should come together within NIPHC channels 

and discuss the importance/feasibility of consistent 

messaging across the region.  This may be prompted by 

additional preparation exercises that generate contingency 

plans. Continue discussions with IDPH to request scientific 

guidelines and justification for guidelines that may differ from 

those issued by the CDC. 
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Issue Chicago Cook DuPage Kane Kendall Lake

2) The period from 

the beginning of 

the pandemic until 

the beginning of 

the vaccination 

campaign could 

have been better 

used for planning 

an effective 

pandemic response 

regionally.

No uniformity in 

establishing 

surveillance policy 

or screening, 

distribution, etc. 

Unique 

relationship with 

CDC limited 

collaboration with 

other LHDs.

No cohesive strategy 

set by region and 

didn't utilize data in 

decision-making 

process.  No state-wide 

command structure 

perpetuated these 

problems, as did 

minimal formal 

communication 

between surrounding 

counties.

Overarching agencies 

provided no leadership or 

incentives to amend plans 

or identify areas to 

standardize/centralize, 

especially with regard to 

measures that could 

conserve resources (e.g. 

standardized VAR or 

electronic scheduling) 

Burnout at end of first 

wave made advanced 

planning difficult.  More 

information behind 

other LHDs decisions 

would help in 

coordinating regional 

response when 

possible.  IDPH could 

help with this process 

and provide info on 

other state’s response 

mechanisms. ERC 

should lead regional 

discussions on how to 

handle future events.  

Also review real events 

that occurred regionally 

and implement 

collective response 

tools.

Media reporting 

hindered plan 

implementation; IDPH 

could have taken 

stronger leadership 

role in ensuring media 

doesn’t unnecessarily 

sensationalize. 

Summer planning used 

effectively.

Absence of bilateral feedback 

mechanism ignored role of 

LHDs. Vaccine distribution 

plan was not developed and 

shared efficiently.  LHDs 

need seat at the table to 

increase efficiency and 

effectiveness.
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Issue

2) The period from 

the beginning of 

the pandemic until 

the beginning of 

the vaccination 

campaign could 

have been better 

used for planning 

an effective 

pandemic response 

regionally.

McHenry Will Winnebago Synthesis

Vaccine distribution 

strategy was poorly 

formulated and poorly 

communicated, making it 

difficult to schedule 

efficiently.  Would 

appreciate the sharing of 

ideas regarding mass 

vaccination clinics.

Regional planning 

hindered by local 

bureaucratic structure.  

IDPH was not quick in 

dispensing 

recommendations, and 

once did, additional plans 

had already been formed 

by LHDs. Recommend 

sharing teleconferences 

to regionally interpret 

info and come up with 

semi-coordinated 

response.

Information was shared 

through meetings and 

calls, but never morphed 

into regionally coordinated 

approach. Collaboration 

hindered by lack of real 

time comparable county 

data and little time or 

effort left for coordination. 

Collaborated with Boone 

County regarding school 

system and vaccine. 

strategies. Shared media 

market and Office of 

Education assisted with 

this.

IDPH was slow to dispense recommendations, providing little 

time to generate regional plans or provide necessary 

feedback.  The absence of a state-wide command structure 

perpetuated the inability of LHDs to formulate a cohesive 

regional strategy.  Through this process, it has become 

apparent that member health departments look to NIPHC and 

other over-arching organizations to provide leadership to 

standardize and centralize response mechanisms and 

communication strategies.  During the current economic 

climate, it is especially important to work together to 

conserve resources.  The potential of creating a state-wide 

command structure should be investigated. One primary 

problem faced by health departments during the 2009-2010 

H1N1 response was that of conflicting policies that did not 

have the necessary justification.  Regional planning was 

hindered by local bureaucratic structure and minimal formal 

communication strategies.  This led to intense media 

questioning and negative publicity.  Many feel that enhanced 

rationalization of policies will provide opportunities to 

collaborate and amend existing policies to be more cohesive. 

There was unanimous support for establishing a feedback 

mechanism for IDPH’s current vaccine distribution strategy.  

The 2009-2010 strategy was marred by confusion and 

inefficiency.  Enhanced communication strategies should be 

established to ensure that LHDs are aware of distribution 

processes in advance.  Another member has suggested that 

NIPHC generate a vaccination distribution campaign and 

submit to IDPH for consideration.  Any feasible campaign 

requires transparency and equitability so that the media and 

other health departments do not magnify differences.
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Issue Chicago Cook DuPage Kane Kendall Lake

3) Inconsistency in 

the region 

regarding the 

collection of school 

absenteeism data 

and variability of 

demographic 

information 

collected in consent 

forms.

Established 

passive reporting 

system with 

Chicago Public 

Schools, but 

couldn’t get 

additional data 

due to lack of 

resources.  Did not 

vaccinate at 

schools; consent 

forms uniform 

throughout city.

Consent forms did not 

come pre-translated, 

and could not be 

amended.  Translation 

was time consuming.  

No requirements set 

with regard to consent 

form data collection.  

Digital tracking done 

using Integrated 

Solutions, but no 

uniform health info 

system to enter, 

aggregate and analyze 

data regionally.

No standardized reporting 

mechanism or demographic 

info established or 

endorsed by IDPH, 

resulting in improbable 

ability to compare data.

Surveillance tools 

vastly different across 

region, hindering 

comparisons.  Suggest 

standardizing collection 

and reporting of ILI 

surveillance info, and 

compiling 

weekly/monthly/season

al regional flu 

surveillance reports 

that include 

standardized data.

Potential legal issues 

with collecting certain 

demographic info.  

Time and guidance 

sufficient with regard 

to school absenteeism 

data collection. 

No guidance on 

standardizing absenteeism 

data. School response was 

poor due to lack of 

resources. Request ILI data 

become mandatory.
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Issue

3) Inconsistency in 

the region 

regarding the 

collection of school 

absenteeism data 

and variability of 

demographic 

information 

collected in consent 

forms.

McHenry Will Winnebago Synthesis

Built on pre-existing 

absentee reporting 

system, and work with 

school administration 

during summer.  Some 

schools required 

administrative support.  

Prefer regional 

demographic form.

Able to develop promising 

relationship with schools 

through voluntary 

absentee surveillance.

Expanded existing sentinel 

surveillance system with 

NIPHC-partner tool and 

received excellent data. 

Parental consent forms 

were standardized, but 

were so basic as to not 

capture important info. 

Suggest including race and 

ethnicity. Regional or state 

standardization of forms 

would improve process.

The lack of fiscal resources inhibited thorough collection of 

school absenteeism data.  There were no set demographic 

requirements with regard to consent form data collection.  

Some jurisdictions had legal issues with collecting certain 

demographic info.  NIPHC committees should establish 

mandatory demographic information to be collected from 

H1N1 cases and vaccinations.  These findings should be 

communicated to the state, and measures should be 

discussed regarding legality of mandatory information.  

Reporting mechanisms should be standardized, as should 

demographic forms.  Consent forms did not come pre-

translated, and could not be amended. Where necessary, 

amendments should be discussed, as well as translation 

requirements. The group, along with IDPH, should investigate 

the possibility of developing a uniform health information 

system to enter, aggregate and analyze raw data regionally.  

The creation of standardized reporting mechanisms will 

enable the group to respond quickly and efficiently to 

changes in risk levels and provide a clear picture of level of 

illness and response across the region.
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Issue Chicago Cook DuPage Kane Kendall Lake

4) As a group, 

NIPHIN could strive 

to strengthen 

relationships with 

reporters who 

cover regional 

public health 

issues.

CDPH works 

regularly with the 

Chicago media and 

has existing 

relationships with 

reporters.  Due to 

much of the media 

being based in 

Chicago, it may be 

easier for CDPH to 

work with the 

media than for 

other jurisdictions.  

Misinformation and 

public anxiety 

perpetuated issues 

with the media.  

Limited budget added 

to problems; may help 

to fund targeted media 

campaign aimed at 

dispelling rumors and 

myths.  Conducted 

vaccination clinics in 

malls and sporting 

events, and managed 

hotline and email for 

client questions.  

Although LHDs 

implemented whatever 

vaccine strategy worked 

best for their residents, the 

media focused on the fact 

that different counties 

offered different types of 

clinics. PIOs from LHDs do 

inform each other about 

press releases and 

immediately notify each 

other when a reporter calls 

with sensitive or “red flag” 

questions. Continue to 

treat reporters with respect 

and professionalism. Invite 

them to PIO meetings 

when appropriate and ask 

them to participate in 

emergency preparedness 

exercises that involve 

communication, media, or 

Joint Information Centers.

Regional reporters, 

including television, 

tended to focus on 

problems at the local 

level when in fact the 

problems existed 

region- and statewide. 

News reporters will 

always drill down to the 

personal level to make 

their stories more 

relevant to 

readers/viewers.

Some of the larger 

regional papers did not 

get information on LHD 

vaccine clinics from all 

sources but spoke only 

with a few LHDs and 

made assumptions 

about the others. 

Kendall sent 

information out to 

larger regional media 

sources that we 

normally don’t deal 

with to assure they 

had correct information 

about our clinics. In 

future, expand 

communications early 

on to include 

information sources 

outside of our usual 

contacts to include 

some of the larger 

regional media outlets.

Each health department 

doing its own thing regarding 

H1N1 vaccine distribution 

created a challenging public 

relations situation.  Over the 

years, we’ve established 

several positive relationships 

with local media. Distributed 

over 30 H1N1 news releases 

and arranged several radio 

and print interviews for 

subject matter experts. In 

addition there was one 

media briefing during our 

first vaccination clinics. 

Remaining available and 

willing to talk with the media 

is key to maintaining 

relationships.
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Issue

4) As a group, 

NIPHIN could strive 

to strengthen 

relationships with 

reporters who 

cover regional 

public health 

issues.

McHenry Will Winnebago Synthesis

There were false reports 

of vaccine availability 

and seriousness of 

illness. There was no 

unified regional response 

on H1N1; every LHD 

carried out its own 

campaign based on its 

community (although 

regional PIOs did confer 

on a weekly basis). LHDs 

created H1N1 webpages 

for messaging and 

regular updates; hotline 

numbers were activated. 

To prevent this issue 

from arising next time: 

(a) get information from 

every County for a 

regional picture, and (b) 

education – a collective 

picture on who will 

receive the vaccine; 

adherence to CDC 

guidelines. 

NIPHIN regular meetings 

provide agency PIOs with 

unique insights about 

what others in the group 

are doing, which is 

frequently helpful when 

speaking to reporters 

who are likely to want to 

compare your responses 

with other agencies in the 

region. It would obviously 

be beneficial to 

strengthen regional 

relationships with 

reporters who cover 

multiple public health 

jurisdictions. The best 

way to strengthen 

relationships with 

reporters is through 

regular dialogue, which is 

best done one-on-one, 

and not through a 

regional group. Regional 

talking points established 

in advance with all the 

NIPHIN members serve 

as a great guide when 

undertaking dialogue with 

reporters.

Media messaging driven 

by WCHD releases and 

National messaging. 

Smaller media market 

made it easier to 

monopolize info 

distribution. Relationship 

with reporters assisted in 

media support and 

promotion of key 

messages. Misinformation 

dispersed through talk 

radio outlets and 

potentially detracted from 

message.

Each health department had a different vaccine distribution 

strategy, creating a challenging public relations situation.  

During the 2009-2010 H1N1 response, LHDs were reactive to 

the media and this resulted in a plethora of negative 

publicity.  Misinformation and public anxiety perpetuated 

issues with the media.  Limited public information budgets 

exacerbated these problems.  The media honed in on 

differing vaccination distribution strategies and clinics, 

producing false reports of vaccine availability and magnitude 

of illness.  NIPHC and its member health departments should 

be proactive with the media by establishing a regional media 

presence.  Perhaps designate an NIPHC representative to 

provide interviews and share pre-emptive measures being 

undertaken.  The media should also be included in any 

preparedness exercises to establish rapport.  Groups should 

look at the feasibility of a regional media presence, with a 

corresponding information repository of response efforts for 

each county and links to individual websites.  The PIO 

committee should be cognizant of opportunities to disclose 

regional media reports, when possible.  Another opportunity 

includes the joint funding of a targeted media campaign to 

ensure consistent messaging across region and dispel rumors.
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Issue Chicago Cook DuPage Kane Kendall Lake

5) The PIO group 

stands to benefit 

from sharing 

information about 

the decision 

making process in 

addition to sharing 

press releases with 

understanding of 

how their decisions 

affect surrounding 

jurisdictions.

CDPH did not face 

as many 

challenges in 

vaccine 

distribution/ 

allocation that 

other LHDs did. 

Therefore, clinic 

dates and times, 

once decided 

upon, did not 

change.  It 

seemed, though, 

that unexpected 

changes at other 

LHDs due to 

vaccine availability 

and differing 

policies were 

easily picked on by 

the media and 

compared to each 

other and to 

Chicago.  

IDPH did not require 

any standardized 

information gathering, 

but CCDPH tried to 

collaborate with IDPH 

and collar counties to 

standardize info and 

strategies across 

region.  May be helpful 

to establish a Joint 

Information Center 

(JIC) to provide 

coordinated 

communication with 

Chicago and other 

LHDs and partners.

Emergencies are local first, 

and many times decisions 

have to be made in real 

time, considering many 

changing factors. Leaders 

in each of the counties 

were making decisions 

based on the best 

information available to 

them at the time. 

Shortages of vaccine and 

limited resources 

(especially staff) were a 

major factor. Limited time 

was also a factor. LHDs 

were making decisions 

based on availability of 

vaccine and resources on a 

daily basis, i.e. the 

situation was too fluid to be 

able to continually update 

surrounding LHDs.  Weekly 

calls set up by IDPH gave 

LHDs the opportunity to 

discuss issues. Plan to have 

more frequent 

communication with the 

NIPHC Executive 

Committee. Share plans 

prior to the event.

The NIPHIN group 

shared its press 

releases so that we 

should have had an 

idea of what was going 

on in other 

jurisdictions. The 

nature of the 

emergency caused 

each department to 

have to focus first and 

foremost on its own 

efforts and, when those 

were taken care of, it 

was free to consider 

regional implications. 

As time went on, the 

regional efforts became 

clearer. Sharing of 

information is always 

helpful.

Decisions are made at 

an administrative level 

and information 

doesn’t get out to 

partners in the proper 

order. As part of 

emergency 

communication 

protocol for the NIPHC 

members, press 

releases and other 

pertinent information 

should be shared with 

other regional LHDs 

before being released 

to the press or public.  

This would allow other 

counties who may be 

affected to be ready to 

respond both with 

communications and 

operationally. 

Many factors were at work, 

including high public demand 

for information by the media 

and the public, stress among 

staff and limited resources 

(such as time). It would 

have been beneficial to have 

a chart showing each health 

department’s vaccine 

distribution strategy, 

indicating the reasoning 

behind each strategy. Such a 

chart would also have been 

useful in terms of giving a 

big picture perspective to the 

media, which may have been 

confused by all the different 

strategies used by the health 

departments. One primary 

contact should be identified 

at each health department as 

the central source for 

sharing this kind of 

information with others and 

reporting back to their own 

department about activities 

around the region.
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Issue

5) The PIO group 

stands to benefit 

from sharing 

information about 

the decision 

making process in 

addition to sharing 

press releases with 

understanding of 

how their decisions 

affect surrounding 

jurisdictions.

McHenry Will Winnebago Synthesis

Although we received 

PPHR training, we still 

tend to do things “our 

own way” without regard 

for regional 

“cohesiveness”.  

Misconception that all 

LHD had vaccine – at the 

same time. Press 

releases were shared 

with regional PIOs in 

addition to weekly 

communication (emails, 

conference calls). Who is 

the authority between 

CDC and IDPH – 

ramifications of decision-

makers.  IDPH should 

have been more 

transparent; utilizing a 

population formula for 

vaccine distribution 

would have been 

beneficial. Administrator

s should meet more 

regularly. It would be 

difficult to change the 

politics involved 

(regionally). 

Will County benefited 

from a public relations 

standpoint by sticking 

with its initial decision to 

hold walk-in community 

clinics. Other counties 

changed distribution 

methods midstream, and 

changing policy abruptly 

motivates media scrutiny 

regarding all aspects of 

the distribution initiative. 

Communication of info 

backbone of process.  

Attempted to consider 

CDC , IDPH and NIPHC 

guidance when making 

decisions when time 

allowed. Always attempted 

to make appropriate 

decisions; lack of media 

issues helped.  Timely PIO 

info sharing was highlight 

of coordination across 

NIPHC region.

Some health departments utilized the same distribution 

strategy continuously, while others changed distribution 

methods mid-stream.  This caused media scrutiny.  The need 

for prompt decision-making left little time for LHDs to 

consider regional implications.  This was further exacerbated 

by the assumption that all LHDs possessed vaccine.  Member 

health departments have all talked about how there is 

enough communication strategies in place to share 

information, but that there is no impetus to do anything with 

shared information.  A first step would be to create a joint 

information exchange to post strategies, and determine 

opportunities for joint coordination.  Furthermore, 

expectations need to be set on what PIOs will do with 

information they receive from other counties: is there 

incentive to utilize information that is provided by other 

counties?  Another request was to pre-share press releases, 

when possible, even if they are drafts or bullet points.  The 

sharing of press releases is helpful, but when they are 

received at the same time as the media, neighboring health 

departments are sent scrambling to provide justification for 

their own policies.  Pre-sharing would allow for justification to 

be in place and potentially for more collated information to be 

shared with the media and the public.
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Issue Chicago Cook DuPage Kane Kendall Lake

6) The strategy for 

how vaccine was 

distributed by IDPH 

across the region 

was unclear and 

LHDs did not feel 

they had a 

mechanism to 

provide feedback 

into the strategy. 

LHDs could have 

better coordinated 

vaccine distribution 

strategies to 

increase 

consistency and 

understanding 

across region. 

CDPH initiated 

tiered distribution 

strategy based on 

priority with 

concurrent 

attempts at 

equitability.  

Formed a Vaccine 

Distribution Team 

that managed all 

aspects of vaccine 

distribution. Found 

14% of those 

receiving vaccine 

resided outside 

Chicago.  CDPH 

didn’t receive 

vaccine from 

IDPH, but was 

exposed to unclear 

distribution 

strategy.  

State vaccine 

distribution strategies 

and rationale were 

never disclosed.  

CCDPH vaccination 

campaign went well; 

worked with schools 

and daycares directly 

to reach target 

population.  Once 

priority groups criteria 

lifted, public interested 

had waned.  CCDPH 

ordered vaccine by zip 

code while considering 

resources, population, 

etc.  State can provide 

uniform guidance to all 

counties, as well as 

information regarding 

delivery status of 

vaccine, distribution 

plans and associated 

rationale.  

No methodology created 

for vaccine distribution, 

thus creating issues with 

community partners who 

were ready to vaccinate but 

didn’t have vaccine.  

Vaccine shortage and 

unknown availability 

increased communication 

problems with public, 

caused confusion, and was 

exacerbated by the 

absence of a contingency 

plan.  Community partners 

received vaccine in error, 

furthering confusion. When 

they did receive vaccine, 

HD was unaware.  Created 

tracking system to ensure 

consistency with messaging 

of community partners. 

Vaccine distribution 

strategy never 

articulated by IDPH, 

and feedback was 

never requested from 

LHDs. Distribution 

disparities caused 

confusion and strained 

relationships among 

HDs and community 

partners.  Issues made 

it difficult to 

communicate 

effectively with the 

public. Never knowing 

when vaccine would 

arrive is inefficient and 

dangerous during such 

an emergency.  May be 

appropriate to create 

unified mechanisms for 

distribution among 

LHDs.  Regional 

cohesion may help, 

while allowing for local 

flexibility, and may 

assist in getting state 

and fed agencies to 

distribute plans in 

writing.

IDPH never 

disseminated 

information on 

expected vaccine 

distribution timeline or 

strategy, inhibiting 

efficient planning and 

distribution to 

community partners.  

Furthermore, large 

initial shipment 

resulted in negative 

media coverage and 

accusations of 

‘hoarding’ by other 

HDs.  Established and 

publicized distribution 

strategy would have 

minimized problems 

and ensured efficient 

use of vaccine.  

Lack of feedback mechanism 

made it difficult to justify 

practices to community 

partners and public.  Lack of 

dissemination mechanism to 

health care providers led to 

confusion and exacerbated 

shortage.  Never sure when 

vaccine would arrive or how 

much would be provided. 

Advocate regional decision-

making during planning 

process and established 

dissemination mechanisms.
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Issue

6) The strategy for 

how vaccine was 

distributed by IDPH 

across the region 

was unclear and 

LHDs did not feel 

they had a 

mechanism to 

provide feedback 

into the strategy. 

LHDs could have 

better coordinated 

vaccine distribution 

strategies to 

increase 

consistency and 

understanding 

across region. 

McHenry Will Winnebago Synthesis

Delays in receiving 

vaccine compared to 

other HDs led to 

frustration within 

community along with 

undermining reliability. 

Unknown vaccine 

distribution schedule 

made it difficult to 

provide vaccine to 

community partners.  

IDPH used old 

technology (i.e. fax in 

orders) and was not 

equitable across HDs. 

Too much time spent 

ordering and securing 

vaccine, made it difficult 

to schedule clinics, and 

resulted in credibility 

issues. IDPH should 

provide general 

distribution schedule, 

providers should submit 

orders to LHDs.

Inconsistencies with 

distribution process, 

including “squeaky 

wheel” issues. LHDs 

being responsible for 

recruiting community 

partners, but then unable 

to provide vaccine, 

decreased credibility and 

was time consuming. No 

coordinated strategy to 

provide vaccine to 

community partners.  

Need guidelines and 

policies from IDPH as to 

how vaccine will be 

distributed, so can easily 

include community 

partners.  Provided 

vaccine to community 

partners only after 

priority groups lifted.

Vaccine delivery 

expectations led to over-

promising. Supply 

restrictions confused 

middle-age and older 

adults who were not in 

initial target group.  

Exacerbated by lack of 

clarity of vaccine 

distribution strategy by 

IDPH. Resulted in lack of 

trust from community and 

increase workload of LHDs 

in responding to public, 

media and local partner 

inquiries needing 

clarification.

There were many issues identified with the vaccine 

distribution strategy, covering all involved parties.  IDPH did 

not disseminate information on vaccine distribution timeline 

or strategy, inhibiting planning and distribution to community 

partners.  At the local health department level, some 

suggested designating a vaccine distribution team locally, 

that can work together with other teams to collaborate and 

share information where possible.  Additionally, these groups 

could establish a cohesive distribution strategy and promote a 

valuable relationship with the various community partners 

that assisted with vaccination.  Furthermore, groups within 

NIPHC should develop various contingency plans in the 

interim in case similar vaccine distribution problems occur 

again during the next wave.  These discussions should 

include the possibility of collectively deciding when to lift 

priority groups so as to enable the capture of public interest 

in the vaccine.  This was a common lament among many 

health departments. The vaccination ordering and tracking 

system should be improved.  NIPHC should petition IDPH to 

set up an electronic ordering and tracking system.  Member 

HDs should provide examples to ease this transition.  Also, 

brainstorm ways that IDPH can easily provide rationale to 

distribution, to improve relations with community partners 

and the media.  Often, LHDs were left unawares as to why 

they had not been provided vaccine, which only made the 

public, community partners, and the media lose confidence in 

their ability to provide services.  
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Issue Chicago Cook DuPage Kane Kendall Lake

7) Priority group 

obedience and 

inconsistencies in 

guidance 

adherence across 

the region led to 

media scrutiny.

CDPH policy not to 

turn anyone away, 

but implemented 

large information 

campaign to stress 

priority of at-risk 

groups. 

Coordination of 

vaccination 

policies could have 

been executed 

through 

collaboration of 

higher-level 

decision makers. 

IDPH did not provide 

uniform policy, and 

each LHD interpreted 

priority groups 

administration 

differently.  CCDPH one 

of only counties that 

did not include first 

responders in priority 

groups.  Would 

appreciate uniform 

direction from the state 

that would improve 

collaboration 

opportunities.

Guidance on at-risk groups 

not clear (e.g. EMTs, 

medical support staff), 

causing confusion.  Some 

medical providers giving 

misinformation to patients 

regarding at-risk groups.  

DCHD deployed 

appointment based 

methodology that worked 

relatively well, based on 

unknown vaccine 

availability. Shortage of 

vaccine and distribution of 

wrong type resulted in 

members of compromised 

public not receiving 

vaccine.

Initial flexibility during 

clinics resulted in 

media scrutiny.  

Adhered closely to 

guidelines in 

subsequent clinics, 

despite difficulty in 

turning people away.  

NIPHC could serve to 

discuss and decide 

whether all LHDs can 

adhere to same 

strategy.

Followed IDPH 

guidelines on priority 

groups, but did not 

turn people away.  

Also, 20% of those 

vaccinated were from 

surrounding counties.  

Biggest issue was 

waiting to be cleared to 

provide vaccine to 

general public; by the 

time was deemed 

appropriate, had 

additional supply for 

several weeks and 

public interest had 

dropped dramatically.  

Distribution process 

should be amendable 

by each HD based on 

unique needs.

Lack of cohesion among 

priority group vaccination 

decisions regionally led to 

public confusion.  LCHD 

decided not to turn anyone 

away and time constraints 

prohibited confirmation of 

priority group status.  If 

private health providers 

received vaccine first, they 

would know which of their 

patients would be in the 

priority groups.  Presence of 

guidelines led to increased 

press inquiries.

8) Coordination 

between LHDs 

during an 

emergency 

response didn't 

include an 

overarching 

strategy.

ERC meetings 

during response 

may not have 

been frequent 

enough to 

communicate 

important info in 

timely fashion, 

especially since 

policies were 

changing rapidly.  

NIPHC appears to 

be the appropriate 

venue to develop 

future coordinated 

emergency 

response 

strategies.

No comment. DCHD shared information 

with other HDs during 

weekly ICS calls and 

posted activity in real time 

on Comprehensive 

Emergency Management 

Platform that others could 

view.  Deployed various 

communication 

mechanisms, but 

collaboration must be 

linked with authority to 

have impact.

NIPHC committees and 

LHDs had discussions, 

but no unifying 

collaboration took 

place. No formal 

channel created to 

share information 

regarding ICS. Help to 

formalize 

communication 

channels so all are 

receiving same 

information, especially 

from NIPHC committee 

meetings. Fatigue 

became issue in late-

Spring, hindering 

collective strategic 

planning for fall.  

Immediate issues at 

LHDs inhibited regional 

planning.

May be appropriate to 

consider regional 

dispensing of vaccine, 

which would allow 

pooling of resources 

and personnel, and 

would potentially 

eliminate 

shortages/surpluses of 

vaccine.  Maintained 

high level of 

communication with 

leadership at 

neighboring HDs, esp. 

those with hospitals 

that served our 

jurisdiction.

Lack of cohesion among 

vaccine delivery made it 

difficult to coordinate clinic 

openings.  Information 

regarding how each HD 

directed and handled 

organizational structure was 

not shared; ICS discussions 

were unproductive, and were 

exacerbated by competition 

between departments. No 

clear sense of who was in 

charge at the state level.
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Issue

7) Priority group 

obedience and 

inconsistencies in 

guidance 

adherence across 

the region led to 

media scrutiny.

8) Coordination 

between LHDs 

during an 

emergency 

response didn't 

include an 

overarching 

strategy.

McHenry Will Winnebago Synthesis

Followed CDC guidelines 

but did not turn people 

away.  Lack of 

overarching strategy was 

ineffective.  Staff 

screeners should not be 

responsible for making 

these decisions, should 

be made at a higher 

level, without looking 

confrontational.

Followed CDC mandates, 

and turned away many 

people.  Differed from 

many other counties, 

despite continued 

clarification.  Public 

questioned policy.  

Priority groups could 

have been lifted much 

earlier, while interest was 

still high.  LHD EDs 

should strategize 

together and present 

strategy to IDPH.

WCHD developed two-

pronged approach that 

primarily focused on pre-

school and school-aged 

children through school 

campaigns.  Risk group 

outside of school-aged 

population were served 

through community based 

clinics scheduled by 

appointment. Scheduling 

followed guidelines, but at 

clinics did not verify 

priority group status. 

Some frustration from 

public due to limits of type 

of vaccine available. 

There was high variability in priority group obedience across 

the region, with some health departments refusing to turn 

anyone away from vaccination clinics and others strictly 

adhering to eligibility criteria.  This led to public confusion.  

NIPHC leadership needs to decide if there are opportunities to 

create a unified vaccine distribution strategy.  Where 

possible, priority group strategies should be adhered to by all 

local health departments.  Furthermore, delays in priority 

group clearance resulted in the loss of opportunity that 

coincided with public interest.  The group should also try to 

collaborate as to when priority group regulations should be 

lifted.

Longevity of event may 

have increased difficulty 

of coordinating.  Not 

realistic to expect fully 

coordinated strategy, but 

may be helpful to look at 

different scenarios to 

improve future response 

mechanisms.  Lack of 

standard administrative 

fee confused public.  

Neglect of pharmacies, 

who are usually 

responsible for flu 

vaccination, strained 

relationships.  ICS was 

not utilized by all HDs, 

making it difficult to 

coordinate.

Lack of state and federal 

decision-making and 

policies left much work 

for HDs, and not much 

time to coordinate.  HDs 

must understand 

strategies cannot all be 

uniform, but should move 

to overall collection of 

same information and 

understanding of differing 

strategies, where 

necessary.  

Length of pandemic was 

especially challenging, 

adding to difficulty of 

regional collaboration. 

High level of decision-

making required to 

collaborate was hindered 

by length. May need to 

provide additional training 

to ERCs in establishing 

protocols at different 

levels of decision-making 

for extended response. 

Also could have been 

aided by real-time picture 

of raw regional data for 

case and hospitalization 

rates.

Regional meetings were not held regularly enough to 

distribute information quickly.  Furthermore, immediate 

issues at each LHD inhibited regional coordination.  The lack 

of uniformity of vaccine delivery made it difficult to 

coordinate clinics.  During the interim, efforts should be made 

to collaborate and synthesize an overarching emergency 

response strategy where possible.  One of the primary 

motivations for this should be economic, as collaboration may 

save resources.  However, concrete incentives should be 

identified and championed by LHD leadership in order to 

provide necessary impetus.  Several areas that could 

immediately be discussed include regional dispensing of 

vaccine, unified utilization of incident command system, and 

best practices regarding organizational structure and 

command during emergency response.  Creating a strategy to 

collect uniform information, and, in turn, having the ability to 

see a real-time picture of regional response may assist in 

standardizing information distribution.  Additional training 

and collaboration among ERCs during down-time may prompt 

regional protocols that will assist in future responses.
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Issue Chicago Cook DuPage Kane Kendall Lake

9) The issue 

whether and how 

standing orders can 

be issued by public 

health 

departments; and 

whether other 

agents could act 

under health 

department 

standing orders. 

It’s not clear this 

was ever resolved.

CDPH issues own 

standing orders, 

but was queried by 

CCDPH for advice. 

No precedent and 

little time for 

thoughtful 

research. Might be 

great assignment 

for legal intern to 

create working 

document for 

region if issue 

comes up again.

In the beginning, there 

was limited guidance 

as to scope of how 

paramedics and 

dentists could assist 

with vaccinations.  

Standing orders need 

to be in place and any 

underlying issues 

resolved prior to any 

mass event.  

Suspension of practice 

acts, limitations, and 

required trainings 

should be identified in 

advance.

Initially some uncertainty 

what agency would release 

standing order; DCHD CMO 

issued standing order 

based on IDPH document 

“Seasonal Flu & H1N1 Legal 

Q &A” issued in Fall 2009.  

Suggest working with local 

state’s attorneys during 

down-time to resolve areas 

of uncertainty and assure 

PH leaders understand role 

of law during emergency 

and how issuances at 

multiple levels integrate.

SMOs signed by part-

time medical director, 

with some reluctance 

due to legal 

implications.  Would 

request IDPH support 

legislation that will 

enable IDPH medical 

director to sign one 

SMO that will cover 

local distribution of 

medical 

countermeasures 

during emergency.

Standing orders issued 

by BOH, but did not 

cover paramedics.  

Modified scopes of 

practice issued days 

before receipt of 

vaccine, leaving no 

time for preparation.  

Continued challenges 

in allowing EMTs to 

administer vaccine, as 

no time to properly 

follow training 

regimen, thus could 

not utilize.  Should 

identify scopes of 

practice for each health 

related profession in 

advance to ensure 

adequate training and 

efficient utilization 

during emergency.

Own orders approved by 

medical director, but do not 

cover other agents, only 

those working as our 

contractors. State of Illinois 

needs to amend medical, 

nursing and immunization 

practices for LHD to function 

as suggested.  May be 

helpful to share written 

protocols with other LHDs, 

but require local authority to 

be enacted.

10) Difficulties 

credentialing 

volunteers before 

an event. Quick 

process to 

credential may be 

best established 

regionally.

During H1N1 

response, was 

unable to utilize 

solely pre-

credentialed 

volunteers due to 

time limitations, 

and thus didn’t 

use volunteers, 

but created legal 

waiver in case 

volunteer 

utilization was 

necessary. May be 

appropriate to 

assemble regional 

pool of volunteers 

during down time.

MRCs need easier way 

to "lend" volunteers 

that does not require 

cumbersome 

paperwork.  

Overarching volunteer 

sharing system and 

recruitment process 

will discourage mistrust 

that jurisdictions are 

"stealing" volunteers.  

Hired temporary workers to 

assist with scheduling and 

clinic operations. If needed 

volunteers, it would have 

been much more 

challenging and response 

would have been amended. 

IDPH should enhance 

“Illinois Helps” recruitment; 

HDs should increase local 

efforts to recruit volunteers 

for future PH emergencies.  

May also explore possibility 

of creating paid temporary 

on-call workforce within 

county to be activated for 

events.

Finding volunteers was 

relatively simple, but 

necessary credentialing 

process was very time-

consuming.  Suggest 

developing pre-

emergency MOUs with 

schools of nursing to 

assure rapid access to 

potential volunteers.  

Continue to recruit 

volunteers through 

MRC.  Development 

and maintenance of 

volunteer programs 

requires ongoing 

funding to be truly 

effective.

Volunteer recruitment 

was relatively easy due 

to size of jurisdiction. 

Credentialing done 

using list of web-based 

sites. Most volunteers 

were already 

credentialed through 

current employer. 

Regional credentialing 

system would be 

helpful – volunteers 

would not agree to use 

CredSmart.

PHER grant assisted in 

contracting with private 

companies to help with 

vaccination clinics, and had 

many staff that were already 

pre-credentialed.  Would 

help to have standardized 

credentialing system 

statewide that would give us 

lead-time. 
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Issue

9) The issue 

whether and how 

standing orders can 

be issued by public 

health 

departments; and 

whether other 

agents could act 

under health 

department 

standing orders. 

It’s not clear this 

was ever resolved.

10) Difficulties 

credentialing 

volunteers before 

an event. Quick 

process to 

credential may be 

best established 

regionally.

McHenry Will Winnebago Synthesis

Our medical director 

issued standing order. 

To operate under 

standing order, we had 

trained Medical Reserve 

Corps volunteers, trained 

contract nurses, and LHD 

staff present during 

vaccine distribution.

Our medical director 

issued standing order.  

This order covered WCHD 

staff , contracted staff 

and WCHD volunteers but 

not outside agencies or 

personnel.  Will Grundy 

Emergency Medical 

Service provided 

coverage for paramedics 

through their Medical 

Director.    

WCHD part-time medical 

director issued standing 

order for vaccine 

distribution. This legal 

issue should be clarified 

by at least providing 

indemnification for 

officially designated LHD 

medical directors who 

authorize/sign standing 

orders during PH 

emergencies.

The complexity of the previous H1N1 response demonstrates 

the importance of having the legal framework in place to 

effectively utilize the necessary personnel quickly.   A limited 

understanding of legal implications left many medical officers 

hesitant to issue standing orders. The group should spend the 

current interim wisely by seeking out clarification on legal 

issues experienced.  This process could easily be done by a 

legal intern or local state attorney, and should be sought out 

to ensure LHDs are adhering to the law.  Initially, there was 

some uncertainty as to which agency would release standing 

orders.  IDPH released limited guidance regarding scopes of 

practice for paramedics and dentists assisting with 

vaccination campaigns. Additional clarification is needed with 

regard to the authority of standing orders in relation to 

amended scopes of practice.  Necessary training regimens 

should be in place in advance of the next response, and IDPH 

or other over-arching organizations should take the lead to 

ensure all LHDs are not responsible for instigating their own, 

separate training, which monopolizes already deteriorating 

resource streams.  Furthermore, IDPH, with the support of 

NIPHC, should submit legislation to enable the IDPH Medical 

Director to sign one standing medical order to cover local 

distribution of medical counter-measures during an 

emergency.

Not an issue; have 

credentialed Medical 

Reserve Corps 

volunteers for last six 

years. Each unit 

credentials own 

volunteers. Spontaneous 

credentialing system 

would be welcomed 

regionally, but unsure 

how would be done and 

who would do it so as 

not to duplicate State’s 

efforts.

Will County  had 

credentialed 

MRC/Volunteer Corps 

volunteers.  However, 

developing MOU's with 

private and public 

organizations, who are 

already credentialed 

through reliable employer 

would be very helpful.  

Our plan is to continue to 

recruit, train and involve 

volunteers as funding 

allows.  Will County 

contracted with private 

nursing agencies to 

provide the additional 

vaccinators needed.

A uniform credentialing 

system would be 

appropriate to establish 

regionally. Pre-

credentialing as many 

volunteers as possible and 

keeping credentials 

updated is an ongoing 

challenge for each LHD. 

Minimally assuring a 

uniform system would also 

assist in involvement of 

volunteers across 

jurisdictional boundaries.

The regional H1N1 response highlighted the need to mobilize 

medical volunteers quickly.  Time limitations inhibited the use 

of volunteers who had not been pre-credentialed. The current 

credentialing system is inefficient and doesn’t easily allow for 

lending across jurisdictions.  The absence of a regional 

credentialing system or volunteer sharing system led to 

mistrust among jurisdictions. The group should advocate that 

IDPH look into creating an easy way to credential and pool 

volunteers for emergency response.  This could be potentially 

executed through the enhancement of the “Illinois Helps” 

campaign.  The group should recognize the financial 

resources required in establishing and maintaining an 

appropriate database of volunteers, and shared needs may 

prompt the creation of a system that allows for resource 

sharing across the region.
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11) State laws 

allows for practice 

standards to be 

relaxed during 

emergencies, 

however the 

process by which 

this occurs is 

unclear and creates 

delays and 

concerns around 

utilization of allied 

healthcare workers 

within vaccination 

clinics. May need 

general legal 

guidance from 

state agency.

Took very long 

time for IDPH to 

issue modified 

practice standards.  

Once issued, IDPH 

not responsive to 

feedback.  CDPH 

wanted to use 

personnel who 

were trained 

though not 

traditionally used 

to vaccinate in 

DVCs.  Should go 

back to doing 

preparedness 

exercises 

statewide.  IDPH 

should ask for 

anonymous 

feedback from all 

HDs regarding 

state’s response to 

potentially 

improve 

processes.

CCDPH contracted with 

commercial nursing 

registries, and was able 

to suspend CCHHS 

purchasing procedures 

due to extent of 

emergency.  Contracts 

need to be quickly 

written and executed, 

or pre-drafted when 

possible.  

Agree. Difficult to understand 

who was covered by 

IDPH standards; did 

not utilize paramedics 

due to barriers and 

inability to provide 

required training. Since 

IDPH licenses 

paramedics and 

oversees EMS system, 

should be easy for 

them to provide 

guidance and necessary 

training template to 

utilize group 

effectively.  Issuance of 

proclamation instead of 

declaration was very 

delayed and left HDs 

little time to react and 

understand local 

implications with 

vaccine soon to arrive. 

Request IDPH legal 

work with local SAs in 

emergency planning to 

provide guidance.

Unable to use 

paramedics at open 

clinics due to lack of 

prior training and 

insufficient time to 

develop approved 

training program. IDPH 

not willing to assist 

with legal issues at 

local level, but should 

be prepared to do so. 

May also be helpful to 

create legal emergency 

preparedness group to 

provide guidance 

especially during down 

time. Full evaluation of 

legal issues faced by 

LHDs would be helpful.

Issuance of proclamation 

instead of declaration left 

medical directors unwilling to 

accept responsibility for 

medics to be utilized at 

clinics, and hesitant to 

develop training programs.  

Instead, utilized some 

volunteer nurses to provide 

vaccinations at first 

responder sites. Suggest 

dialoguing with medical 

directors ahead of time to 

develop plan, also pressure 

state to provide declaration, 

which holds more authority.
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Issue

11) State laws 

allows for practice 

standards to be 

relaxed during 

emergencies, 

however the 

process by which 

this occurs is 

unclear and creates 

delays and 

concerns around 

utilization of allied 

healthcare workers 

within vaccination 

clinics. May need 

general legal 

guidance from 

state agency.

McHenry Will Winnebago Synthesis

Would have liked to use 

paramedics and dentists, 

but mechanism wasn’t in 

place until it was too 

late.  Decision regarding 

paramedics and other 

uncovered health 

personnel should have 

been made during pre-

planning stage.

The issuance of the 

proclamation was very 

confusing.  IDPH 

confusion and lack of 

preparation regarding the 

issue of standard practice 

was disturbing. By the 

time the issue was 

clarified, planning was 

well on the way, leaving 

little to no time to 

coordinate.  IDPH lack of 

help regarding overall 

legal issues or guidance 

at the local level lead to 

confusion for the public. 

Scope of practice issues 

were ultimately addressed, 

but later than anticipated 

and required training prior 

to such personnel being 

able to be utilized. 

Training expectations and 

curriculum should have 

been determined in 

anticipation of H1N1 by 

larger organization instead 

of by each LHD 

individually.

NIPHC should issue a formal request to IDPH to clarify 

emergency practice standards.  LHDs were unable to use 

paramedics at open clinics due to lack of prior training and 

insufficient time to develop approved training program. IDPH 

should also be urged to provide necessary training 

mechanisms for EMTs, as they oversee the EMS system and 

have the necessary expertise to generate appropriate 

recommendations.  During the interim, NIPHC, with the 

assistance of IDPH, should pre-draft contracts for additional 

professionals utilized during previous emergency responses 

and share templates across the region. The issuance of a 

proclamation instead of a declaration by IDPH CMO left LHD 

medical directors unwilling to accept the responsibility for 

medics to be utilized at clinics. IDPH should also be urged to 

issue a declaration rather than a proclamation to ensure 

authority and reduce confusion.  If a proclamation is 

warranted, IDPH should provide additional guidance to ensure 

that response mechanisms are being adhered to and 

understood by local health departments, the media, and the 

public.  Additional legal issues may be confusing.  NIPHC 

legal committee should hold several meetings to discuss 

various legal issues faced during H1N1 response and seek 

clarification where needed to generate appropriate guidelines.  

Collaborative guidelines will ensure a more efficient and 

appropriate emergency response mechanism that builds on 

the knowledge and expertise of the region.
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