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CHAPTER 1: Background and Purpose
“Our agency is too small…”
“We don’t have enough staff…”
“We can’t be prepared with the resources we have…”
“Our emergencies always include other jurisdictions…”
“Any problem we have seems to need the input of many different agencies…”
If these comments ring true for you or your agency, then regionalization may be the
solution. Regional approaches to emergency preparedness have become more common as
preparedness organizations recognize the interconnectedness of jurisdictions. Illness,
emergency, and terrorism are not respecters of jurisdictional boundaries or organizational
capacities. It becomes necessary to build response capacity across jurisdictional boundaries
or, to achieve a critical mass in response capacity that cannot be accomplished by a single
agency or jurisdiction. Several examinations of preparedness efforts undertaken since
Sept. 11, 2001 have recognized the need for and benefits of regional approaches to
emergency preparedness.1 In recent years, the Centers for Disease Control and Prevention
(CDC) Public Health Emergency Preparedness cooperative agreement guidance placed
additional emphasis on coordination across jurisdictions.
How can agencies know if they are prepared or if they cannot adequately prepare on their
own, and how will they work together across jurisdictions and disciplines to accomplish
what needs to be done? How will they know what they need to accomplish, focus on
individually, or collaborate on with their neighbors? The need for a method or system to
assist in planning and to assess the planning that is being done is critical. The National
Association of County and City Health Officals (NACCHO) recognized this need and
created Project Public Health Ready (PPHR) to address it.
About PPHR
PPHR started as a pilot project to develop preparedness standards for
local public health departments (LHDs). After three rounds of pilot sites,
a comprehensive list of criteria exists for each of PPHR’s three goals. The
criteria remain the only national standards for local public health
preparedness. The project is now in an exploration phase to expand its
recognition program on a national level. To date, 38 individual LHDs and
seven regional sites, consisting of 96 LHDs, have met all of the PPHR
requirements. For more information about PPHR, visit the PPHR web
site at www.naccho.org/topics/emergency/pphr.cfm.

PPHR is a collaborative activity between NACCHO and the CDC that strives to enable staff
of local governmental public health departments to assess their level of preparedness to
respond to emergencies and to protect the public’s health through a comprehensive review
of their agency’s preparedness levels by meeting certain emergency preparedness criteria2
that are divided into three main goals:
Goal 1: Emergency Preparedness and Response Planning
Goal 2: Workforce Competency Development
 Goal 3: Exercises to Evaluate Preparedness



1

“Homeland Security, Effective Regional Coordination Can Enhance Emergency Response.” Report to the Chairman,
Committee on Government Reform, House of Representatives, (GAO-0401009) 2004.
The PPHR Regional Criteria can be found on NACCHO’s PPHR web site at:http://www.naccho.org/topics/emergency/pphr.cfm.
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The PPHR criteria add a level of specificity to focus planning under each goal. For new regions, the
PPHR criteria provide a concrete framework for plan development that identifies relevant and
appropriate elements that should be considered by regional preparedness entities. For existing
regions, it provides a checklist for future planning and benchmarks by which to compare or assess
previous and current plans.
Recognition from PPHR provides some assurance that an agency is completing the appropriate
steps towards improving local public health preparedness. Not all agencies, however, have the
capacity to meet the PPHR requirements individually. In 2004 NACCHO considered applications
from regional sites in the attempt to acknowledge the challenges faced by small and large local
health departments (LHDs) with complex boundary or jurisdictional issues.
During the first year of this process, the focus was on developing PPHR criteria that would properly
capture the unique challenges in achieving regional preparedness. Along with the regional criteria, a
working paper3 was produced that reported the experience of the first round of regional sites,
explored ideas and issues behind regional approaches to preparedness, and offered preliminary
guidance on the application of regional criteria and building capacity on a regional basis.
Little guidance was available for LHDs attempting to create a regional capacity to respond to an
emergency. Much of the guidance and tools that have been developed for LHDs have been from the
perspective of single LHDs working within their own jurisdictions or for multiple LHDs working
under the auspices of the state health agency. Therefore, the criteria and guidance of PPHR, while
helpful, also have some limits. PPHR criteria are the only known national set of public health
preparedness standards, but their application had been to individual LHDs. It is clear that regional
sites are not simply the sum of individual sites on a larger scale. The “sum of the parts” is indeed
greater than the whole, or at least more complex. Beyond the expected challenges of building
preparedness capacity faced by individual LHDs, regional efforts face additional political, legal,
communication, logistical, and management hurdles. PPHR regional pilot sites served as a natural
field laboratory to help document and illustrate the challenges, hurdles, and creative successes that
resulted from the combination of LHDs working together.
NACCHO, in collaboration with The de Beaumont Foundation, has sponsored a collaborative
development process working with pilot regional sites to evaluate the PPHR criteria for regional
preparedness4 and to begin the development of guidance for LHDs that are considering, or would
like to consider, regional approaches to preparedness.
Purpose of this document
It is hoped that this document will provide clear and practical guidance for LHDs that wish to
achieve local preparedness by means of a regional approach. There are four areas of focus:
1. The development of a common vision in order to reduce the daunting initial complexity;
2. The development of a planning process using PPHR as a planning framework;
3. The provision of practical tips, tools, and resources from PPHR regional sites; and
4. A description of possible outcomes and obstacles that can be expected in
developing regional readiness.
A summary table that outlines the phases, steps, and questions to consider detailed in this
document can be found in Appendix A.
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Regional Approaches to Preparedness: A Project Public Health Ready Working Paper is available at
www.naccho.org/topics/emergency/pphr.cfm.
The evaluation of the PPHR Regional Criteria was done by the Association for the Study and Development of Community. This report is
available at www.naccho.org/topics/emergency/pphr.cfm.
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BACKGROUND AND PURPOSE

C HAPTER 1

The information presented in this document was derived from three primary sources.
First, and most relevant, is the emerging experience reported by eight regional pilot sites.
For a detailed description of these regional pilot sites, including population size,
establishment process, etc., refer to Appendix B. This experience was captured through
several methods:
Sites were surveyed early in the process to develop an understanding of their basic
characteristics, elements of their approach, and expected outcomes and challenges.
 Progress and obstacles were discussed during monthly conference calls with the
PPHR regional sites.
 Sites were convened in three in-person roundtable group meetings over the past year,
which provided an opportunity to explore and hear the sites’ experiences and the
processes they used to regionalize their jurisdictions and how they used PPHR as a
framework to help organize them in the planning process.


Second, materials are included that have been produced by national preparedness
organizations and authorities, most notably the Department of Homeland Security, National
Incident Management System (NIMS), the Federal Emergency Management Administration’s
(FEMA) Guide for All-Hazard Operations Planning (SGL-101), and NACCHO’s collection of
emergency preparedness tools for LHDs. Included here is information presented at
preparedness conferences, such as the 2006 Local, State, and Federal Public Health
Preparedness Summit, and training materials presented through various Web-based seminars
offered by several of the Schools of Public Health-based and CDC-sponsored Centers for
Public Health Preparedness (CPHP). Several CPHPs have focused their efforts on providing
technical assistance to PPHR sites, including regional sites.
The final, and more traditional source, was the research literature on collaborative
multi-organization or multi-sector efforts conducted by non-public health agencies in the
expectation that this literature would provide some insight into cross-jurisdictional work
based on what other sectors have experienced in adopting “working-together” strategies.
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CHAPTER II: Thinking about Regional Preparedness
The key distinction separating a regional approach to preparedness from the approach
taken by a single LHD is the need for coordinated efforts across multiple jurisdictions.
Several different arrangements seem possible:
One or more large LHDs provide preparedness functions for all LHDs in the region
(e.g., the largest LHD providing epidemiological and surveillance functions).
 Multiple small LHDs with limited individual capacity pool efforts to provide mutual
support across a region but maintaining control over individual response assets.
 Multiple small LHDs with limited individual capacity create a regional entity and
centralize emergency response assets in that entity, creating the equivalent of a
regional/district LHD for emergency response purposes.
 Multiple LHDs, each with adequate capacity to fully protect their respective
jurisdictions from likely emergency incidents, coordinate efforts to achieve greater
collective capacity (e.g., the Northern Illinois Public Health Consortium creating a
regional communication plan in order to standardize efforts and minimize resources
spent during an emergency) or to specialize in responding to unique incidents (e.g.,
one LHD handles nuclear accidents, a second handles floods).


There is no standard definition for a region. Based on the sites that have participated in the
PPHR process, regions vary greatly in many ways, including size, source of authority, and
membership or composition. For example, the number of health departments within
regions varied between eight and 27. The populations served by the LHDs within the
regions ranged in size from 2,500 to 2.9 million.
Regions were also established in different ways. Three of the PPHR regions were
established by the state health department, four were self-initiated and organized, and one
was organized by the state’s Department of Homeland Security and Emergency
Management.
Many different stimuli led LHDs to begin working together. These include:
Disease spread has no boundaries; a regional response would eventually be required;
Public health agencies in some areas already have a history of working together and
have developed strong relationships;
 Working together helps to prevent duplication of work; and
 Regional work provides “strength in numbers”—working regionally could provide
greater resources as a region compared to single LHDs (i.e., capacity is enhanced;
advocacy efforts are strengthened).



Creating regional preparedness can be a challenge for LHDs not used to working together.
Some of the challenges include:
Who should be included?
What process should be used?
 How should decisions be made?
 How do we get everyone on the same page?
 How do you define regional preparedness?
 How does regional preparedness differ from individual LHD preparedness?
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Regional collaboration requires a great deal of coordination, given the range of activities that might
be needed in an emergency response. PPHR regional sites identified the importance of the planning
process in working as a region and the value of developing a common vision, or set of objectives,
such as completing the criteria for PPHR recognition.
Table 1 shows the phases that usually occur as individual LHDs strive to come together and develop
a common plan. While PPHR regions went through all regional planning phases (i.e., Phases 1-3),
not all steps within a phase applied to every region. Each region is unique and a planning process
must suit that uniqueness.

TABLE 1.
PHASES OF

REGIONAL PLANNING

PHASE 1. CREATE A VISION OF THE REGION
Step 1. Consider various emergency scenarios
Step 2. Assess existing regional preparedness collaborations
Step 3. Clarify regional authority
Step 4. Select a regional organizational mode
PHASE 2. ORGANIZE THE EFFORT
Step 1. Create a decision-making process
Step 2. Develop a work plan
Step 3. Create a planning team
PHASE 3. DEVELOP THE PLAN
Step 1. Conduct a regional needs assessment
Step 2. Develop an emergency preparedness and response plan
Step 3. Develop workforce competency
Step 4. Evaluate the plan
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CHAPTER III: Making Regional Preparedness a Reality
Phase 1— Create a vision of the region
Inter-organization efforts require partners to have a clear sense of the purpose of the
region’s existence and its goals.
Step 1: Consider various emergency scenarios
One way to articulate the region’s vision is to consider various emergency scenarios and to
discuss the region’s response to each one. Among some of the scenarios that might be
considered are the following:
A single event that spreads to or affects multiple jurisdictions (e.g., a food borne
illness outbreak at a major entertainment or sports event, an influenza pandemic, a
confirmed Biowatch alarm).
 Multiple events of a similar nature occurring simultaneously or in a very close time
span in different locations in the region (e.g., a deliberate simultaneous release of a
bio-agent in several jurisdictions, a highly destructive “skipping” tornado).
 A single localized event overwhelms the jurisdiction in which it occurs
(e.g., a nuclear accident).


Most emergency preparedness planning is organized around concrete functions (e.g.,
SLG-101). Using emergency response scenarios to discuss the overall response might
provide some insight into what functions are available, what are needed at the regional
level, what gaps might exist, and how the resources and personnel might be organized.
Having thus identified these key issues, the individual LHDs might begin working on
policies and memoranda of agreement to remedy the gaps and create the kind of
organizational and legal structure needed to enable them to function collectively in an
effective and legal manner.
Step 2: Assess existing regional preparedness collaborations
Using emergency scenarios as a springboard for discussion can help regions to clarify and
understand how they currently work together — or how they do not. PPHR regional sites
found that there were generally four ways in which their LHDs collaborated:
1. Networking
2. Coordinating
3. Standardizing
4. Centralizing
These types of collaboration together are not necessarily mutually exclusive; they may be
combined in a number of ways. Table 2 provides a summary of regional collaboration types.
Networking
Networking is the most informal and is likely to be the starting point for any regional
collaboration. Over time, these informal linkages may be formalized. While coordination of
efforts across jurisdictions can occur, it is done on an individual basis for mutual benefit
and is not actively managed.
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TABLE 2. REGIONAL COLLABORATION TYPES
Regional
Collaboration Types

Examples from
PPHR Regions

Networking

Sharing preparedness information (e.g.,
recent reports, grant guidance), approaches
to planning, press releases, exercise results,
or staff organizational charts.

Coordinating

Conducting joint exercises, trainings, “strike”
or response teams, or a regional project such
as a media campaign.

Standardizing

Trainings, planning tools, plan content and
format (such as annexes), resource typing,
job action sheets, and even “triage tags” that
emergency medical services could use
throughout the region.

Centralizing

Resources such as a single web portal, an
emergency notification system centralized
through a regional coordinator, a single
regional training contractor, or regional staff
(e.g., GIS specialist).

Coordinating
Coordinating occurs when LHDs within the region work together deliberately to plan events such
as meetings, trainings, or exercises. Regional preparedness is achieved through actively managed
coordination of individual LHDs.
Standardizing
Through networking and coordinating, LHDs come to a point at which they adopt one another’s
templates, press releases, and even response procedures. At this point they are in fact developing a
standard approach among individual LHDs in the region in such a way as to achieve
interoperability among LHDs for one or more emergency preparedness functions. However, the
parts remain within the operational control of the individual LHDs in which they reside and
function during non-emergency times. The basis for collaboration is adopting standards or policies
to which all LHDs in a region will adhere to in times of emergency response.
Centralizing
Centralization occurs when resources such as pharmaceuticals or a shared Web server, are brought
together or controlled by a centralized source. Regional preparedness is achieved by pooling
resources and forming a separate regional entity for the purpose of responding to a serious public
health emergency during which that entity would function as if it were a regional public health
agency. The entity’s actual organizational structure and relationship to its constituent LHDs will
differ ranging from the familiar district health department to new organizational arrangements that
may be created specifically for the purpose of emergency response.
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MAKING REGIONAL PREPAREDNESS A REALITY

C HAPTER III

Step 3: Clarify regional authority
Regional preparedness planning requires clarity about the locus of the authority in the
planning and carrying out of a regional response. Functions are often spread across
agencies and units of government, sometimes in a very non-uniform manner. The region
must decide when and if it has authority to operate as a regional entity or if authority to
respond is only within the local jurisdiction. Regional planning and response can occur in
either case, but determining regional authority can clarify the limits to regional planning
and response. For example, if only the LHDs within the region have authority, but the
region itself does not, the regional preparedness and response plan may focus on
networking and standardizing its efforts. Examining authority for the region also sets the
stage for future efforts aimed at adapting structures so that authority supports those
functions that are determined to be needed on a regional level.
Many regional sites consist of local health jurisdictions that derive legal authority through
their rules as public health entities and/or through an emergency management agency. To
clarify authority, when organizing a region, start by answering the question: Who can
declare an emergency?
Local health jurisdictions (or the emergency management agency
within their jurisdiction);
 The region; or
 The state.


When organizing a region, answer the question:
Who can declare an emergency?
Determine what, if any, authority a region has to act.

Step 4: Select a regional organizational model
Because there are multiple organizational models (and combinations thereof), it is
important to determine both the current state of collaboration, its structural arrangements,
the resources available, and the gaps that exist and to consider that might be the most
effective model given the situation.
The centralized organizational model
The centralized organizational model of regionalization is often supported by the authority
to respond derived from a state agency organizational model (e.g., public health, homeland
security, or emergency management) or by contracts for funding. Being “centralized”
suggests that notifications, plan activation, communications, and response occur linearly to
and from local-regional-state levels and jurisdictions with a clear chain of command and a
tight integration of resources and staff. This system of response is the simplest model that
can be applied to an all-hazard situation and most closely resembles what would take place
if one preparedness organization were in charge of the region. All partners in this situation
are ideally working under the same response structure, regional operations center, or
system, and communications and resource requests occur in a uniform manner.
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PPHR Regional Sites: Tips from the field


A centralized regional response plan might include
details of how each LHD should be notified and
activated to report to a regional emergency operations
center. The Capitol Region Emergency Planning
Committee Emergency Support Function 8 provided a
flow diagram describing this activity (see Appendix C).



A networking regional response plan might have a
policy about how to notify each LHD in the region and
conference call to share information. See the PPHR
Toolkit for a sample of such a communication policy
(www.naccho.org/PPHRToolkit).

A networking organizational model
The networking organizational model’s purpose is to organize initiatives and preparedness planning.
Normally, only the needs identified by the region are addressed and coordinated. In most cases, the
networking model does not describe a legal “response” entity or a formal communication channel,
but rather an auxiliary information conduit. The networking model principally exists to help with
strategic initiatives and promote the needs of the region. Because it is not a legal entity and is not
within another formal reporting structure, members of the network can lobby for needs of their
local jurisdiction (using the voice of the region for support), needs within and/or for the region, or
with the state (such as for additional funding or policy change). Among the PPHR sites, this model
was more likely to be selected by a region that had high resources and relatively self-sufficient local
health agencies, but that worked together for practical purposes or to achieve a specific project,
such as PPHR, needed by all LHDs in the region.
Using the models to define organizational structure helps provide clarity in the functioning of the
region. However, regional structures can vary. Depending on the region’s purpose for working together,
a structure for coordinating emerges that works best for the region. A state might designate public
health planning and response regions, giving the region authority to respond. This occurred in the case
of a PPHR site, where its region was established to serve as a “clearinghouse” for distribution of funds
to its jurisdictions. Other regions may form out of need, to help identify what additional resources are
needed, and to see how LHDs can support one another in obtaining and/or sharing those resources.
For example, the Northern Illinois Public Health Consortium works with a large jurisdictional
population and felt that it was not receiving the appropriate funding or planning support for its
population or risk factors and, therefore, established the region on its own.
PPHR regional sites reported slightly different outcomes depending on the regional organizational
model chosen (i.e., centralized versus networking). This is not surprising given that each model
allows for differing authority, modes of operation, and visions of what the region wants to
accomplish. The centralized organizational model’s outcomes are oriented toward preparedness and
response in a more traditional sense. In the centralized model, the region acts as one health
department to coordinate local jurisdictions’ efforts. The networking organizational model helps to
prevent duplication as LHDs share information and best practices, eventually adopting one
another’s ideas. This model also serves for lobbying for additional resources and action before an
emergency occurs rather than helping directly to respond to one.
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Phase 2— Organize the effort
Working on regional preparedness presents a large and formidable challenge. The
organization or planning process is therefore an essential ingredient in the effective
functioning of the region, but working together to develop the plan is also an activity that
can be productive in the very development of a regional identity.
Step 1: Create a decision-making process
Defining how the region will make decisions is an important first step. Does each
jurisdiction within the region need to approve a response policy? Is there a coalition that
votes by consensus? Initially there may not be the legal authority to respond as a region. A
variety of systems may exist or may need to be created. Examples of decision-making
processes for PPHR regional sites have included:
A formal not-for-profit board structure with a selected chairperson or president and
governing structure;
 A more informal coalition, advisory, or task force structure with key positions in
which decisions are made by consensus;
 A mandated existing homeland security/emergency management region or state
health department region in which the authority lies within the “umbrella” agency.


The first two examples above generally tend to lack formal legal authority to respond to an
emergency situation. The third example often has authority to respond either via state law or a
grant mandate. In addition, many PPHR sites found it helpful to develop a set of by-laws to
formalize the decision-making process. Examples of different by-laws from the Northern
Illinois Public Health Consortium (sample 1) and the Capitol Region Emergency Planning
Committee Emergency Support Function 8 (sample 2) can be found in Appendix D.
Step 2: Develop a work plan
Whether it is accomplishing a large task like PPHR or developing and conducting an exercise,
developing a work plan and project management structure is essential to keeping the region on
task and getting work done. PPHR regions felt that identifying several projects that were
“doable” in the short term helped focus them and enable them to work in a clear and
constructive manner. Finishing a project is a success that can bring the region and its partners
together and promote a sense of team identity among the individual LHDs. For example, the
Massachusetts Public Health Emergency Preparedness Region 4b started its preparedness
planning with a simple communications exercise. This event identified many limitations that
then served as the basis for further planning. As items were addressed, another exercise was
conducted, and the region was able to experience success from its planning efforts.

PPHR Regional Sites: Tips from the field


Create a planning team structure for your region.
An example project planning team structure from the Northern
Illinois Public Health Consortium is available in Appendix E.

Step 3: Create a planning team
Many PPHR sites felt that having a planning team was instrumental in defining and assigning
work. Most regional sites, such as the Barren River District Health Department (Kentucky),
designated a project coordinator and a corresponding project management team to monitor
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progress and review and synthesize finished work. Additionally, some regions, such as the Northeast
North Carolina Region and Milwaukee/Waukesha County Consortium for Emergency Public Health
Preparedness (Wisconsin), assigned aspects of PPHR to subcommittees within their planning structure.
For example:
Communicable disease or public information aspects of the plan were assigned to those
particular members of the regional group to lead the planning process;
 Workforce-development aspects of PPHR were often the lead responsibility of neighboring
CPHPs and their training staff; and
 Exercises were developed within the planning structure by a core committee, or in some
cases, a consultant was hired to organize and facilitate the exercise.


Phase 3— Develop a plan
Once a regional vision has been developed, a decision making process and team is in place, and a
basic initial work plan is outlined, it is time to start developing the regional response plan. Plans
should always be viewed as provisional and subject to revision based on experience. Regional
response plans can take different formats. PPHR regional sites’ response plans varied depending on
their regional model. For example, the Barren River District Health Department and the East
Central Health District VI (Georgia), both centralized regional sites, had response plans that mimic
the authority, protocols, and procedures that an individual LHD response plan might have, such as
a uniform pharmaceutical dispensing protocol. The Northern Illinois Public Health Consortium and
the Massachusetts Public Health Emergency Preparedness Region 4b, both of which use the
networking organizational model, developed policies about response functions that were
“agreements” on how the region would coordinate together, such as a communication policy about
how the region would discuss a joint response action.
This approach is consistent with PPHR, which is based on three interrelated and mutually
reinforcing components (i.e., three goals: Goal 1: Emergency Preparedness and Response Planning,
Goal 2: Workforce Competency Development, and Goal 3: Exercises). The response plan of Goal 1
is structured around functions that should be considered in an emergency response. These functions
in turn drive workforce competencies to help further refine the response plan. Exercises and
response to real events in Goal 3 are valuable as a means of learning from experience what needs to
be revised and incorporated in the plan. In this way, the three goals relate to and reinforce each
other and reflect the planning cycle. The iterative nature of planning suggests that a prescribed set
of steps oversimplifies the planning process, but as a practical matter, having a series of steps for
developing the response plan can help reduce the complexity and enable regional sites to see clearly
what must be done. The PPHR regional sites generally followed four steps that allowed them to
develop their plans and address the PPHR goals.
Step 1: Conduct a regional needs assessment
While a work plan is initially outlined in Phase 2, regional needs assessments can provide additional
information to focus the work plan, placing items of greatest need first. A fundamental key to
success in the planning process for PPHR sites was conducting an assessment. The assessment
helped to identify the region’s capacity to respond to an emergency, highlighting strengths and
limitations of the region and helping prioritize planning efforts in areas that were weakest.

Assessment tools used by PPHR sites included:
PPHR Regional Assessment Tool:
www.naccho.org/PPHRToolkit
 S.W.O.T. analysis: http://ctb.ku.edu
 Risk and vulnerability assessment: www.fema.gov
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Step 2: Develop an emergency preparedness and response plan
Writing a plan as a region requires coordination, collaboration, and flexibility about what
constitutes a plan. It also requires the support of both agency leadership and staff. PPHR
regional sites suggested that “efforts to push PPHR planning came from top-down and
bottom-up.” Some regional sites felt that state support helped to begin the process (i.e.,
access to information, technical assistance, definition of regions, fiscal support), whereas
other regional sites organized the effort on their own. PPHR regional sites felt that in
writing a plan the following items were important:
Identifying a central person to manage the planning development;
Establishing a clear concept of coordination, communication system, inventory, and
deploying of resources; and
 Assuring that the plan provided for the integration of public health emergency
responders with other first responders, including cross-training of all first responders.



When asked whether writing a regional plan helped to boost preparedness, regional sites
mentioned several elements that the PPHR process facilitated. These included:
A regional epidemiology response plan;
An enhanced surveillance system;
 A standard of practice among communities (e.g., dispensing plans);
 The ability to maintain 24/7 readiness response; and
 A clear mutual aid process.



Regional sites also felt that the PPHR regional criteria identify components that the region
should discuss in developing its response plan.
Step 3: Develop workforce competency
Once a plan is established, attention can be focused on staff skills required in order for the
plan to be implemented successfully. Training is an integral part of the planning process
because it helps ensure that the plan can be translated into practice. PPHR criteria focus
the regional efforts for workforce competency development according to four measures:
1. A workforce competency assessment;
2. Training plan for staff to meet the identified gaps from the assessment;
3. Demonstration of staff competency; and
4. Demonstration of NIMS compliance.
Training varied by regional organizational model. Networking regions were more likely to have
LHDs that work more independently of one another, especially on training initiatives.
Demonstrating all four measures of Goal 2 in a networking model requires a carefully
orchestrated initiative implemented region-wide, or requires collecting information to
demonstrate that each LHD individually meets all requirements. Centralized regions are more
likely to have a highly coordinated and uniform training approach. Useful tips from the
regional sites include:
Engage academic preparedness centers to develop and distribute a competency
assessment, develop draft training plans, and reassess staff in the region after training
has been conducted (Northeast North Carolina Region);
 Create a “Virtual University”5 with courses that take no longer than 15 minutes (East
Central Health District VI);


5

The Public Health Virtual University, created by East Central Health District VI, Georgia and MC Strategies, can be accessed at
www.usaprepare.com.
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Hire an outside contractor to provide a standard training to all staff on a specific topic such as
epidemiology;
 Use a train-the-trainer model to provide training on an on-going basis;
 Organize trainings around a regional event (e.g., symposium) and use evaluations to
demonstrate whether competencies were met (Milwaukee/Waukesha County Consortium for
Emergency Public Health Preparedness);
 Create a “training database” and place all trainings offered in the region on a central Web
server to increase opportunities for all LHDs in the region (Capitol Region Emergency
Planning Committee Emergency Support Function 8);
 Provide a weekly quiz to staff graded by the preparedness coordinators to build competency
and train staff (Northeast North Carolina Region); and
 Use exercises or pre- and post-tests to evaluate competency before and after an exercise.


Step 4: Evaluate the plan
With the plan written and staff training underway, the focus can shift to evaluating the plan. Goal 3
of the PPHR criteria is about evaluating the plan via response to exercises and/or real events. The
measures of goal 3 include:
1. Evidence of the participation in an exercise or real event;
2. Corrective action plan; and
3. Future exercise planning.
A major purpose of evaluation is not only to determine what worked and what did not in a
pass/fail, good/bad testing sense, but also to provide a basis for refining the plan. In this way,
failures are just as valuable as successes, for they offer insight into how the plan can be improved.
Conducting exercises regionally can be a challenge and coordinating efforts with many entities is
time consuming. PPHR regional sites had the following ideas on how to overcome potential
problems and challenges:
Participate in or collaborate with other agencies’ exercises (e.g., other local first responders,
State Department of Health or Human Services, local Department of Homeland Security)
(Western New York Public Health Alliance);
 Conduct exercises in various ways so that all counties can participate, or creating sub-regions
within the region to allow a rotating exercise. For example, East Central Health District VI
had one representative from each county to serve in different capacities: two actually
participated in the exercise, others provided resources, and some were used as observers and
volunteers;
 Incorporate exercising into an annual planning process;
 Use pre-developed, standard exercises that could be repeated multiple times (e.g.,
communication drills);
 Integrate evaluation criteria into already existing activities (annual flu clinic) or use real
world/real event situations (Massachusetts Public Health Emergency Preparedness Region
4b); or
 Start with a small focused exercise that creates a “win” for the region and then expands on
this success.


The PPHR regional sites found that limitations identified during the exercise or in a real event were
valuable in creating an improvement plan, which is then the basis for the following year’s planning,
training, and exercise objectives.
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Remember: Examples of best practices including plans, policies,
protocols, trainings, and exercise simulations can be found in the
PPHR Toolkit at www.naccho.org/PPHRToolkit.

CHAPTER IV: Lessons Learned from Doing Regional Work
This planning guidance is organized in phases and steps to provide a structured approach
to planning and building regional preparedness capacity. However, some of the lessons
learned can be applied broadly to the whole process of regionalization.


Regional work is improvisational.
Public health regional work resists “cookbook” or template–driven approaches. Working
with many jurisdictions simultaneously— as well as diverse partners within those
jurisdictions— requires an awareness of those elements that make the region and each of
its components unique, as well as an equal awareness of those elements that are common
to all. Demographics, geography, political structures, authority to plan and respond,
existing preparedness initiatives, and current resources, including funding, staff, and the
identified risk of public health threats, will have an impact on the development of a
regional plan. Each region must tailor an approach to fit its circumstances; there is no
“one size fits all” approach.

What is a policy?


A policy might be as simple as agreeing to uniformly train all
public health employees in the region using a particular training
model (such as an online training).

Regional policies in PPHR included:
Agreement on when to open regional emergency operations
centers;
 Emergency communications protocols;
 24/7 employee coverage; and
 Communicable disease coordination, for example, activating a
conference call number to host a regional call to discuss a recent
outbreak and develop a standard regional case definition.




Leadership is required to move the process forward.
Many PPHR sites commented on the importance of leadership participation and support
in the development of a regional entity and a regional planning effort. Working with
multiple entities requires collaboration and demands that people strive to transcend
political issues and jurisdictional boundaries. Respected leaders can help in surmounting
such obstacles.
Leadership can serve regional efforts by giving approval for policies and protocols
suggested by staff. Leadership may even provide a mandate for staff to work together as a
region. Finding a champion who supports the work of the region is an important boost to
productive multi-jurisdictional and inter-organizational work.
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Policy underlies most functional elements of regional preparedness.
While initially regions may lack authority to respond, there is still tremendous value to a uniform,
coordinated response. PPHR regions surmounted this initial lack of authority by agreeing in
advance about specific decisions that would be made during an emergency, setting “policy” around
response decisions for the local regions to follow. Regardless of the type of regional collaboration,
for an effective emergency response, the members of the region have to agree beforehand on the
particulars of the response: what, when, how, and by whom.



Planning occurs at two levels.
PPHR regional sites describe two distinct levels of planning that occur. First, defining and working
as a region requires strategic thinking and management. This is the advance planning. In
addition, emergency preparedness planning must also address working together during an
emergency. PPHR recommends using the format of the National Response Plan for regional and
local plans, including Essential Service Functions and SLG 101. For more information about these
emergency plans or the planning process, see www.fema.gov.



Use the elements of project management.
Working together as a region can help prevent duplication of efforts and streamline the work that
needs to be done. Individual jurisdictions often have specific mandates and local priorities that
can seem to compete with regional priorities. Agencies are not only working to balance limited
staff time and resources but also face challenges because of the difficulty of engaging needed
partners. Further, working together may present serious logistical problems. Agencies who may
wish to or need to work together may be at great distances from one another and/or be
responsible for large expanses of territory, thus requiring travel for long distances to planning
meetings or having to work together in virtual, rather than in-person, meetings.
To overcome these challenges, regional sites found project management tools to be helpful.
Developing a work plan with clear tasks, deadlines, and specific persons identified as responsible
was important to regional planning success. Holding organized meetings with agendas, minutes, and
a facilitator can help save time and keep partners engaged and focused by identifying the progress
made at each meeting. These issues were addressed in many ways. Some regions, such as the
Massachusetts Public Health Emergency Preparedness Region 4b, have dedicated full-time staff to
“manage” the process; others used consultants to handle specific aspects of plan development,
training, or exercise simulation. Many of the sites, including the Milwaukee/Waukesha County
Consortium for Emergency Public Health Preparedness, used a steering committee or other
collaborative group to guide the planning process. Participation in the planning process was
generally facilitated by existing mechanisms (e.g., plans, collaborative groups).



Engaging regional partners requires patience and creativity.
Public health is no stranger to working with partners in the larger community; working in a
cross-jurisdictional collaborative effort can build on that experience. Balancing the priorities of
many jurisdictions requires perseverance and patience. Keeping partners engaged over the long
haul, working through difficult and often politically sensitive decisions, or trying to rally support
from an already over-extended staff were just a few of the challenges identified by regional PPHR
sites. To remedy these situations, PPHR sites used some of the following techniques:
Train staff in facilitation and consensus building techniques;
Pool regional funding to support staff training on facilitation and planning skills to help
move the work forward or bring in a trained facilitator from outside of public health;
 Build relationships;
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LESSONS LEARNED FROM DOING REGIONAL WORK

C HAPTER IV

Spend time up front getting to know partners in the region, hear their concerns and
issues, and identify their valid problems. Regional sites mentioned that some of the
biggest benefits of working regionally were the strength of the relationships and
understanding of one another’s plans and situations that developed;
 Find ways to make meetings more appealing and productive. For example,
providing food is always a good step to encouraging partners to attend meetings;
 Purchase a conference calling card for regional subcommittees to use to conduct both
planning and response activities (Northern Illinois Public Health Consortium); and
 Report on progress regularly. For example, the Milwaukee/Waukesha County
Consortium for Emergency Public Health Preparedness included PPHR as a
standing agenda item at monthly meetings. Success and challenges were raised to
help board members make decisions quickly and keep the process moving.




PPHR criteria helps to structure the planning process.
PPHR regional sites reported that project criteria served as the basis for a “planning
structure” and framework to help focus regional activities. PPHR criteria were used as an
assessment tool to gauge regional readiness and to help develop a work plan based on the
strengths and weakness of the region. This focus is especially important when working
with multiple planning partners. Partners in the regional endeavor may have differing,
even conflicting priorities that can lead to a diffusion of purpose and energy. PPHR
criteria can serve to keep the effort focused.
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CHAPTER V: Benefits and Challenges of Working in a Region
Ultimately, the value of working collectively can be assessed by the improved outcomes that it
produces for the region. While regional efforts are still in an early stage of development,
success can be gauged by examining the impact on current LHD capacity, the expansion of
preparedness capacity, and the general public health capacity.
The Benefits of PPHR
PPHR and working regionally seem to be reciprocally beneficial in that PPHR provides a
planning structure by which to accomplish what needs to be done for effective regional
response, and in the meantime the LHDs have been recognized for their efforts by PPHR.
PPHR sites report that one of the biggest challenges of working regionally was finding ways
to focus the work of many diverse and busy partners. Regions felt strongly that PPHR goals
and measures served as a structure around which a work plan could be developed. Criteria
were also used as a regional assessment to help identify specific areas for improvement
either in a single LHD or in the region overall. This “gap analysis” helped regions to
identify priorities, preventing the region from getting overwhelmed and losing focus. One
regional site member said that PPHR provided a “basis for critical thinking [in that it
provides for a] common discussion point.”
Focusing on a common project, such as PPHR recognition, helped regions and partners to
develop a common vision. Working together with a unified approach resulted in better
relationships and greater trust between LHDs and their response partners. Regional sites also
found PPHR to be the basis for quality improvement. PPHR goals lend themselves to an
ongoing cycle of planning, training, and exercising/evaluation. Sites also reported that PPHR
as a national project provided credibility to their work, promoting the need to complete the
project with their partners within and outside of public health circles. Finally, PPHR serves as a
standard level of readiness that helps to “lobby” for additional resources. PPHR can be used as
a negotiating tool in that it promotes that public health needs to be adequately funded and
provides an impetus to drive and increase policy and planning capacity.
Increase in preparedness capacity
Regional PPHR sites all remarked that collaboration had enhanced preparedness
capacity within their jurisdiction. In general, sites reported that regional work enhances
capacity to respond by creating an ability to tap other resources. Smaller LHDs benefit
from partnering since responding alone to some emergency events (e.g., an outbreak
requiring mass vaccination) would overwhelm them. Because disease has no
boundaries, even the largest LHDs within the PPHR regional sites reported that
working regionally enhanced their capacity. Examples of how sites used the different
regional collaboration types are provided below.



Networking
Possibly the simplest way to conduct regional work to enhance capacity is to
network and share information. For preparedness, information about what other
partners in the area are doing can help shape local efforts and keep partners up to
date on a recent emerging issue. Sharing information helps prevent duplication of
efforts and resources and increases timeliness of information, possibly reducing the
time to respond to an emergency event.
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PPHR Regional Sites Lessons Learned
Have public information officers use their e-mail list
services to share press releases and keep colleagues
informed about incoming media calls that may impact
another jurisdiction. LHDs are then alerted and can be
better prepared to respond promptly with accurate
information.
 Share case numbers and disease/agent types regarding
possible communicable disease outbreak situations via
e-mail to determine if the situation is beyond LHD borders
and requires a regional response.


 Coordinating
Just as regional staff may take on the burden of new work, coordinating efforts prevents
duplication of work. For example, one region fulfilled grant requirements by hiring a
consultant to organize and facilitate regional tabletop exercises. Another region pooled
funding to hire an outside national media firm to assess partners’ perceptions of public
health’s abilities in a crisis and communications about risk. The survey results were used to
drive a regional project to help increase the ability of the region to meet its partners’ needs,
including providing additional training for public health staff and their partners.

 Standardizing
Standardizing preparedness and response also helps LHDs and their region move together
toward best practices. Regional sites agree that sharing information and resources led to
peer-to-peer interaction and sharing of best practices, better problem solving, and created
“a community of practice.” The Barren River District Health Department created a
standardized task assignment/checklist to guide communication functions and a crisis
communication assignment log. Both of these tools can be used during non-emergency and
emergency times. Other PPHR examples of regional standardization include job descriptions,
training requirements, response plan templates, mutual aid agreements, and training models
for risk communication. As regions standardize their efforts, best practices may emerge,
providing useful information for future regionalization.

 Centralizing
Preparedness capacity is enhanced in regional work by centralizing resources to further
advance networking, standardizing, and coordination. For example, the East Central Health
District VI established a central Web server in which to post resources such as trainings,
policies, procedures, announcements, and other information the regions’ jurisdictions can all
use. Further, centralizing resources leads to better resource typing and thus helps to fulfill
NIMS requirements. Regional staff or consultants have also been hired to provide either direct
support or technical assistance to accomplish tasks that individual LHDs may be unable to
complete on their own. In particular, facilitating and organizing meetings, writing response
plans, developing or providing training, and organizing and evaluating exercises are all
functions that regional staff has addressed, thereby filling gaps in work that may have
otherwise been left unfinished or increasing the ease with which work can be accomplished.
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BENEFITS AND CHALLENGES OF WORKING IN A REGION

C HAPTER V

A planning continuum
Based on the experience of the PPHR regional sites, there is no one planning model or
method that provides all of the steps for regional planning; rather, the variety of options is
more like a continuum. To increase regional capacity, jurisdictions must move along this
continuum. Using all regional collaboration types together (networking, coordinating,
standardizing, and centralizing) as one “model” of regional operations will enhance public
health preparedness and increase capacity. LHDs start by sharing information, but as time
moves on and dedication to the regional process advances, partners develop an active
commitment to work together by choice. Regional partners develop shared values and more
effective ways to coordinate their efforts (such as protocols for response), which open the
door for a higher level of planning to occur, such as the standardization of training or
exercise response.



As collaboration advances, working together regionally could provide a “streamlined
response” through the development of an understanding for one another’s operations and
movement toward clear protocols for synchronized operations. Regions develop a smarter
investment of resources through group decisions, coordinated efforts, and a common
spending plan that would lead to less duplication. This in turn leads to better maintenance of
resources and increased ability to sustain regional and local preparedness efforts during
non-emergency and recovery periods. Ultimately, long-term capacity increases. Regionalization
becomes the source of a synergy that benefits each unit and the region as a whole.
Establish a broader public health capacity
Does working regionally build broader public health capacity? While PPHR focuses on
preparedness initiatives, regional sites in the project described the desire to apply a
regional model beyond preparedness. Regional sites felt that a success of regionalization
would mean that “preparedness and regionalization will be integrated into everyday
communication, practice, and knowledge” and that the regional efforts would “move
beyond preparedness.” Further, regional sites suggested that in their future vision of
regional preparedness, the region would “move beyond using the regional approach for
just emergency preparedness” to “help with classic public health issues.”



Evidence that establishing public health capacity through regionalization went beyond
preparedness was shown in several ways. PPHR regions frequently mentioned how
working together as a region boosted overall workforce development efforts. Taking a
regional approach to training pushed agencies to train all staff, promoting the idea that
training and development are key to all public health issues, not just preparedness.
Working as a region also creates a uniform identity for all public health activities. As
the region solidifies its ability to share and standardize efforts, uniformity in public
health identity occurs. As local jurisdictions are more easily able to articulate the
meaning of regional efforts, they provide a stronger voice for public health collectively.
The regional public health efforts resulted in a “sense of identity in the area” in which
other response partners, the media, and eventually the community will come to know
what public health is, how it works, and what public health efforts have accomplished.
Challenges
It might be helpful to those considering the possibility of a regional model to highlight a few
of the challenges for which solutions are not always readily available or apparent.
Sustainability and success are often functions of persistence and creativity in problem
solving. Some barriers are not so much resolved as they are worked around or absorbed
over time.
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There are three major groups of challenges:
1. A shortage or lack of dedicated funding and staff;
2. Statutory, legal, or political constraints; and
3. The changing self-image of public health.
The most commonly mentioned problem was lack of resources dedicated to regional preparedness,
especially local funding and trained staff. Without dedicated funding, identifying the extra time to
complete regional work can be daunting, considering there is currently a “widespread lack of trained
personnel,” and agencies are “already understaffed and employees assigned to public health
preparedness are already assuming responsibility for many other roles.”
The second group of related barriers relates to the nature of state and local government.
These include:
Regions are burdened by “discordant political systems and political pressures”;
The “variability of local health department needs” (or mandates by government agencies)
greatly complicates reaching a consensus on regional work;
 “Multiple layers of bureaucracy prohibit or impair the ability to travel (for training), purchase
equipment and supplies, and use innovative technological systems or processes”; and
 Depending on the structure of the region, counties may “have the verbal support of
county and health department administration to plan but no authority or cooperation to
put plans and policies into practice.”



Solutions to these related problems are difficult, but building leadership support may help lessen the
impact of these issues or sustain the effort until they abate. Selecting a small but vital and highly
visible project (like emergency communications) to plan, train, and exercise may also demonstrate
the region’s value and serve as a springboard for regional work with larger impact.
Finally, the culture of public health itself was mentioned as a barrier in that there is “a failure to accept
that emergency preparedness is an important part of public health.” Many counties are still struggling
with the perception that “it will never happen here” or “that’s not the role of public health.” A
“strength in numbers” through working regionally, the credibility of using the PPHR framework, and
the certainty that emergency events will continue to unfold with regularity may bring together a
demand for public health preparedness along with a belief that it can be achieved regionally.

Conclusion
Developing emergency preparedness on a regional basis is an emerging approach for LHDs. While
the promise of regional efforts appears compelling, the challenges are also great for LHDs whose
past experience may be working solely within their jurisdictions. Regional efforts mean engaging a
whole new set of partners, both within public health and in the broader world of emergency
response, working under unclear authority, and dealing with issues that can be more complex when
working across and not simply within jurisdictions. PPHR has provided a framework for
accomplishing regional preparedness. This framework must be applied in a way that takes into
account the unique characteristics that each region exhibits. Tailoring is a key element for success.
This document attempts to present the experience of those pilot groups that have gone through the
PPHR recognition process on the regional level. LHDs that are considering regional approaches to
preparedness can hopefully benefit from the experience of others and not face the prospect of
“re-inventing the wheel” should they decide that a regional approach to preparedness makes sense
for them. Other more detailed resources are available once that decision is made.
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APPENDIX A: REGIONAL PLANNING GUIDANCE SUMMARY TABLE
Planning Phases
1. Create a Vision of
the Region

Steps

Questions and Resources to Consider

1. Consider possible emergency
scenarios



2. Assess existing regional
preparedness collaborations



3. Clarify regional authority

 What

How will LHDs respond?
What are the available resources and how
might they be organized?
 What gaps exist?




How does the region want to work together?
Chapter III includes definitions of the four regional
collaboration types.

 Who

2. Organize the Effort

4. Select a regional organizational
model



1. Create a decision-making process



What is the most effective organizational model
for the region?
 Chapter III includes definitions of the two regional
organizational models.



2. Develop a work plan

How are regional response policies approved?
Sample by-laws can be found in Appendix C.

 What
 What

3. Develop a Plan

authority does the region have?
can declare an emergency?

3. Create a planning team



1. Conduct a regional needs
assessment

 What

2. Develop an emergency
preparedness and response plan



3. Develop workforce competency



4. Evaluate the plan



are the tasks that need to be completed?
is the timeline for completing all tasks?

Who will be responsible for assuring that the work
plan is being followed?
 Sample planning structure and description in Appendix E.



is the region’s capacity to respond to an emergency?
Sample assessment tools used by the PPHR sites can be
found in Chapter III.

What components will be included in the regional
emergency preparedness and response plan and how will
it be organized?
 How will the regional response plan incorporate other
response plans, if applicable (e.g., LHDs, other first
responders, state)?
 Does the region have adequate leadership (e.g.,
inter-agency and state) support to successfully create a
plan? If not, how will the region advocate for more
leadership and support?
 The PPHR Criteria identify components that the region
should discuss when developing a regional response plan.
 Examples of regional plans are available in the PPHR Toolkit.
What trainings are critical for all staff to complete
(e.g., core public health competencies, NIMS)?
 How will the region assure that all staff are
properly trained?
 Examples of training plans are available in the PPHR Toolkit.
How will the region exercise together?
will evaluate the exercise?
 How will the lessons learned from the exercised be used
to revise the response plan, training plan, and future
exercises plan?
 Examples of After Action Reports, Incident Action Plans,
and future exercise plans are available in the PPHR Toolkit.
 Who
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APPENDIX B: PPHR REGIONAL SITE CHARACTERISTICS
Site
Survey
Question

CT
GA
Capitol Region East Central
Emergency
Health
Planning
District VI
Committee
Emergency
Support
Function 8

State and
North
general
Central CT
regional area
location
Number of
local health
agencies in
the region

19

MA
IL
KY
NY
NC
WI
Northern
Barren River Massachusetts Western New Northeast
Milwaukee/
Public Health York Public
Illinois PH
District
Region
Waukesha
Emergency
Consortium
Health
Health
(Public Health
County
Department Preparedness
Alliance
Regional
Consortium
Region 4b
Surveillance for Emergency
Team 1)
Public Health
Preparedness

East Central Northern
region of
region of IL
GA
13

11

Smallest
Somers:
population in 10,900
jurisdiction

Taliaferro
County:
2,500

Grundy
County:
43,838

Largest
North
population in Central
jurisdiction
Health
District:
160,000

Richmond
County:
200,000

How was
Capitol
Established
your region Region
by the state
established? Council of
Governments

South
Central
Kentucky
8

Metcalfe
County:
10,165

Metro
Boston
region

Western NY

27

8

Northeast
region of
NC
17

14

Cohasset:
7,261

Wyoming:
42,932

Hyde
County:
5,521

Hales
Corners:
7,682

City of
Warren
Chicago: 2.9 County:
million
97,168
Cook County
without
Chicago: 2.3
million

Cambridge:
101,355

Erie:
941,293

Pitt County:
140,587

City of
Milwaukee:
593,920

Selfestablished

Selfestablished by
local health
agencies
(with approval
by state)

Selfestablished
by local
health
agencies

Established
by the state

Selfestablished by
local health
agencies
three years
ago

Established
by the
state and
Governor
in 1982

Continued on Next Page

28

Southeast
corner of WI

PPHR REGIONAL SITE CHARACTERISTICS
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APPENDIX B: PPHR REGIONAL SITE CHARACTERISTICS
Site

CT
GA
Capitol Region East Central
Emergency
Health
Planning
District VI
Committee
Emergency
Support
Function 8

IL
KY
MA
NY
NC
WI
Northern
Barren River Massachusetts Western New Northeast
Milwaukee/
Illinois PH
District
Public Health York Public
Region
Waukesha
Consortium
Health
Emergency
Health
(Public Health
County
Department Preparedness
Alliance
Regional
Consortium
Region 4b
Surveillance for Emergency
Team 1)
Public Health
Preparedness

How does
your state
health
department
participate in
regional
preparedness
initiative?

Provides
planning
guidance and
funding to
support
regional
planning. The
State
Department
of Homeland
Security and
Emergency
Management
has
designated
five regions
in the State
for
emergency
preparedness
planning
(Capitol
Region is one
of these
Regions).

The state
offers
guidance to
local health
districts
and
provides
the lawful
terms in
which we
have to
abide.

The state
participates
in some of
NIPHC’s
planning
committees
(such as
Infectious
Disease).

The state
health
department
acts as an
advisor to
local health.

The state
recognizes
the region for
fiscal and
planning
purposes.
State
establishes
regional
“deliverables”
tied to CDC
funding, but
gives regions
latitude in
developing
plans that
meet
deliverables.

New York is
divided into
regions. The
Western
Region from
the state’s
perspective
expands to
cover nine
additional
counties to
the East. The
state DOH
representatives
are partners
in planning,
training, and
exercising. In
some cases,
the state is
the lead
agency and
might
sponsor
trainings to
meet CDC
grant
deliverables.

The State
provides
financial
support
through
grant
dollars and
provides
subject
matter
expertise.

Depends on
the plan or
type of
objectives
from CDC
and other
grant funds.
Locals would
like for state
to be more
proactive in
planning.

How is the
region funded
to conduct
emergency
preparedness
planning?

The region is
directly
funded by the
state and
individual
LHDs receive
funds and a
percentage is
earmarked
for regional
projects.
Also, each
LHD provides
in-kind
contributions
and the state
Dept. of
Homeland
Security and
Emergency
Management
has regional
coordinators
and planners.

The region
is directly
funded by
the state.

For
preparedness
initiatives,
individual
LHDs have
received
funds and
they
voluntarily
agree to
allocate a
percentage to
the regional
“pool”;
Individual
LHDs also
contribute
membership
dues annually.
NIPHC was
recently
allocated
funds directly
from the state
to lead pan flu
planning for
the region.

The region
is directly
funded by
state. Funds
from HRSA
and CDC
are
funneled
through the
state.

The region is
directly
funded by
the state. The
region
determines
how much to
distribute to
member
communities,
and how
much to use
for
region-wide
expenditures.

Individual
LHDs receive
funds and a
percentage is
earmarked for
regional
projects.

The state
provides
funding to a
regional
planning
team
(Public
Health
Regional
Surveillance
Team) that
attempts to
work with
local
jurisdictions
to bring out
a regional
approach.

The region is
directly
funded by
the state.
Individual
LHDs receive
funds and a
percentage is
earmarked
for regional
projects.

Survey
Question

Continued on Next Page

APPENDIX B: PPHR REGIONAL SITE CHARACTERISTICS
Site
Survey
Question

How does
the region
staff
preparedness
planning?

30

CT
GA
Capitol Region East Central
Emergency
Health
Planning
District VI
Committee
Emergency
Support
Function 8

IL
KY
NY
NC
WI
MA
Northern
Barren River Massachusetts Western New Northeast
Milwaukee/
Illinois PH
District
Region
Waukesha
Public Health York Public
Consortium
Health
Health
(Public Health
County
Emergency
Department Preparedness
Alliance
Regional
Consortium
Surveillance for Emergency
Region 4b
Team 1)
Public Health
Preparedness

Regional
staff is hired
by the state
or by the
region.
Local public
health
directors
and/or their
staff
participate
in regional
ESF8
planning.

There are
regional staff
hired by IDPH
but primarily
the region is
staffed by
NIPHC staff,
and LHD
in-kind
contributions.

Regional
staff is
hired by the
region.

Regional
staff is
hired by
the region.

Regional
staff is hired
by the region
through the
designated
host agency,
which has
contract with
the state to
fund services
of regional
coordinator.

Regional
staff is
hired by the
region.

Four
regional
staff
employed
by a local
“host”
health
department.

Regional
staff is hired
by the region
but one
agency is
deemed as
fiscal agent
so
technically
they are the
employees
of that
particular
LHD.

APPENDIX C: EXAMPLE OF A CENTRALIZED ACTIVATION PROCEDURE
FROM CAPITOL REGION EMERGENCY PLANNING COMMITTEE
EMERGENCY SUPPORT FUNCTION 8 (CONNECTICUT)
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Local Health Director

Local Operations
Unified Command

Local EOC

Regional Coordination Center /
RCC Commander RESF - 5
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PIO / RESF 15 Media & External
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Regional
Operations
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Planning Officer

RESF – 13 Public Safety
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Securing
Pharmaceutical Assets
Law Enforcement – POD
Security
Traffic Control

RESF 8 Health & Medical
Coordinate LHD Support
Hospitals
Medical Reserve Corps
EMS Assets
MMRS / SNS
RESF 5 Emergency
Management

Regional
Logistics Officer
Regional Finance &
Administration Officer
RESF 1 Transportation
Coordination Shuttle
Services
RESF 2 Communications
RICS
Integrated Communications
-Phone / Internet / Fax
RESF 7 Resource Support
Regional Supply
Distribution

CT-Public Health
State Emergency
Operations Center
CT-Public Safety

Regional Operations

CT-DOT

State Operations

CT-DEMHS

CDC

National Response Plan

Federal Operations
Strategic National
Stockpile
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APPENDIX D: SAMPLE REGIONAL SITE BY-LAWS
SAMPLE 1. NORTHERN ILLINOIS PUBLIC HEALTH
CONSORTIUM BY-LAWS
(February 4, 2005)
ARTICLE I. Registered Agent
The Northern Illinois Public Health Consortium (“NIPHC”) shall maintain a registered office and
registered agent in the State of Illinois.

ARTICLE II. Purposes
NIPHC is an organization representing local public health officials and is dedicated to promoting and
assuring the health of people and communities through an effective local public health system by:
A. Representing, speaking for, and acting on behalf of local public health departments;
B. Promoting a local public health perspective in regional, state and national health program and
fiscal policy;
C. Supporting public health systems for the purpose of improving health status;
D.Developing the technical competence, managerial capacity and leadership potential of the public
health workforce,
E. Promoting a vision of public health and leadership for our public health mission;
F. Developing and sustaining affiliations or relationships with other organizations for the purpose
of improving health systems and/or health status;
G.Serving as an exchange point for information and ideas in order to help keep local health
officials informed and current; and
H.Promoting partnerships among federal, state and local health officials.
NIPHC shall be empowered to engage in such other related activities as may be desirable or required to
fulfill the purposes and objectives of the organization.

ARTICLE III. Membership
A. Classes. The membership of NIPHC shall be classified into two classes:
Charter and Affiliate.
1. Charter
Description: The Charter Members to NIPHC shall be the public health departments serving
the following jurisdictions: City of Chicago, Cook, DuPage, Lake, Kane, McHenry, Will and
Winnebago. Charter Members shall be represented by their chief executive officer, or his/her
designee, who shall be a member of the management team of the member department. In
accordance with Article III.G., each Charter member will be entitled to three votes.
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Rights & Privileges: Each Charter member shall have the following rights:
1. to vote on routine matters at any NIPHC meeting, as prescribed in Article III.G.;
2. to have a seat on the Board of Directors;
3. to hold office on the Board of Directors;
4. to represent NIPHC in any official capacity; and
5. at the Annual Meeting of the Members, to elect officers to the Board of Directors and to
approve NIPHC’s budget as presented by the Board of Directors.
2. Affiliate
Description: The Affiliate Members of NIPHC shall be those certified local health
departments who assure the 10 Essential Public Health Services, as defined by the Centers
for Disease Control and Prevention, whose geographic boundaries are contiguous to one or
more of the NIPHC Charter members or whose socio-demographic characteristics are
similar in nature to NIPHC’s Charter members and who have been approved for
membership by the Board of Directors of NIPHC. Affiliate Members shall be represented by
their chief executive officer, or his/her designee, who shall be a member of the management
team of the member department. In accordance with Article III.G., each Affiliate member
will be entitled to vote based on the population estimates, as determined by the most recent
U.S. Census Bureau report, of their representative jurisdiction.
Rights & Privileges: Each Affiliate member shall have the following rights:
1. to vote on routine matters at any NIPHC meetings, as prescribed in Article III.G.;
2. after serving two years as a member of NIPHC, to hold the office of President on the
Board of Directors. Affiliate members shall have the immediate right to hold the office of
Secretary/Treasurer;
3. when designated by the President of the Board of Directors, to represent NIPHC in any
official capacity; and
4. at the Annual Meeting of the Members, to elect officers to the Board of Directors and to
approve NIPHC’s budget as presented by the Board of Directors.
B. Term. Membership shall be for renewable terms of one year, which will coincide with the
fiscal year of NIPHC.
C. Rights and Privileges. Members shall be eligible for such rights and privileges as listed for the
respective membership classes as listed in Article III.A. and as determined by the majority
consent of the Board of Directors. The rights and privileges of any Member may be withdrawn
for cause in accordance with policy and procedure established by the Board of Directors.
D. Membership Fees. The Board of Directors shall establish an annual membership fee for each
class of membership. The annual membership fee for each class of membership shall be
established annually by the majority consent of the Board of Directors. A membership fee
will be payable for the entire year a member joins or resigns from membership irrespective
of when, during that year, the member joins or resigns from membership. Members who fail
to pay their membership fee within sixty (60) days from the due date shall be dropped from
the rolls and thereupon forfeit all rights and privileges of membership. The Board of
Directors, by a unanimous vote, may alter the membership fees for any class of membership
and the procedures for extending the time for payment of dues and continuation of
membership privileges.
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E. Meetings.
1. Annual. The annual meeting of the Members shall be held at such time and place as
determined by the Board of Directors. Written notice of the annual meeting, stating the
time, date and place, shall be delivered to each Member at least five (5) days prior to the day
of the meeting.
2. Regular. Regular meetings shall be held not less than three times during each fiscal year at a
time and place determined by a majority of the Members. Written notice, stating the time,
date and place of each meeting, shall be delivered to each Member at least (5) days prior to
the day of the meeting.
3. Special Meetings. Special meetings may be called by the written petition of one-third of the
Members. Written notice, stating the purpose, time, date and place of such meeting, shall be
delivered to each Member at least two (2) business days prior to the day of the meeting.
F. Attendance Requirements. Members are expected to attend all NIPHC meetings, but may send
a designee if the Member is unable to attend. The appointed designee shall have the same rights
and privileges as designated by their membership class, including the authority to vote. When a
designee is appointed, the designee’s vote shall represent the single vote permitted of each
Charter or Affiliate Member.
G. Proportional Voting. The proportional voting system shall determine the number of votes to
which each member is entitled and shall be based on the population of the jurisdiction of which
the member represents:
Population
Less than 100,000
100,000 to 250,000
Charter or 250,000 or above

Weight of Vote
1
2
3

H. Quorum. A quorum shall consist of a majority of the Members. When meeting as a committee,
any decisions reached must be ratified at the next NIPHC meeting at which a quorum is
present. Members shall be entitled to the votes as prescribed in Article III.G. Proxy voting shall
be permitted.
I. Conference Calls. Members may meet by conference telephone call or by any other means of
communication by which all persons participating in the meeting are able to hear one another.
Such participation shall constitute presence at the meeting.
J. Written Consent. Any action required or permitted to be taken at a NIPHC meeting, or any
committee thereof, may be taken without a meeting, if prior to such action a written consent
thereto is signed by all Members or committee, and such written consent is filed with the
minutes of the proceedings of the NIPHC or committee.
K. Vacancies. In the event that a Member, because of resignation, retirement, termination, or
replacement by his/her employer or any other job change/assignment is no longer the chief
executive officer or designee of an active member local health department, his/her membership
shall be declared vacant and said local health department shall appoint a new representative to
fill this vacancy within 90 days.
L. Compensation. Members shall not receive any compensation for their service.
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ARTICLE IV. Board of Directors
A. General Authority. The Charter Members shall act as the fixed members of NIPHC’s Board of
the Directors and shall manage the affairs of the NIPHC. Each Charter Member shall be
entitled at all times to have one director, but not more than one director, on the Board of
Directors of the NIPHC. If an Affiliate Member shall become eligible and is elected to serve as
an officer of the Board of Directors, the Affiliate Member will serve on the Board of Directors
during his/her term of office. Each Director shall be entitled to one vote. Through a
unanimous consent, the Board of Directors shall be responsible for the following duties: (1)
amend these Bylaws, (2) approve new Affiliate members, and (3) set membership fees of
Charter and Affiliate members. Through a majority consent, the Board of Directors shall be
responsible for the following duties: (1) adopt the annual budget for NIPHC and (2) establish
Committees and appoint Members to Committees.
B. Number, Tenure and Qualifications. The number of Directors shall correspond to the
number of Charter Members, as defined in Article III.A., and shall serve until their
resignation, retirement, termination, or replacement by his/her employer or any other job
change/assignment is no longer the chief executive officer or designee of a local health
department. In the event that Affiliate Members are elected to serve as officers of the Board of
Directors, its number shall increase respectively. A change in the number of Directors shall
only be made by Board of Directors through the unanimous consent to these Bylaws.
C. Attendance Requirement. Members of the Board of Directors are expected to attend all
meetings of the Board of Directors.
D. Meetings.
Regular. Regular meetings shall be held not less than three times during each fiscal year at a
time and place determined by the President. The meeting held in conjunction with the
annual meeting of the Members shall be designated the annual meeting of the Board of
Directors. Written notice, stating the time, date and place of each meeting, shall be delivered
to each Member at least (5) days prior to the day of the meeting.
Special. Special meetings may be called by the President or upon the written petition of
one-third of the members of the Board of Directors. Written notice, stating the purpose,
time, date and place of such meeting, shall be delivered to each member of the Board of
Directors at least one (1) business day prior to the day of the meeting.
E. Quorum. A quorum shall consist of a majority of the Board of Director members. When
meeting as a committee, any decisions reached must be ratified at the next meeting of the
Board of Directors at which a quorum is present or by a majority vote of the members of the
Board of Directors conducted by a mail ballot. Each member of the Board of Directors shall
be entitled to one vote. Proxy voting shall be permitted.
F. Conference Calls. The Board of Directors may meet by conference telephone call or by any
other means of communication by which all persons participating in the meeting are able to
hear one another. Such participation shall constitute presence at the meeting.
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G. Written Consent. Any action required or permitted to be taken at a meeting of the Board of
Directors, or any committee thereof, may be taken without a meeting, if prior to such action a
written consent thereto is signed by all members of the Board of Directors or committee, and
such written consent is filed with the minutes of the proceedings of the Board of Directors or
committee.
H. Waiver of Notice. Whenever any notice is required to be given to any member of the Board of
Directors under the provisions of these By-laws, a waiver thereof in writing, signed by the
member entitled to such notice, whether before of after the time slated therein, shall be
deemed equivalent to the giving of such notice.
I.

Vacancies. In the event that a Charter Board Member, because of resignation, retirement,
termination, or replacement by his/her employer or any other job change/assignment is no
longer the chief executive officer or designee of its local health department, his/her
membership shall be declared vacant and said local health department shall appoint a new
representative to fill this vacancy within 90 days. In the event that an Affiliate Member,
because of resignation, retirement, termination, or replacement by his/her employer or any
other job change/assignment is no longer the chief executive officer or designee of its local
health department, his/her membership shall be declared vacant.

J.

Compensation. Members of the Board of Directors shall not receive any compensation for
their service.

Article V. Officers
A. Officers.
Office and Duties
1. President. The President shall preside at all membership meetings of NIPHC, the Board of
Directors meetings of NIPHC and the Nominating Committee. The President shall at such
other times as necessary and appropriate, have the general authority to conduct business
and make such suggestions as may promote the welfare and increase the usefulness of the
NIPHC and shall perform such other duties as are necessarily incident to the office of
President. The President shall have the authority to appoint a Board member to act as
his/her representative. The appointed representative shall perform the duties of the
President and when so acting, shall have all the powers, including voting, and be subject to
all the restrictions upon the President.
2. Secretary/Treasurer. The Secretary/Treasurer shall assist the President with all fiscal
matters regarding the organization and any other matters requested by the President or
directed by the Board of Directors. The Secretary/Treasurer shall have the authority to
appoint a Board member to act as his/her representative. The appointed representative shall
perform the duties of the Secretary/Treasurer and when so acting, shall have all the powers,
including voting, and be subject to all the restrictions upon the Secretary/Treasurer.
B. Terms. The term of President and Secretary/Treasurer shall be two years. The officers shall be
elected and installed at the Members Annual Meeting nearest the expiration of their term of
office and shall hold office until their successors are elected and installed.
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C. Election. The Nominating Committee shall present a slate of candidates to the Members at its
Annual Meeting and each Member may cast its vote, in accordance with Article III.G., with
respect to each officer position. Members shall elect each officer of the Board of Directors by
a majority of the votes cast in the annual election.
D. Removal. Any officer may be removed by the Board of Directors whenever, in its judgment,
the best interests of NIPHC would be served.
E. Vacancies. In the event of a vacancy in the office of President or Secretary/Treasurer, the
Board of Directors shall designate another member of the Board of Directors, to serve as an
officer for the remainder of the unexpired term.

ARTICLE VI. Committees
1. Nominating Committee. The Nominating Committee shall consist of the President as chair
and the Secretary/Treasurer. Not less than thirty (30) days prior to an election, the Nominating
Committee shall present the Members a slate of candidates with respect to each officer
position.
2. Other Committees. Other committees may be established and shall be appointed by the Board
of Directors. The Board of Directors shall designate the Chair of each committee. Members
serving on committees shall serve without compensation, but are entitled to reimbursement of
necessary expenses in accordance with policy and procedure established by the Board of
Directors and the financial resources of NIPHC.

ARTICLE VII. Contracts, Fiscal Matters and Budget
A.Contracts. The Board of Directors may authorize the President and the Secretary/Treasurer of
the organization or such other person or persons as the Board of Directors may from time to
time designate to enter into any contract or execute and deliver any instrument in name of and
on behalf of the NIPHC.
B. At the Annual Meeting of NIPHC, the President shall present a statement of financial
condition of NIPHC and shall report on financial operations of the preceding year and
financial plans for the succeeding year.
C. Annual Budget. The Board of Directors shall adopt an annual budget for NIPHC, which shall
be approved by the Members at its Annual Meeting.
D.The fiscal year of NIPHC shall commence on January 1 and end on December 31 of
the year following.
E. Deposits. All funds of the NIPHC shall be deposited from time to time to the credit of NIPHC
in such banks, trust companies or other depositories as the Board of Directors may select.
F. Unless otherwise specified by the Board of Directors, all checks, drafts or orders for the
payment of money over one thousand dollars ($1,000) shall be signed by the President and
the Secretary/Treasurer of the organization or such other person or persons as the Board of
Directors may from time to time designate. For all checks, drafts or orders for the payment of
money under one thousand dollars ($1,000), the dual signature requirement of the President
and Secretary/Treasurer shall be waived.
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ARTICLE VIII. Dissolution
Upon the dissolution or winding up of this organization in any manner after payment of all outstanding
indebtedness of the NIPHC, including unpaid loan capital however evidenced, any remaining assets
shall be distributed in accordance with the Members annual percentage allocation (the size of
jurisdiction and budget) to the organization.

ARTICLE IX. Parliamentary Authority
All meetings of NIPHC and the Board of Directors shall be governed by the most recent edition of
Robert's Rules of Order except where they are inconsistent with the standing rules and orders of
NIPHC or are contrary to these By-laws or any existing laws of the United States or the state of Illinois.

ARTICLE X. Amendments
These By-laws may be altered or amended at any time by a majority vote of the Board of Directors of
NIPHC at any regular or special meeting called for such purpose, or by a mail ballot, provided that
each Member shall have been sent a copy of the proposed amendment not less than twenty-one days
prior to the meeting or written ballot. Without objection, a minor editorial change to any proposed
amendment may be agreed to prior to a vote on the proposed amendment. Any amendment adopted
shall become effective immediately upon its adoption unless otherwise specified in the amendment.

ARTICLE XI. Indemnification
The organization shall indemnify all officers and directors of the NIPHC to the full extent permitted by
the Illinois General Not-For-Profit Corporation Act of 1986, as amended, and shall be entitled to
purchase insurance for such indemnification of officers and directors to the full extent as determined
from time to time by the Board of Directors.
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SAMPLE 2. CAPITOL REGION EMERGENCY PLANNING COMMITTEE
EMERGENCY SUPPORT FUNCTION 8 (CONNECTICUT)
EMERGENCY PLANNING COMMITTEE BY-LAWS
Adopted November 19, 2001
As amended January 15, 2002

ARTICLE 1 Name of Organization
The name of the organization shall be the Capitol Region Emergency Planning Committee (CREPC).
The CREPC will function as a committee of the Capitol Region Council of Government’s Public
Safety Council.

ARTICLE 2 Mission
The mission of the Capitol Region Emergency Planning Committee (CREPC) is to protect the citizens
of the member municipal governments from all types of natural and man-made disasters. Specifically
without limiting its purpose, the CREPC shall serve as the local emergency planning committee for
hazardous materials for each member community.
The mission of the CREPC shall be accomplished through research, plan development, resource
sharing, and plan implementation during emergency events.

ARTICLE 3 Goals
The goals of the Capitol Region Emergency Planning Committee (CREPC) are to:
Increase the awareness and involvement of member municipal governments in the recognition
of hazardous material and all other hazard threats in the region.
 Increase the operational readiness of the member governments in handling hazardous material
incidents and all types of emergency incidents.
 Increase mitigation efforts in dealing with all types of hazards in the region.
 To reduce the number of hazardous material accidents through educational programs and
community hazards analysis for facilities with extremely hazardous substances (EHS).
 To identify and reduce the vulnerability zones and accident potential in the region.
 To provide public access to chemical hazards information in the region.
 Develop hazardous materials emergency plans; an overall emergency management plan; and
update existing plans for member municipal governments.
 Receive notification of all emergency chemical releases among the member governments.
 Evaluate and make recommendations with regard to resources for plan development,
maintenance, and implementation for all types of emergencies.


ARTICLE 4 Membership
The membership of the CREPC shall consist of at least one (1) representative from each of the
member governments and such other members as required by Title III of the Superfund
Amendments and Reauthorization Act of 1986 (SARA). Each municipality or organization member
shall have one voting member.

39

The categories specified in SARA include: elected and local officials; law enforcement; emergency
management; firefighting; EMS; health; local environmental and transportation agencies; hospitals;
broadcast and print media; community groups; and representatives of facilities subject to the
emergency planning and community right-to-know requirements.
Committee nominations may originate from current members of the CREPC or from the chief
executive officer of any member government.
Municipal government membership is open at all times to other communities who express an interest in
joining the regionalized local emergency planning committee concept. A vote of the membership is not
required for entry into the CREPC.
Member governments may withdraw from the CREPC at anytime based on the vote of the elected
board or council of that municipal government.
All committee members shall be submitted to and approved by the State Emergency Response
Commission for Hazardous Materials (SERC) and shall be submitted to all other state emergency
agencies.
Recognized professional experts in any given field may be used as advisors to the CREPC at the
committee’s discretion.

ARTICLE 5 Organization Structure
The CREPC officers shall consist of a chairperson, vice-chairperson, recording secretary, and the
remaining committee members.
Appropriate sub-committees may be utilized as deemed appropriate by majority vote of the CREPC.
Robert’s Rules of Order shall govern CREPC meeting procedures.

ARTICLE 6 Quorum
A quorum shall exist when the number of committee members present is equal to the number of
member communities in the CREPC.

ARTICLE 7 Staff Support
The Capitol Region Council of Governments (CRCOG) agrees to provide professional support to the
CREPC in the form of limited staff assistance and a centralized mailing address.

ARTICLE 8 Fiscal Support
In order to achieve the stated goals of the CREPC, the committee itself shall be empowered by majority
vote of the membership to raise and expend funds in any manner as may be determined by the
committee and consistent with local, state, and federal regulations.
Fiscal accountability for distribution of funds raised and expended by the CREPC shall be through the
oversight of a member municipal government or The Capitol Region Council of Governments (CRCOG).

40

SAMPLE REGIONAL SITE BY-LAWS

A PPENDIX D

ARTICLE 9 Meetings
As required by SARA Title III legislation, the CREPC shall meet at least once a year and at such
other frequency as required to fulfill the organization’s mission and goals.

ARTICLE 10 Duties of the Chairperson
A chairperson shall be selected by majority vote of the members present at the November meeting
each year for a period of one year. The chairperson shall preside over all meetings, appoint all
committees, and perform such other duties as may be incident to the office or shall be required state
or federal law. The chairperson shall sign all official correspondence and documents on behalf of the
CREPC.

ARTICLE 11 Duties of the Vice-Chairperson
A vice-chairperson shall be selected by majority vote of the members present at the November
meeting each year for a period of one year. In the absence of the chairperson or inability of the
chairperson to perform all the duties the office, the vice-chairperson shall assume the duties of
the chairperson.

ARTICLE 12 Duties of the Recording-Secretary
A recording-secretary shall be selected by majority vote of the members present at the November
meeting each year for a period of one year. The recording-secretary shall prepare and maintain the
full minutes of all meetings; give written notice of all meetings to members; and retain all documents
pertinent to the CREPC operations.

ARTICLE 13 The Order of Business
The order of business for regularly advertised meetings shall be:
Call the meeting to order
Adoption of previous minutes
 Report of the Chairperson
 Report of the standing committees
 Presentations
 Unfinished business
 New business
 Motion for adjournment



ARTICLE 14 Amending the By-Laws
These By-Laws may be amended as necessary by a 2/3rds majority vote of the members present at
the second reading of the proposed amendment. Amendments must be read into the official minutes
of a previous meeting and allow for a thirty day discussion period before the official vote.
File:

CREPC By-Laws 19 November 2001
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APPENDIX E: SAMPLE PROJECT PLANNING TEAM STRUCTURE FROM
NORTHERN ILLINOIS PUBLIC HEALTH CONSORTIUM
Project Management of PPHR
This project has a two-year time horizon. The first eight months focused on achieving regional
designation by meeting the criteria for the three core goals: preparedness planning, workforce
competency, and exercise simulation. A major part of the effort was in producing the
documentation required to demonstrate compliance with the criteria. The remaining 16 months will
focus on implementing the plan and achieving individual PPHR designation.
Development PPHR Submission Evidence:
PPHR submission evidence was developed by several committees. Committee membership and
responsibilities are outlined below. An organizational chart is provided in Appendix 1 of this document.
NIPHC Board of Directors:
 Consists of northern Illinois Health Departments including the Chicago Department of Public
Health, Cook County Department of Public Health, DuPage County Health Department,
Kane County Health Department, Lake County Health Department, McHenry County Health
Department, Will County Health Department and Winnebago Health County Department.
 Met monthly to review PPHR work plan updates.
 Provided approval and general oversight of the project.
 Approved final version of PPHR submission.
PPHR Steering Committee:
 Membership consists of the Executive Director of the Northern Illinois Public Health
Consortium, the NIPHC Preparedness Committee Co-Chairpersons, a representative from the
Illinois Public Health Preparedness Center at the University of Illinois-Chicago School of
Public Health and an emergency planner from one of the participant counties.
 Provided oversight of the PPHR project, including assigning tasks to other committees,
monitoring and reviewing progress of the project and ultimately providing the final document
to the NIPHC Executive Committee for approval.
 Met at least weekly to maintain project management.
 A consultant was hired to facilitate the PPHR regional exercise.
NIPHC Emergency Response Coordinator Committee
 The NIPHC Emergency Response Coordinator Committee provided technical guidance on the
project and reviewed and approved plan components generated by the steering committee or
other NIPHC Committees.
 This committee provided final review of the overall PPHR submission.
NIPHC PPHR Committees (for an overall description of these committees and others, refer to
Organization and Assignment of Responsibilities section):
 Public Information Officers (PIO):
 Developed PIO Annex.
 Communicable Disease and Epidemiology Committee:
 Developed Communicable Disease and Epidemiology Annex.
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PPHR
Regional Planning
Organizational Chart

NIPHC
Emergency Response
Coordinator Committee

NIPHC
Communicable
Disease Control
and Epidemiology
Committee

A PPENDIX E

Northern Illinois Public Health Consortium Board
11 LHD Executive Directors

PROJECT PUBLIC HEALTH READY
Steering Committee
NIPHC Executive Director,
ERC Chairpersons, LHD planner, UIC SPH Preparedness
Center and consultant

NIPHC
Environmental
Health
Committee

NIPHC
Legislative
Committee

NIPHC
Mental Health
Committee

NIPHC
Public Information
Committee
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APPENDIX F: REFERENCES AND RESOURCES
Department of Homeland Security, National Incident Management System (NIMS).
Web site: www.fema.gov/emergency/nims/index.shtm.
Federal Emergency Management Administration (FEMA). Web site: www.fema.gov.
Federal Emergency Management Administration’s (FEMA) Guide for All-Hazard Operations
Planning (SGL-101). Web site: www.fema.gov/pdf/plan/slg101.pdf.
Federal Emergency Management Administration (FEMA). Resource typing question and answer
document. Web site: www.fema.gov/pdf/emergency/nims/resource_typing_qadoc.pdf.
“Homeland Security, Effective Regional Coordination Can Enhance Emergency Response.” Report to
the Chairman, Committee on Government Reform, House of Representatives, (GAO-0401009) 2004.
National Association of County and City Health Officials. Project Public Health Ready.
Web site: www.naccho.org/topics/emergency/pphr.cfm.
National Association of County and City Health Officials. Project Public Health Ready ToolKit.
Web site: www.naccho.org/PPHRToolkit.
Regional Approaches to Preparedness: A Project Public Health Ready Working Paper. National
Association of County and City Health Officials.
Web site: www.naccho.org/topics/emergency/pphr.cfm.
The Public Health Virtual University. Web site: www.usaprepare.com.
University of Kansas. Community Toolbox. Web site: http://ctb.ku.edu.
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