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Cobb & Douglas Public Health (CDPH) Responses to Outline Questions

Date Nov 7,2023

Main Questions (tentative)
1. Outline of the Cobb & Douglas Public Health (CDPH)

1.1 What is founding body of CDPH (county, state, semi-government sector, or non-government organization)?
Cobb & Douglas Public Health (CDPH) is part of the Georgia Department of Public Health (state agency). The
state of Georgia is divided into 18 public health districts. CDPH is designated District 3-1 and is comprised of Cobb
and Douglas counties and their approximately 915,000 residents.

District size is based on population density; this is why some districts only have one or a few counties while others
have many. An online depiction of the districts is here.

In addition, counties have a Board of Health as part of the county government. Cobb County’s Board of Health web
page is here.

1.2 Roughly, how many the staff of CDPH by occupational category, and by centers?
Please see attached organizational charts.

1.3 How is the collaboration with universities, CDC and other academic organizations (including knowledge
translation, collaboration research, and fund)?
e We have very strong relationships with several of our higher education systems in our district:

o Kennesaw State University is one of the largest universities in GA with approx. 45,000 students. We
frequently partner for interns, strategic community health planning, public health messages sent out
to students/faculty, distribution of COVID tests/COVID & Flu vaccinations/ and outbreak responses.
They were also a key pandemic partner hosting ongoing mass drive through testing and vaccination
services.

o  We also partner with Chattahoochee Technical College and the University of West Georgia on
various PH messages to students and faculty. We are about to launch another level of partnership
with UWG related to a new mobile health van they recently purchased. We will use the van as
needed and UWG will provide nursing/health education students as needed to assist.

o  Georgia State University and KSU have also both helped us with our 5-year thorough Community
Health Assessment by helping to collect/analyze secondary data and host/analyze focus group
feedback.

o We work regularly with the CDC on too many projects to fully list here. A few to mention:

o CDC frequently funds programs and projects that directly serve our community.

o They have assigned staff and students (and covered their cost) to our district to help with emergency
and non-emergency projects.

o They are one of our trusted advisors related to policies and protocols.

Other academic institutions such as Morehouse University School of Medicine and Emory University’s
Rollins School of Public Health also partner with us for special projects as needed.

2. Health emergency preparedness and response
2.1 How to activate emergency mode from normal mode? (process and de facto decision maker)
The ultimate activation authority is the District Health Director (DHD), who would coordinate such a decision with
the state DPH leadership. Process:
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1. DHD becomes aware of a public health emergency in Cobb and/or Douglas counties requiring a district-level
response.

2. DHD directs district Emergency Coordinator (EC), who is the Director of the Emergency Preparedness &
Response department, to initiate a response.

3. ECnotifies EP&R staff.

4. EP&R staff determines nature of response needed and deploys appropriate personnel, assets, and equipment.

2.2 Where and how to use emergency operation center (EOC) room?

CDPH’s District Emergency Operations Center (DEOC) is located on the 2™ floor of Building A on the Marietta
campus. Our district did not use the DEOC facility during COVID-19 for several reasons:

e Concern over people working in close quarters in the DEOC during an infectious disease emergency.
e  Use of technology enabled DEOC functions to carry on via Teams, Zoom, conference calls, etc.

A physical EOC may be useful in a different kind of emergency for example where coordination over wide areas is
necessary, for example during hurricane evacuations.

2.3 How are command and control or cooperation with related organizations (e.g. medical facilities, NPOs, county
government; especially with county EOC, state EOC, and state department of public health EOC)?

e  Our district Emergency Preparedness & Response staff includes a Healthcare Coalition Coordinator role. This
individual is our liaison with medical facilities and related partners.

e  Communication & coordination with other organizations, including the county, state, and state DPH EOCs,
non-governmental organizations such as the Red Cross, and other external partners has evolved. In the past, we
would typically have sent a representative to the EOC with overall authority for the situation. This has been
superseded by technology, with the communication and coordination functions taking place through virtual
meetings, conference calls, etc. This is helpful because it enables better staff utilization and faster collaboration.

2.4 How to gather and share information inside CDPH and with outside organizations (e.g. meeting, use of
information and communication technology (ICT))?

This is accomplished through scheduled and ad hoc conference calls & virtual meetings. These may occur as often
as multiple times per day or as seldom as weekly or even quarterly depending on the need. The state-level
organizations, the Georgia Emergency Management Agency (GEMA) and/or Georgia DPH, typically organize and
conduct these sessions.

2.5 How to overcome required surge capacity and how to cooperate with the "Medical Reserve Corp'?

o  The Healthcare Coalition Coordinator within the district EP&R department is also our MRC coordinator. She
conducts regular meetings and training for MRC members.

e  Meeting surge capacity needs is a function of the 14 healthcare coalitions within the state. Our district is part
of Region N. This description is from their website and a map of the regions is here.

Georgia’s Healthcare Preparedness Program is directly funded by the Administration for Strategic
Preparedness and Response(ASPR) through the Hospital Preparedness Program (HPP) (link). HPP's
mission is to prepare the health care system to save lives through the support of regional health care
coalitions. HCCs are groups of health care and response organizations that collaborate to prepare for and
respond to medical surge events. HCCs incentivize diverse and often competitive health care organizations to
work together: 10 that end, we have formed the Georgia Healthcare Coalitions (GHC911.0rg) website as the
one-stop-shop for healthcare preparedness resources in the state of Georgia.

2.6 How to ensure good logistic (including equipment and facilities) and good risk communication?

Logistics: This was such a challenge during the COVID-19 response that we added an additional staff position
focused on inventory, maintenance, and calibration of assets, equipment, and supplies. This was initially considered
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a temporary role, however it was decided to make it permanent due to the substantial amount of material acquired
during the pandemic and ongoing agency needs, for example monitoring expiration dates and routine maintenance.

As an example, here are our before and after COVID command and storage assets:

Before:

1 x 10-meter Command trailer
6 x 4m storage trailers

1 x Ford tow vehicle

Present:

2 x 10m Command trailers

2 x 5.5m heavy-duty storage trailers

7 x 8m storage trailers

2 x Ford tow vehicles

1 x towable generator for site power

1 x small motorized vehicle for site mobility & non-mobile clients
1,500 x traffic cones

We will see and discuss these assets during your visit.

Risk Communication: This is a coordinated effort between our agency, including Epidemiology, and the state
DPH. A self-reporting system is used to monitor deployed staff.

2.7 How to train CDPH staff and related organization staff?
Many training opportunities are available to agency staff, including:

e  Federal Emergency Management Agency (FEMA) Emergency Management Institute (EMI) and Center
for Domestic Preparedness

e “TRAIN DPH” state library of training (some is mandatory, for example cybersecurity)
e  Partner offerings, for example through Counterterrorism Operations Support (CTOS)

e  Georgia Emergency Management Agency (GEMA) courses and certification program
o  Georgia Certified Emergency Manager (GA-CEM)
o  Georgia Advanced Certified Emergency Manager (GA-ACEM)
o  Georgia Professional Certified Emergency Manager (GA-PCEM)

e Internal agency offerings

o New staff EP&R familiarization (mission, assets, operations)
o  Workplace Emergencies course (fire, tornado, active assailant, bomb threat)
e  External courses, for example the University of Minnesota’s Incident Command System (ICS) courses

e  Conferences
o  Emergency Management Association of Georgia (EMAG) Summit & Training Sessions
o Statewide public health emergency preparedness
o National Association of City & County Health Officials (NACCHO) Preparedness Summit

2.8 How to ensure safety and health of staffs during disasters and pandemic?

Acquiring adequate PPE was difficult during the early days of the pandemic, however, while supplies ran critically
low at some points, we never ran out. Clinical staff are of course used to using PPE but we had to train the temporary
support staff.

2.9 What is the key points and major challenge to apply the National Incident Management System (NIMS)?

Use of NIMS and ICS has several advantages, for example documentation of decision-making rationale,
recording milestones and statistics, and ensuring consistent staff awareness of important information. One of our
areas for improvement following COVID was to take steps to improve adherence to ICS protocols. Use of ICS
documentation for example was inconsistent.
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A major challenge was that staff outside of emergency preparedness were largely untrained in ICS processes. We

have improved our training in that regard with a focus on practical elements.

For example, we emphasize what is important to the individual staff member on a day-to-day basis as opposed to the

“big picture” strategic and organizational elements. This slide from our new staff orientation presentation illustrates

this point. The presenter explains, “Our goal is to provide all of the information needed for you to feel comfortable

fulfilling your role during a public health emergency.” Then they describe the elements shown and how they prepare
the staff member to carry out a specific function during their shift.
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2.10 Can you kindly provide us with some manuals or documents for emergency preparedness and response in
DDPH and/or Georgia state?

Yes, I will see what is available to share.

3. Public Health Department Accreditation and other programs

CDPH have accredited in 2015 and reaccredited in 2021.

3.1 What is the main motivation of obtaining accreditation?

The Public Health Accreditation Board (PHAB) gives solid guidance for how an agency can establish a
system of continuous improvement.

We get accountability to achieving our goals. Every agency should have the goal to continuously improve
their service to their community. PHAB is an independent 3™ party that validates that we’ve met the
established guidelines.

‘We demonstrate our commitment to excellence to our clients and partners. Achieving PHAB accreditation
requires a significant commitment to improved service throughout the agency. Many departments must
work together to provide evidence of meeting the PHAB guidelines. By achieving this certification, our
clients can be confident that they will receive quality care and all residents are more confident that their tax
dollars are being spent responsibly.

Our funding partners appreciate that they are contributing funds to an organization that is committed to
quality performance and community collaboration.

3.2 What is the concrete examples of advantage to obtain accreditation?

Our Board of Health members who are familiar with Joint Commission accreditation for hospitals and
SACS accreditation for schools appreciate that we also are held to a high standard by an outside agency
who has the perspective of other like agencies across the country.
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e We note that we are PHAB accredited in all our applications for private and public non-traditional
funding. Many funders have said that this gives them confidence in investing/contributing to our
programs.

3.3 What is the concrete examples of challenge or hardship to obtain accreditation?
e Cost:

o We hired a fulltime accreditation coordinator to manage initial accreditation (in 2014), and that
position still exists and is responsible for annual reports and reaccreditation efforts. There are
external consultants that will help with this but given the level of coordination you need
throughout the agency; I’d recommend a fulltime internal position focused on this.

o Annual accreditation fees to PHAB are significant. However, the amount of your annual fee is
determined by the region’s population. Link for the 2022 Fee schedule.

e Time
o Many requirements for accreditation require written plans (e.g., workforce development plan,
quality improvement plan, strategic plan) and an established performance management system
that tracks various resource, output, and outcome measures. This takes substantial time from
agency leadership and program managers. Also, consultants may need to be brought in to support
some of these. We brought in a consultant to help develop our initial performance measures
throughout the agency.
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