North Carolinalnterim COVIBL9 Vacciration Plan
Executive Summary
October 16, 2020

Introduction
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pillars of response to thpandemic: Prevention, Testing, Tracing, Isolation and Quarantine. North
Carolina took early and aggressive action to slow the spread of the biiltsstatewide capacity for
testing PPE suppliesnd contract tracingdeveloped hospital surge plaras)d promotedaggressive
prevention strategies.

Guiding PrincipeT 2 NJ b 2 NIi K/ 49\MRdcideyPlaDd / h+L 5

1) All North Carolinians have equitable access to vaccines.

2) Vaccine planning and distribution is inclusive; actively engages state and local
government, public and private partners; and draws upon the experience and expertise
of leaders from historically marginalized populations.

3) Transparent, accurate, and frequent public communications is essential to building
trust.

4) Data is used to promote ey, track progress and guide decisioraking.

5) Appropriate stewardship of resources and continuous evaluation and improvement
drive successful implementation.

Theultimate goal is to immunize everyone who is eligible for and war@OVIEL9 vaccine.

Phased Approach to COWI® Vaccination
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information available from the Food and Drug Administration and the Centers for Disease Control and
Prevention.Four phase®f work will be carefully executed and evaluated.

1 The planning phasgalready underway, will continue throughout the vaccination campaign.

Planning phase accomplishmentsdate include: establishing a unified command structure with
crossdisciplinary state geernment teamswith an independent External Vaccine Advisory

Committee to guide plan development and implementation; finalizing priority populations for
vaccination based on risk of exposure and risk of morbidity and mortality from €0OWiah input

from the External Advisory Committee; designing a process to identify and enroll providers who are
able to reach the priority populations.

1 The implementation phas&ill begin when the first, initially limited, vaccine doses are allocated to
North Carolina, ath focus on the logistics required to receive and administer vaccines to prioritized
populations.

1 The adjustment phaswill begin when larger amounts of vaccine are available and focus on building
capacity of providers to order vaccine based on local daman

1 The transition phasevill begin when there is sufficient vaccine to immunize anyone in the state
who wants to be vaccinated in more established delivery channels similar to influenza vaccination
campaigns.
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Critical Populations
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Medicine (M\M) framework and in consultation with the Exterradlvisory Committee. Principles
guiding prioritization were equity, maximization of benefits, transparency, operational feasibility,
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Health care providers at high risk for exposure and who are vitélgdnitial COVID vaccine
administration efforts and staff in long term care will be prioritized first. People at high risk for clinical
severity and high risk of exposure will be prioritized next. This will include residents HTeongCare
settings, gople over 65 and staff of congregate living settings (migrant farm camps, jails and prisons,
and homeless shelter) and anyone with two or more chronic conditions identified by the CDC to be high
risk for COVID complications.
Historicallymarginalizedoopulations are represented in the early phase prioritization groups.
Subsequent phases will target lowesk populations and have more of a focus on decreasing
transmission through the populations.

COVIDB19 Vaccination Provider Recruitment ariehroliment

North Carolina will prioritize early outreach, recruitment and enroliment of key providers and
agencies who serve populations with high risk of clinical severity and high risk of exposure. The Advisory
Committeewill help to identify and engagghose providersNorth Carolina has created a streamlined
electronic process for provider enrollment applicatiolisgnsure verificationstorage and handling
assessmenisand approval and denial letter&nrollment is already underway with local health
departments, hospitals and health systems.

COVIBE19 Vaccine Storage and Handling

North Carolina will assess cedtbrage capacity across the state and will develop, coordinate, and
support an ultracold chain storage system if an approved vaccine cangligaguires it.This effort will
be informed by guidance from Operation Warp Speed (OWS), Centers for Disease Control and
Prevention (CDC), Food and Drug Administration (FDA), vaccine manufacturers, and NC state health
officials.

COVID19 Vaccination Ssond-Dose Reminders

Robust data, reporting and performance tracking systems are under develogarenanaging
provider enroliment, vaccine dose administration, patient scheduling, patient doshgaccine
orderingrecords.Reports and dashboards for lebgeneous internal and external audieneedl also
be developed North Carolina is exploring the use of the federally supported-bhafed Vaccine
Administration Management System application as well as an alternative end to end system to support
data cdlection and tracking effortsThese systems will allow us to track doses administered and
support second dose reminders via these data collection syséemprovider systemss well as the
vaccine administration cards provided at the time of administrat
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COVID19 Vaccination Program Communication

Vaccine hesitancy is expected to be high, especially amistayically marginalized peopigho are
highly represented in prioritized populationso pblic communicatiorefforts will focus onbuildinga
foundation of trust. The goals for broad public communicatimout COVIEL9 vaccinationgre that
North Carolians will 1) Trust the information that they receive from NCDHHS and Local Health
Departments 2) Lhderstand the benefits and risk8) Make informed decisionst) Know how and
where to get a COVHDO vaccination

Key initialgoalswill be ta: 1) Increase knowledge of vacciaadthe process of COVAL® vaccine
development 2) St expectations for limited availability at the onset of the vaccine deli@rjRaise
awareness and recognition bfstorical injusticeso mitigate vaccine hesitancyshistorically
marginalized peopléave been disproportionately affected by CO\E)engaging, including and
servinghemwellg At £ 0SS SaasSydAiAlrf (2 (GKS adz0Saa 2F b2NIK

COVIDBD19 Vaccine Safety Monitoring

Clinically important, adurse events following any vaccinatiorustbe reported by healthcare
providers to the Vaccine Adverse Event Reporting Syatsmequired of all COVHD9 vaccination
providers. Adverse events will also be monitored through electronic health record an$-based
systems (e.g., Vaccine Safety Datalink).

COVIBEL9 Vaccination Program Monitoring

North Carolina will continuously assess new information and guidance from the federal government
and evolving data and scienas well as incorporatiessons leared to refine its vaccination approach
and facilitate equitable access to vaccine, particularly for residents at the greatest risk for exposure and
severe illness.

Additional Information
As new information becomes available, the NC C&¥IDnified Leadeship may reassess, adjust, or
otherwise modify the proposed approach.
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The intent of this document is to describe North Carol@alan to vaccinate the sta@
population andinform state and local partner plan development

Prepared by:
NC Vaccination Planning Tea
Revision 10/6/2020|Version #1
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To All Recipients:

Provided herewith is the North Carolina COXEDVaccination Plan. This plan will provide a
framework and guidance for state agencies and local governments to meet the vision of
success, outline key tasks to accomplish the strategydafide a chronologcal operational

concept. This plan is also intended to provide information and guidance to local, Tribal, and
state partner agencies in their own plan development to support this state level plan.

This North Carolina COVID Vaccination Plan includesuigf4] phases of operation:
1. PlannindPhase 0)
2. Implementation(Phase 1)
3. Adjustment(Phase 2)
4. TransitionPhase 3)

The NC COWVAD® Vaccination Planning Teasresponsible for the development and
maintenance of the North Carolina COMI®Vaccination Plan. This Plan is in accordance with
all existing federal, state, and local statutes. All recipients are requested to advise the-COVID
19 VaccinatiorPlanningTeamregarding recommendations for improvement.

ThisPlanwill continue to be revised dsirther informationand guidances received from the
CDC and other federal agencies and as we progress through our planning and operational
stages. This Interim Nibr Carolina COVHD9 Vaccination Plan has been reviewed and is
supportedby the lead agencies of North Carol@ainified COVHR9 command structure.

/%..7/ il

Mandy Cohen
Secretary
North Carolina Department of Health and Human Services

it OB S

Michael Sprayberry

Executive Director

North Carolina Division of Emergency Management
North Carolina Departmendf Public Safety
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It is the intent of the State of North Carolina and the Unifi@ammandf the North Carolina
Department of Healttand Human Servicd®HHSand North Carolina Department of Public
Safety/Division of Emergency Management that within 9 months of vaccineniiag available
the following endstate will be achieved

At the end of this campaign, success will be having vaccisditeesidents oNorth Carolina
that can and wish to receive the vaccine.

Our values will serve as the guiding principles for therddsend state

Guiding Principles:

6) All North Carolinians have equitable access to vaccines.

7) Vaccine planning and distribution is inclusive; actively engages state and local
government, public and private partners; and draws upon the experiencegpekrtise
of leaders from historically marginalized populations.

8) Transparent, accurate, and frequent public communications is essential to building
trust.

9) Data is used to promote equity, track progress and guide deeiigking.

10) Appropriate stewardship akesources and continuous evaluation and improvement
drive successful implementation.
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Purpose

This operations plan supports the North Carolina C&@hcident Action Plan (IAP) and
outlines the actions and procedures that the CO¥&Unified Command Group will take to
vaccinate all people living in North Carolina.

Scope

This plan will provida framework and guidance for state agencies and local governments to
meet the campaig® vision of success, outline key tasks to accomplish the strategyledine

a chronological operational concept. This plan is also intended to provide information and
guidance to local, state, and Tribal partner agencies and governments in their own plan
development to support this statievel plan.

Situation Overview

North Carolina has an estimated population of 10,488,084. As of October 14, 2020, there were
236,407laboratory confirmed cases, 3,856 deathad 3,459,943 completed tests, and 1152

were hospitalized. On January 24, 2080rth Carolina initiated its response to CO\M®with

the activation of the Division of Public Hea®hncident Command CoordinaticCenter. The
Governof Coronavirus Task Force convened on February 17, 2020. On March 10, 2020,
Governor Cooper declaragistate of emergency and North Carolina instituted a Unified
Command incident management structure shared between the NC State EmegrBesponse
Team (SERT) and North Carolina Department of Health and Human Services.

b2NIK /I NPNMdhy+IQAOA KlxlLB2y tfly o6dzif Ra 2y (KS
and pillars of response to the pandemi8ince the start of the pandemiblorth Carolina took

early and aggressive action to slow the spread of the virus, managed shortages of testing and
PPE supplies, developed hospital surge plans, built testing and contact tracing capabilities, and
promoted prevention strategies. Our calteve actions flattened the curve of new cases,
prevented our healthcare systems from being overwhelysed provided valuable time to

build our state® capacity to respond to the crisis.

Our COVIEL9 pillars of response are:

A. Prevention provide guidanceyaining, technical assistance and education; maximize
communications and engagement; establish and enforce requirements; build a trusted and
effective vaccination infrastructure.

B. Testing: ensure adequacy of supply and access; drive demand; surge resources in hardest
hit communities and populations.
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C. Contact Tracing: build statewide infrastructure for rapid outreach to cases and contacts,
follow up and effective case investigatiomée contract tracers that are members of the
communities hardest hit to promote trust.

D. Isolation and Quarantine: build statewide accessdo-congreate shelters build referral
infrastructure and availability of support services that enable people to miss work and
safely stay at home.

b2NIK /IFNREAYlI Qa 20SNIftf -PPa@SOiAdSa Ay (GKS TFA
Protect ourselves, our loved ones, and oeighbors from getting seriously ill.

Restore our economy and get North Carolinians back to work safely.

Get our children back to school so they can learn, play, and thrive.

Address the disproportionate impact of COMI®on historically marginalized

populations.

PwnNPE

To determine the effectiveness of our strategy and to determine adjustments, we monitor the
following key COVHD9 trends and capacity metrics:
1. COVIiBike syndromic cases in the emergency departments.
New daily cases.
Positive tests as a perceage of total tests.
Hospitalizations.
Testing.
Contact tracing.
Personal Protective Equipment (PPE).

Noohkwn

Planning Assumptions

These planning assumptions directly reflect the latest guidance and information from$he U
Centers for Disease Control and Prevemt{CDC) as well as Operation Warp Speed.

COVIB19 Vaccine

1 Limited COVIE19 vaccine doses may be available during the fourth quarter of calendar
year 2020, but this supply will increase substantially in 2021.

1 Initial supply of COVHD9 vaccines will madikely be authorized for use under an
Emergency Use Authorization (EUA) rather than a full Biologic License Approval issued
by the U.S. Food and Drug Administration (FDA).

1 Cold chain storage and handling requirements for each CQ¥Maccine product wil
vary from refrigerated (2°C) to froze¥2Q°C) to ultracold ¢60° to-80°C) temperatures,
and ongoing stability testing may impact these requirements.

 Twodosesof COWDdp @ OOAY S>> aSLI NFrGSR o0& SAGKSNI x
for immunity, and seconddose reminders for patients will be necessary. Both doses will
need to match each other (i.&e the same vaccine product). A vaccine requiring only
one dose may be available latertive vaccination campaign.
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https://covid19.ncdhhs.gov/information/housing-sheltering/non-congregate-sheltering

1 Vaccines may require reconstitutiavith diluent or adjuvant at the point of
administration.

COVIB19 Vaccine Allocation

1 The Advisory Committee on Immunization Practices (ACIP) has issued preliminary
guidance on groups to prioritize for initial COMI®vaccination. Based on information
already released by groups such as the National Academy of Medicine, we anticipate
that populations of focus for initial COVID vaccination will likely bine critical
workforce that provides healthcare and maintains essential functions of society (see
https://www.cisa.gov/identifyingcriticatinfrastructureduring-covid-19), staff and
resdents in longterm care facilitiesand people with two or more canorbidities that
put them at high risk for complications from COMI® We anticipate further
refinement of that guidance.

1 Allocations of the COVAI® vaccine to jurisdictions will be baken multiple factors,
including, but not limited tppopulations recommended by th&CIRwith input from
the National Academy of Medicine), current local spread and prevalence of dOVID
and COVIE19 vaccine production and availability.

1 Jurisdictionshould anticipate that allocations may shift during the response based on
supply, demand, and risk.

1 Each jurisdiction should plan for both higemand and londemand scenarios.

1 No doses should be held back at the jurisdiction or provider level. The federal
government will hold back product initially to ensure second doses are available.
Jurisdictions should allocate the doses they have available to them at the dose level.

COVIB19 Vaccination Provider Outreach and Enrollment

1 To receive and administer COVIB vaccine and ancillary supplies, vaccination
providers must enroll in the United States Government C&\dIMaccination program,
coordinated through their jurisdictiad® immunization program, by signing and agreeing
to conditions outlined in the COWI® Vaccination Program Provider Agreement and
completing the COVHD9 Vaccination Provider Profile form.

1 CDC will make this agreement available to each jurisdi@iommunization program for
use in conducting outreach and enrolling vaccination providirssdictions will be
required to maintain these agreements on file for a minimum of three years.

9 Jurisdictions will be required to collect and submit to CDC information on each enrolled
vaccination provider/site, including provider type and setting, patigopulation (i.e,
number and type of patients served), refrigerated/frozen/uttald temperature
storage capacity, and logistical information for receiving C&l@IRaccine shipments.

1 Some multjurisdictional vaccination providers (e.g., select ladgagstore chains,

Indian Health Service, and other federal providers) may enroll directly with CDC to order
and receive COVAIO vaccine. These direct partners will be required to report vaccine
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supply and uptake information back to each respective jucigahi. CDC will share
additional information when available on these procedures to ensure jurisdictions have
full visibility for planning and documentation purposes.

9 Jurisdictions may choose to partner with commercial entities to reach the initial
populatons of focus.

1 Routine immunization programs will continue.

COVIB19 Vaccine Ordering and Distribution

1 The federal government will provide directed funding to the state, tribal and luelth
departments(LHDsJo execute the vaccination campaign. larth Carolina, 85 LHDs
serve all 100 countiedhe Eastern Band of Cherokee Indians in North Carolina are in a
unique position to administer and provide coordination for CO¥8DvaccinationAll
are challenged to stretch further without sufficient funding

1 COVIEL9 vaccine and ancillary supplies will be procured and distributed by the federal
government at no cost to enrolled COVIB vaccination providers. CDC will share more
information about reimbursement claims for administration fees as it becomes
avdlable.

1 CDC will use its current centralized distribution contract to fulfill orders for most GOVID
19 vaccine products as approved by jurisdictional immunization programs. Some vaccine
products, such as those with ult@old temperature requirements, witle shipped
directly from the manufacturer in shipping solutions that will maintain appropriate
temperature for extended periods.

9 Jurisdictiorenrolled vaccination providers will follow the jurisdicti®rvaccine ordering
procedures. COVHDO vaccinatiorproviders will be required to report ongoing COVID
19 vaccine inventory.

1 Vaccine orders will be approved and transmitted in @D{&ccine Tracking System
(VTrckS) by jurisdiction immunization programs for vaccination providers they enroll.

1 Vaccine (anddjuvant, if required) will be shipped to provider sites within 24 hours of
order approval by the immunization program if supply is available.

1 Ancillary supply kits and diluent (if required) will ship separately from the vaccine
manufacturer due to differst cold chain requirements, but shipment will be timed to
arrive with or before the vaccine.

1 Ancillary supply kits will include needles, syringes, alcohol prep pads, QOVID
vaccination record cards for each vaccine recipient, and a minimal supplysofraédr
protective equipment (PPE), including surgical masks and face shields, for vaccinators.

o Each kit will include supplies needed to administer 100 doses of vaccine.

o Jurisdictions may need to plan for additional PPE, depending on vaccination
site needs

o For COVIR9 vaccines that require reconstitution with diluent or mixing
adjuvant at the point of administration, these ancillary supply kits will include
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additional necessary syringaadneedles, and other supplies for this
purpose.
o Sharps containers, gloves, bandages, and other supplies will not be included.

1 Minimum order size for CD€entrally-distributed vaccines will be 100 doses per order
for most vaccines. Minimum order size for diresttip vaccines may be much larger. CDC
will provide more detail as it becomes available.

1 Vaccine will be sent directly to vaccination provider locations for administration or
designated depots for secondary distribution to administration sites,(ehgin
drugstoreskentral distributionpoints).

1 Once vaccine products have been shipped to a provider site, the federal government
will not redistribute product.

1 Jurisdictions will be allowed to redistribute vaccines while maintaining the cold chain.
However, with the challenge of meeting caldain storage requirements for frozen or
ultra-cold vaccines, jurisdictions should be judicious in their use of redistribution and
limit any redistribution to refrigerated vaccines only. Entities permitted to redistribute
COVIBL9 must sign and agree toalconditions in the COWID® Vaccine Redistribution
Agreement.

9 Jurisdictions are not advised to purchase ultrdd storage equipment at this time;
ultra-cold vaccine may be shipped from the manufacturer in coolers that are packed
with dry ice, can storeaccine for an extended period of time, and can be repacked for
longer use. CDC will provide additional detail as it becomes available.

COVIB19 Vaccine Administration Data Reporting

9 Jurisdictions will be required to report Cid€fined data elements relatet vaccine
administration daily (i.e., every 24 hours). CDC will provide information on these data
elements to jurisdictions.

1 All vaccination providers may be required to report and maintain their CQYID
vaccination information on CECVaccine Finder.

1 CDQ@ Vaccine Administration Management System (VAMS) will be available to
jurisdictions/provider sites that need assistance with patient registration and
scheduling, clinic flow, supply management, patient record management, and reporting.

1 CDC has priiized jurisdiction onboarding to the 1Z Gateway to allow Immunization
Information Systems (IISs) to receive data directly from national providers, non
traditional vaccination providers, and VAMS, as well as to report vaccine administration
data to CDC,nder 1Z GatewagConnecf functionality. 1Z GatewagSharé functionality
will allow exchange of immunization information across jurisdictions.

1 Data Use Agreements (DUASs) will be required for data sharing via the IZ Gateway and
other methods of vaccine ainistration data sharing with CDC and will be coordinated
by each jurisdictio® immunization program.
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Communication

T

CDC will develop communication resources for jurisdictions to use with key audiences.
These resources will be available on a putalngwebsite currently under

development, but jurisdictions will likely need to tailor messaging and resources specific
to special populations in their communities.

CDC will work with national organizations to disseminate key messages.
Communication and edutianal materials about COVAI® vaccination provider

enroliment, COVIR19 vaccine ordering, COVID vaccine storage, handling,
administration (i.e., reconstitution, adjuvant use, administration techniques, etc.) will be
available in a variety of formats.

When vaccine supply is available for expanded groups among the general population, a
national COVIR9 vaccine finder will be available on the pulfcing Vaccine Finder.

A screening tool on the CDC website will help individuals determine theisaiability

for COVIEL9 vaccine and direct them to the Vaccine Finder.

COVIB19 Vaccine Safety

l

l

T

)l

Clinically important, adverse events following any vaccination should be reported by
healthcare providers to the Vaccine Adverse Event Reporting System (VAERS), as
required by the Provider Agreement.

Adverse events will also be monitored through electronic health record (EHR) and
claimsbased systems (e.g., Vaccine Safety Datalink).

Additional vaccine safety monitoring and regulatory considerations may be required
under the EUA.

If applicable, jurisdictions should ensure providers know where to find provider and
recipient EUA fact sheets, have read and understand them, and are clear on the
requirement to provide the recipient fact sheet to each client/patient ptmr
administering vaccine.

Key Tasks
1) Establish and utilize internal organizational structure and external partner involvement

a.

b.

Utilize internal planning and coordination team with members representing a wide array
of expertise and clearly definedles and responsibilities.

Establish external advisory committee and engage external partners, stakeholders, local
and state agencies, and tribal leaders with expertise in care and access issues for critical
populations to enhance development of plansach of activities, and risk/crisis

response communication messaging and delivery.

Ensure budgeting and contracting follows state procurement rules and regulations and

is completed in consultation with appropriate staff.

Page | 10

Author: North Carolina COVID-19 Vaccination Planning Team. Publication Date 10/16/20.



2) Establish continual quality improveent processes to identify and address gaps in
preparedness, planninggnd execution

a.

b.

Utilize and ensure all partners have existing and forthcomingi@b@ded COVIE9
planning assumptions.

Establish reporting systems to continue to assess readiness and gaps and quickly
respond to identified gaps in planning or execution of the plan.

3) Ensure capacity for data collection and data sharing for immunization information system
(11S), other reporting systes) and data systems

a.

o o

Determine baseline and enhance IIS capacity and capabilities to onboard providers and
capture and report CDfequired reprting elements

Maintain visibility on doses administered by priority group and location as well-as on
hand inventory levels

Execute neededgreements for data sharing

Proactively report data on public dashboard

Ensure a backup system is available egatly if the primary system becomes unusable

for any reason

4) ldentify and Prioritize Critical Populations

a.

b.
C.

Establish priority groups and syiority groups for each phase of vaccine availability in
a transparent way utilizing federal guidance and exté@@VIBEL9 External Advisory
Committee

Estimate numbers for priority groups

Establish an allocation formula that is transparent and defendable

5) Create access points for vaccine administration

a.

d.
e.

Identify and enroll providers intthe COVIBLY vaccination program for early narrow

and later broad vaccination plans

Include broadbased healthcare partners (primary and specialty care providers, skilled
nursing facilities, other lontprm care settingslocal public health agencies, hospitals
and health systems, pharmacies, mobile vaccination providers, occupational health for
large employersproviders servingncarcerated populations, and payers)

Prepare for vaccinations through regular healthcararatels and new mobile or
communitybased mass vaccination sites

Include community partners to increase accessibility, uptake, and reach

Create a transition plan from low supply/high demand to high supply/low demand

11) Create proactive and inclusive communication plan

a.

b.

Be guided by research in understanding barriers, values, and motivations for vaccine
uptake across different populations.

Lead with transparency with early and frequent communication about process and
plans;identify and determine process, opportunities, and settings for frequent
communication with stakeholders
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c. Determine proactive and culturally sensitive and linguistically responsive
communication approaches for critical populations as well as the gepebdic.

d. Communicate clearly and in an impactful way with all stakeholders from start to finish in
appropriate languages with tailored and tested messages for target populations.

e. Engage respected community leaders and sources to promote trust

Concept ofOperations

This vaccination campaign will be accomplished in four phases: Planning, Implementation,
Adjustment, and Transition.

A. Phase 0: Planning

Planning will be a continuous operation throughout the vaccination campaign. In the initial
planning stages, we will establish priority groups and data reporting mechanisms including
ordering and inventory as well as vaccine administered. Priority populations will be based on
COVIBL9 exposure risksisk of morbidity and mortality, among otherfactorsas described in

the prioritization annexUsing our priority populations list, we will identify and enroll
vaccinating providers critical to reaching those populations. Enrollment will be based en CDC
provided agreementsEnrolled providersalongwith other data sourcesyill identify the

numbers of priority populations each provider serves or can reach. The planning process will
provide extensive detail for each of those operations. Written plans will signal readiness to
move to implementation.

B. Phase 1: Implementatiorg Potentially limited supply of COVHR9 vaccine

doses available
Implementation will begin when first vaccine doses are allocated to North Carolina. In this
initial phase, vaccine supplies will be very limited and targeted to thaséty populations
identified in the planning phase. These populations will most likely include chigadthcare
workers at high risk of exposure, essential workers (e.g., emergency management, fire, etc.),
and longterm care staff and residents. Treesaccines will most likely l@&ministered in closed
settingsfor employees or residentsFurtherwe are prioritizing populations with high risk of
morbidity and mortality of COVHD9, especially those in settings or occupations with increased
risk of exposure, e.g., people living in congregate settings (migrant farm workers, incarcerated
people, people in homeless sheltergorkers in highkdensity occupatiomndfrontline workers.
Vaccinations for these groups will most likely be administered through a combination of
vaccination clinics administered by local health departments for critical populations or through
arrangements for ossite vaccination clinics. Hisicallymarginalizedoopulations (HMPs) are
over-represented in the prioritized populations categoridsrst doses will be allocated to
administration locations across the state based on priority populatibascan be reacheds
well as minimum shipm@ increments determined by CDEarly vaccine is likely to be shipped
in increments of P00 due to vaccine storage needs at ut@d conditions.Administration
locations serving numbers greater than the minimum shipment will be eligible to receive
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shipments direct to their locations. However, large shipmeriimums willalsorequire
providersand settings who servemaller numbers of priority populations to work together
likely with local health departmenj$o receive vaccine for early vaccine adrstration. Some
vaccine may be available in shipment increments of 100 for smaller priority providers.
Providers will be required to report vaccine administered in near real time through electronic
systems detailed in Annex F. Also, during the impleaten phase, we will continue to enroll
providers that will provide COWI® vaccine to priority populations beyond the initially
targeted priority populations.

C. Phase 2: Adjustment Large number of vaccine doses available

The next phase will be when more vaccine is available, and we have higher supply and high
demand. During this phase we will transition from allocation to providem toidersordering

for themselvesased ompopulationneedsandlocal demand. Also ahis time, we anticipate

the shipment minimunwill be reducedo 100 . This phase will require more points of access,
mass vaccination clinicandbroad vaccination sites with maximum throughput of persons to
be vaccinated. Adjustments will be needed d&@®n things that change as vaccine becomes
available rendering the current plan unworkable for any number of reasons.

D. Phase 3: TransitionSufficient supply of vaccine doses for entire population

(including a possible surplus of doses)

The third phase will be moving to a time of high supply/lower demand. We will be transitioning
to fewer mass, mobile, or communityased vaccination clinics and sites and continuation of
vaccination in more established channels of vaccifilee final stag of the vaccine campaign

will be that of transition to what future COVID vaccination will look like. This is likely to be
similar to annual seasonal flu vaccine campaigfhroughout the procesdata systems will be
established and used to monitor praggs, inform needed changes, and allow for transparent
reporting to stakeholders, partners, and the public.
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Response Organization and Roles/Responsibilities

Command, Contrgland Management

The overall COVIDO and vaccination organizational response gt is presented in the
charts below and in Appendix 2. Figure 1 depicts the North Carolina DHHS organizational
structure and Figure 2 depicts the associated vaccination planning team organizational
structure. The organizational structure of the State Egesicy Response Team (SERT) is in
Appendix 2. These three structures interact under the unified command principle through a
series of daily and weekly synchronization meetings.

Figure 1.COVIB19 DHHResponsestructure

Qutbreak / epi I Pl of COPAD-1F rospenss

NC DHHS COVID Response Structure Eringioncio

InEisgrat e il

Pravention Casa Investigation Wrap Around

& Contact Tracing BH S IDD

Four pillars, focus efforts, and enabling functions Existing aperations impacted by COVID-19
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Figure 2 VaccinationPlanning Tean&tructure:
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COVIB19 SERT Overall Organizational StructurRefer to Appendix 2.
External Advisory Committee

The North Carolina Institute of Medicine has convened a CQYIExternal Advisory
Committeeof key stakeholders and partners to work with thertth CarolinaDepartment of
Health and Human Services

OrganizationaMembers of the Advisory Group
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Wake Forest University

UNC School of Public Mealth

Clinton Medical Clinic/NC Med Society

NC Institute for Public Mealth

Roanoke Chowan Community Mealth Center; Ahoskie, NC
UNC Health

Duke

BuncombeCounty Health Department

UNC School of Medicine

Duke

Nash County Emergency Management

BCBS North Carolina Foundation; Blue Cross NC
NC NAACP

El Pueblo

El Centro Hispano

Episcopal Farmworker Ministry

NC Agromedicine Institute

Eastern Band of Cherokee Indians Public Heath and Human Services
Lumbee Teibe of North Caralina

NC Department of Public Safety

NC Council of Churches

Old North State Medical Society

NC Academy of Family Physiclans

NC Association of Free and Charitable Clinics
NC Association of Community Health Centers
North Caroline Nurses Associalton

NC Health Care Facilities

NC Senior Living Association

AARP; The Generations Study Group

Vidant Mealth

Wake Forest Baptist Health System

College of Nursing, Doctor of Nursing practice Program; Brody School of Medicine
Duke Human Vaccine and Clinical Trials Unit
UNC School of Medicine

Novant

immunization Branch, 't Sragg

NC State, Student Health

Atrium Mealth

[+ 1]

NC Board of Pharmacy

Biologics by McKesson

NC Chamber Foundation

Organlzation

NC State AFL-CIO

Blue Cross NC

UNC Chape! Mill, School of Government

NC Association of County Commissioners
UNC Chapel Mill, Schoo! of Medicine
Disability Rights North Carolina

Legal Ald - Farmworker Unit

NC Retall Merchants Association

NCACC

Gullford County Emergency Management
Racial Equity Institute; Guilford County Schools
NC Justice Center

North Carolina Commission of Indian Affairs
Temple Beth Or

Islamic Association of Raleigh

Sandhills NC Black Nurses Associstion
foanoke Chowan Community Health Center
CCNC

NC Society for Human Resource Management
Senate, NCGA

House, NCGA

OCDEE

Department of Administration

NC Pandemic Recovery Office

Office of the Governor

NC Association of Educators

NC Sheriffs Association

NC Assoclation of Rescue and EMS

NC Academy of Physiclan Assistants

LCU Brody School of Medicine

friends of Residents in Long Term Care
League of Municipalities

Kote 8. Reynolds Charitable Trust

Delhaize Americo

NC AMEC

Academy of Doctors, Dentists, and Pharmacists; UNC
NC Community College System

Wake Forest 50M

wru

NC Mutual

NCSU

Chargeof the Committee includes to:

1 Inform an equitable, safe, and feasible distributiorG®VIBL9 vaccine

1 Refine detailed prioritization of groups to direct initial provider enrollment so that
people can clearly align themselves with a group

1 Enhance reachforaccine activities, includingrovider recruitment and engagement,
expansion to noftraditional channels and sites, and operationalizing distribution sites

1 Support and provide guidance on ongoing messaging and communications, outreach to
the public, espciallyHMPs, and serg as spokespeople for vaccine campaign.

Plan Development and Maintenance
Development

The Mrth CarolinaDHHS VaccinatidPlanninglTeamis responsible for the development of this
plan and annexes.
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Maintenance

The vaccination planning leads will maintain, distribute, and update the [Rasponsible

officials instate or local agencies should recommend changes and provide updated irifforma
periodically (e.g., changes of personnel and available resources). Revisions will be forwarded to
thoseon the distribution list.

Review and Update
Plan Revision

A revision is a complete rewrite of an existing plan or annex that essentially resaltein
document. Revision is advisable when numerous pages of the document have to be updated,
when major portions of the existing document must be deleted or substantial text added, or
when the existing document was prepared using a word processinganotirat is obsolete or

no longer availableRevised documents should be given a new date and require new signatures
by officials.

Formal Plan Change

A formal change to a planning document involves updating portions of the document by making
specific changs to a limited number of pages.

Changes are typically numbered to identify them and are issued to holders of the document
with a cover memorandum that has replacement pages attachidte cover memorandum
indicates which pages are to be removed and whegllacement pages are to be inserted in

the document to update it.The person receiving the change is expected to make the required
page changes to the document and then annotate the record of changes at the front of the
document to indicate that the chaye has been incorporated into the documemt.change to a
document does not alter the original document date; new signatures on the document need
not be obtained.

References

A. Federal

1. Vaccine Prioritization Guidancengoingdevelopment).

2. COVIBEL9 Vaccine Provider Agreemertdr(goingdevelopment).

3. Comprehensive Preparedness Guide (CPG) 101: Developing and Maintaining State,
Territorial, Tribal, and Local Government Emergency Plans, Federal Emergency
Management Agency, March 2009.

4. Homeland Security Excise and Evaluation Program (HSEEP), February 2007.

5. National Incident Management System (NIMS), Department of Homeland Security,
December 2008.

6. National Response Framework, Federal Emergency Management Agency, January
2008.
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B. State
1. State Vaccine Prioritiian guidance (in development).
2. North Carolina Medical Board Approved Medications and Approved Skills for
Credentialed EMS PersonmgRevised 06/19/2018
3. Delegation of immunization administration to UAP in declared state or national
emergencies or federal/state DHHS CD@nitiated mass immunization campaigns.
4. North Carolina Emergency Operations RISCEOPR)
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Annex (A): External Relations

Annex (Al): External Relations (Healthcare)
Annex (A2): External Relations (Historically Marginalized Populations)
Annex(A-3): External Relations (Local Health Departments)
Annex (A4): External Relations (Public)
Annex (B): Clinical Provider
Annex (C): Prioritization of Critical Populations
Annex (D): Allocation/Distribution
Annex (E): Supplghain/Storage

Annex (F): Data, Reporting, and Performance Tracking

APPENDICES

Appendix 1: COVH29 Vaccination Plan List of Acronyms

Appendix2: COVIB19 SERT Organizational Structure

Appendix3: North Carolina Legal Authority to Address COMI® Pandent
Appendix4: NCIR and Dashboard Technical Specifications

Appendix5: Communications Matrix

Appendix6: Prioritization Process

Appendix7: Tribal Planning Tool

Appendix8: Safety Data Sheet Dry Ice

Appendix9: Dry Ice Safety Instructions

Appendix10: COVIBEL9 Vaccination Program Interim Playbook for Jurisdiction
Operations September 16, 2020

Appendix 11: Managing Workplace Fatigue During COY8D
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Purpose,Scope, and Situation Overview

Purpose

The purpose of this document is to inform local, state, tribal, and federal governments, relevant
agencies, organizations, and other stakeholders of the response plans specifically related to
how the North CarolinaOffice of Emergency Medical Services (OEMS) Healthcare Preparedness
Program (HPP) will assist in carrying out the $at&erall mission of vaccinating every North
Carolinian that can and wishes to receive a Ca\@accine.

This concept of operations i@bed upon current guidance from the Centers for Disease Control

and Prevention (CDC) and the Assistant Secretary for Preparedness and Response (ASPR). This
information is subject to change as more CO¥®Dvaccine information becomes available and

the oveall situation evolves or changes.

Scope

This annex is relevant to all participating healthcare providers/systems, independent hospitals,
longterm care facilities, healthcare coalitions, pharmacies, first responder agencies, emergency
managementand othe healthcare providers within North Carolina.

Situation Overview

COVIBEL9 vaccine is a medical countermeasure that will protect against symptomatic iliness in
recipients and significantly reduce COMMDtransmission among the population. It is
anticipated that the first doses of CO\I® vaccine will become available on a limited basis as
early as Nogmberl, 2020. While many federal and state organizations are currently working
on prioritization of vaccine recipients, it is anticipated that healthcaoekers and first
responders who are at high risk of exposure to C@\@0ongterm care staff and facility
residents,and people with two or more canorbidities that put them at high risk for
complications from COWAO will be included in some of thieighestpriority groups and

therefore beamongthe first North Carolinians to be vaccinated.

Concept of Operations

A. Phase 0: Planning
1 Identify all relevant vaccine stakeholders (in no priority order) in the healthcare/first
responder sector:
o Hospitals
A Private Systems & Independents
A StateOperated Facilities
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o

A Cherokee Indian Hospital
A Veterans Affairs Hospitals
A Military Hospitals

Skilled Nursing Facilities (including state operated facilities)

Adult Care Homes

Assisted Living

Group Homes

Intermediate Care Facilities for People with Intellectual and Developmental
Disabilities (including stateperated facilities)

Primary and Specialty Care Providers

Urgent Care Clinics

Travel Clinics

Local Health Departments

Dentists

RespiratoryTechnicians

Home Healtloare and Hospice Agencies

Correctional Facilities

Nursing Associations

Pharmacies

Occupational Health/Mobile Health Agencies (especially those serving critical
infrastructure businesses such as food processing and manufacturing)
Morticians/Funeral Home Workers

Dialysis Clinics

Federally Qualified Health Centers (FQHC)

Rural Health Clinics

Free and Charitable Clinics

Community Health Workers

Fire and Emergency Medical Services Agencies

State and Local Law Enforcement Agencies

M1 Perform outreach and establish lines of communications to each stakeholder within
the categories listed above.

o
o

Identify COVIEL9 vaccine points of contact for each stakeholder
Leverage partner relationships to assist with communicatiostaieholder
groups (see Appendix 4: Communications Matrix for responsibilities)

1 Share opportunities for required training developed by the North Carolina
Immunization Branch regarding the following CO¥fDvaccination topics:

o

North Carolina External Adeiyy Committee COVHDI vaccine priority
recommendationsand the Advisory Committee on Immunization Practices
recommendations when available

How to order and receive vaccine
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COVIBL9vaccinestorage andhandling
Vaccine administration, reconstitutipand wse of any adjuvants or diluents
Required documentation and reporting of vaccine administration
o Management of COVHIO vaccine inventory
1 Determine which identified stakeholders will serve as vaccine administration
locations.

o For each administration locatiguletermine the following:

A Vaccine storage capability including ultoav, standard frozen and
refrigerated storage

A Population served, broken down into categories that match vaccine
prioritization groups

o Ensure each identified vacciagministration site signs the federally required
COVIBEL9 Vaccine Provider Agreement

1 Ensure stakeholders identified as vaccine administration sites have access to North
Carolina Immunization Branch guidance and resources needed to successfully store,
administer, track and report vaccine usage.

o Assist North Carolina Immunization Branch as needed with enrolling
administration sites into the appropriate IT system(s) chosen by the state to be
used for this campaign (NCIR, VAMS, etc.).

1 Ensure stakeholders areeurately represented in priority vaccination guidance
created by federal and state workgroups.

o Clearly communicate prioritization guidelines to each stakeholder group

1 Provide continuous updates and education related to vaccine planning and
implementationby presenting the most current vaccine information via the
following avenues:

o Monthly hospital/EMS coordination webinar

o Monthly Office of Rural Health/healthcare coalition webinar

o Weekly conference calls with healthcare coalition leaders

o Quarterly healthcee coalition meetings for aflighthealthcare coalitions
statewide

0 Weeklyleadership calls witfocalhealth directors andocalemergency
management

o Twicea-month Public Health Offichours with providers

Twicea-month webinar with Medicaigbroviders

o Monthly webinars hosted by Community Care of North CaraimaNorth
CarolinaArea Health Education Centers, in partnership widnthl Carolina
Academy of Familihysicians, drth CarolinaPediatric Societygnd North
CarolinaPsychiatric Association

o Monthly COVIEL9 behavioralhealth provider calls

o Weeklylongterm care coffice hourg calls

O O O

(@)
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o Establish additional webinar opportunities with targeted audiences as needed,
for example evolving behavioral health managed care organizations
o Direct email tadentified vaccine points of contact at each stakeholder
1 Encourage stakeholders to exercise their individual CQ9Naccination campaign
plans (i.e.leveraging seasonal flu vaccination campaign)
o Provide technical support and guidance as requested
o ShareAfter Action Reports/Improvement Plans among stakeholders to better
inform planning
1 Connect stakeholders with their local health departments to ensure a whole
community approach to local COVIDB vaccination campaigns.
1 Provide planning support and technical assistance related to mass vaccine clinic
design to stakeholders serving as adrsiiration sites as needed.
1 Identify nontraditional vaccinators that may be able to assist with mass vaccination
campaigns (EMS, dentists, veterinariagiasmworker health outreach workers, ejc
o Work with regulatory agencies/boards that oversee these geoto ensure all
necessary rules are waived or declarations are in place to allow them to assist
with mass vaccination
o Inform stakeholders of noiraditional vaccinator options

B. Phase 1. Implementation
1 Prioritize communication to healthcare providers vaeting the groups in the
higherpriority categories
1 Continue providing updates and education about vaccine to stakeholders via the
avenues mentioned above.
o Updates will include, but not be limited to:

A State allocation strategy and outcomes

Information about overall vaccine supply

Current recommended vaccine priority groups

Vaccine storage, handling, reconstitution, and administration

Best practices and lessons learned from other stakeholders

o Frequencyof updates provided to stakeholders will be adjusted based on rate
of information change and pace of allocations

1 Ensure vaccine administration sites are accepting/denying their allocations in a
timely manner via the IT system chosen by the state.

1 Ensurevaccine administration sites understand and are adhering to finalized
vaccination priority guidance.

1 Communicate with stakeholders who are not serving as vaccine administration sites
about opportunities for them to receive the vaccine when appropriatedabon
vaccination priority guidance.

1 Respond to any technical assistance requests or resource requests related to vaccine

> > > > >
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administration
1 Mobilize nontraditional vaccinators to support vaccination campaigns as needed.

Phase 2:Adjustment

Asvaccine supply improves and we move into phase 2, HPP will take the following

actions:

1 Expand channels of communication to vaccinating providers for broader
populations. Continue to communicate changes in vaccine prioritization, availability,
and guidelines for uskby all stakeholders via the avenues mentioned above.

1 Continue to provide orlsare opportunities for training regarding COMIB vaccie
to new stakeholders identified asccinationproviders that come onboard as
vaccine availability improves.

1 Continue to respond to any technical assistance requests or resource requests
related tovaccine administration

Phase 3:Transition
As vaccine supply improvéaather, HPP will take the following actions:

1 Continue to communicate changes in vaccine prioritization, availability, and
guidelines for uséy all stakeholders via thavenues mentioned above.

1 Continue to provide or share opportunities for training regarding C&@Naccine
to new stakeholders identified agccinationproviders that come onboard as
vaccine availability improves.

1 Continue to respond to any technical etance requests or resource requests
related to vaccine administration

Organization and Assignment of Responsibilities

A.

General

The Mrth CarolinaOffice of Emergency Medical Services Healthcare Preparedness
Program (OEMS HPP) will leverage existingipeships and develop new ones as
needed to ensure successful implementation of the state Ca¥liaccination plan.

Assignment of Responsibilities
1) OEMS HPP
a. Serves as lead for this annex of thertkh CarolinaCOVIBL9 Immunization Plan.

2) Regional Healthcare Coalitions
1. Serve as a conduit of information to stakeholders regarding vaccination planning
and implementation.
2. Providetechnical assistance anlp withresource requests from stakeholders
within their regon.
3. Facilitate connections between healthcare providers and local health
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departments.

3) HPP stakeholders identified asccineadministrators
a. Provide designated COVID vaccine points of contact upon request.
b. When prompted, complete and sigbOVIBL9 Vaccination Program Provider

Agreement to enroll in State COVID Vaccination Program.

i. Ensure all fields of the COVIB Vaccination Program Provider Profile
section of the provider agreemeiatre complete

Register for access to vaccine IT systéimsen by the state

Receiveandstore vaccine in accordance with federal/state guidelines

e. Administer vaccine to employees and patients in accordancefettaraland
state prioritization guidelines.

f. Report vaccine inventory and useadocordance with state guidelines.

g. Adhere to all requirements of any Emergency Use Authorizations (EUAS) that
may be in place.

h. Report clinically important adverse events following COMDaccination to the
Vaccine Aderse Event Reporting System (VAER3equired by the COWD®
Vaccination Program Provider Agreement.

Qo

4) HPP Stakeholders who are NOT vaccine administrators
a. Provide designated COVID vaccine points of contact upon request.
b. Stay current with thedatest vaccine information

c. Review and understand vaccine prioritization guidance and seek vaccine when

appropriate based on guidance.

Communications

Key stakeholders for external relations, the lead agear@yperson responsible for
communication with thastakeholder group, the main methods of communication used to

reach that stakeholder, any third parties or secondary agencies that may assist in reaching that

stakeholder are identified in Appendix 4: Communications Matrix.

References
A. Federal

1.
2.

Vaccine Priotization guidance (in process of being developed)
CDC COWII® Vaccination Program Provider Agreement

Guidance for Licensed Pharmacists and Pharmacy Interns RegardingX®OXETines
and Immunity under the PREP Act
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Gomprehensive Preparedness Guide (CPG) 101: Develmpihilaintaining State,
Territorial, Tribal, and Local Government Emergency Plans, Federal Emergency
Management Agency, Mar@009.

Homeland Security Exercise and Evaluation ProgHBEEP), Febru#907.

National Incident Management System (NIMS), Departméhtomeland Security,
December2008.

National Response Framework, Federal Emergbtanyagement Agency, Janué&08.

B. State
1. State Vaccine Prioritization guidance (in process of beéavgloped)

2. North Carolina Medical Board Approved Medications and Approved Skills for
Credentialed EMS Personnel (136 KB RRevised 06/19/2018

3. Delegation oimmunization administration to UAP in declared state or national
emergencies or federal/state DHHS8 CDd@nitiated mass immunization campaigns

a. StateEOP
b. State map with homeland security and emergen@nagement regions
C. Local
1. Local EMS protocotglated to immunization administration
External Relations (Healthcare) SYIERCOEMSNCPHRR (MCM)
2. LocalEOPs

3. Inter-localagreement(s)
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Purpose, Scope, and Situatiddverview

Purpose

To recommend effective strategies and important considerations in order to reach historically
marginalized populations (HMPs) with the CO¥®Dvaccination.

Scope

HMPs in this annex include African Americans, LatinX people, fededagate-recognized
American Indian tribes, Asian Americans, immigrants (regardless of legal status), refugees,
LGBTQ+, and people with disabilities.

North Carolina leaders will include statecognized Americamdiantribal leaders and
organizations in vaaae rollout planning efforts. Indian Health Service (IHS) will provide
vaccination services to the Eastern Band of the Cherbigians(EBCI); health/medical
facilities will need to work with state authorities to receive vaccination for stategnized
tribes. North Carolina will reach out to tleeght non-federally recognized tribes to ensure
access to vaccination services, since these groups will not be served by IHS.

SituationOverview

Location:

Statewide considerations for reaching thgsapulations will differ for those in large areas
(Charlotte, Raleigh, etc.) vs. the most rural areas where access to any medical care is severely
limited.

Demographic:

North Carolina HMPs have experienced significant disparities in €@\iBgnoses and
deaths. At the beginning of the pandemic, African American populations were experiencing
disproportionate rates of infections and deaths.

1 African Americans make up 22% of the North Carolina population; howasef April
2020, African Amricans accounted for 38% of confirmed and probable CQYiiases
and 40% of COVi®related deaths. Since that tim@he disparity in rates of infection
has improved and as of October 14, 2020, African Americans account for 23% of cases.
However, disprity in deaths, while improved, has continyedth African Americans
comprising 30% of COVI¥-related deaths.

1 LatinX people are 9.8% of the North Carolina population. Earlier in the pandemic, the
LatinX population made up 40% of labnfirmed COVIR9 cases. While it has

Page | 27
Author: North Carolina COVID-19 Vaccination Planning Team. Publication Date 10/16/20.



improved, significant disparity in infection rates still eigtth LatinX populations
accounting for 32% of confirmed and probable cases and 9% of OYélated
deaths in North Carolina, as of October 14, 2020.

1 Alaskan/NativeAmericans (nofHispanic) are 1.2% of North Carol@éhpopulation; they
are 2% of North Carolina COV1Bcases, and 1% of North Carolina COldelated
deaths as ofOctober 14, 2020).

1 Asian Americans/Pacific Islanders (Hdispanic) are 3.3% of Nor@arolin&
population; they are 2% of North Carolina COVY82ases, and 1% of North Carolina
COVIBL9-relateddeaths (October 14, 2020).

1 All other HMPs are currently captured together: they are 4% of North Carolina @OVID
cases, and 2.2% of North Canal COVIE19-relateddeaths.

Historically Marginalized Populations are more likely to beilomome, primarily uninsured or
under-insured and rural, thus also experiencing structural barriers around transportation,
access to medical care and medical homes, and access to social supylittese barriers put
HMPs at higher risk for COVI1D infection and adverse clinical outcomes duedoM of care.

All of this speaks to the critical importance of prioritization of HMPs in vaccine distribution.
Although we do not list race or ethnicity groups as the sole criteria for prioritization, the
prioritization of groups by risk of exposure arf@anic conditions promotes equity. Historically
marginalized populations are disproportionately represented amongptiitized high-risk
populations, frontline and highlensity occupational setting workforcand congregate living
settings. For exampl@ationally, African Americans and Latinx people compuaser40% of
longterm care workers. In North Carolina, 51% of homeless people and 52% of incarcerated
people are African American. Ninetyne percent of farmworkers are of Latinx ethnicity.
Farmwakers are critical infrastructure workers and most live in congregate housing. Further,
prioritizing essential workers promotes equiticcording to a Kaiser Family Foundation survey
(May 2020) cCompared to others who are currently employed (most of whama presumably
able to do their jobs from home), essential workers working outside the home are more likely
to be Black (15% vs 5%) and have a household income of less than $40,000 (3% vs 19

However, despite being at higher risk of infection or sev@mplications of COVAD®, studies
and surveys across the®Jand in North Carolina have clearly shown that there is considerable
COVIBL9vaccinehesitancy among HMPs.

A September 2020 WRAL/Survey USA poll found:

1 Few North Carolinians (23%) are wilito be vaccinated as soon as a COMDacane
is releasedwith black (9%), female (13%), and rural North Carolinians (17%) the least
likely.

1 There isconsiderable uncertainty, particularly amobigck (19%) and rural (21%) North
Carolinians who sayéy are not sure when they would likely get a vaccine.

1 A September 2020 poll by Suffolk University/USA Today Network has similar findings
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0 21% of all North Carolinians, 1&¥%femaleNorth Carolinians, and% ofblack
North Caroliniansvould take avaccine as soon as they could.

0 24% of all North Carolinians and 30%blaickNorth Caroliniansvould not take
the vaccine.

The vaccination approacis informed by the historical mistrust of government ahé medical
establishment, created by centuriesabuse of black and browpeople. Due to this history, it

will be critical to provide consistent, accurased clear information about COVI®

vaccination and find methods to build trust in communities of historically marginalized people.
Speciatonsiceration forHMPs must be made, inclusive of outreach, communication, trust,
prioritization of these populationahenvaccine becomes availabknd vaccineaccessibity

for thesepopulations

Concept of Operations
A. Phase 0:Planning

1. Buildtrust:

a. Explicitly acknowledgthe past wrongs perpetuated by governmeraisd
healthcare institutionsagainst HMPs in medical settings.

i. Based on recommendations from HMP advisors, create a PSA with
leading North Carolina government leaders (eSgateHealthDiredor,
Secretary of Health and Human Serv)cgseaking to a trusted HMP
medical leader, together in video and print.

ii. Partner with the NC Chapter of the National Medical Association (Old
North State Medical Society)

b. Work with Community Healtiivorkers and the Communications team to
develop communication plaaand messaging.

c. Be guided by research in understanding barriers, values, and motivations for
vaccine uptake across different populations.

i. Hold focus groups to gain input regarding effegtimessagingp gain
trust.

d. Engage trusted community leaders and sources to promote trust.

i. Utilize HMP workstreams and External Advisory Committee to identify
and invite speakers to host webinars and town hall meetings, utilizing
faith-basedorganizationsEBOs) and otheras necessary.

e. Lead with transparency with early, frequent, and consistent communication
about process and plans.

f. Enlist and infornrtommunity health workers (CHWSs) and trusted community
leaders to carefully explain key messadescribed in the communications
annex, including:

i. What vaccines arand how they work

Page | 29
Author: North Carolina COVID-19 Vaccination Planning Team. Publication Date 10/16/20.



ii. How vaccines are being tested and approved:

1 How the COVIEL9trials are similar to regular triale Q.,what
processes have changed with Operation Warp Speed and what
implications exist).

1 What risks are currently known and how they are outweighed by
the benefits particularly for HMP#ho have been critically and
disproportionately affected by COWI.

1 Describe known adverse reactions and side effects.

1 Include patients that are recovering from COWDffer personal
testimonyon the seriougpotential consequencesf the virus and
to promote vaccination.

iii. How the vaccine will be distributed once availafdey., the purpose of
vaccine administration tracking logs

2. Build capacity to educate HMPs about COVID vaccine and assist in distributing
vaccine to HMPs:

a. Work withcommunity health workers community-basedorganizations (CBOS),
faith-basedorganizations (FBQsndleaders to identify and operationalize
methods to disseminate vaccine informatidviethodswill includedistributing
flyers sending mass emajland discussing keyessagesluring virtual
meetings or services.

b. Educate andipdate agencies and partnems.g.,General Assembly, academic
institutions, cultural advocacy groups) about vaccine, trackang trial results
within the HMP community.

3. Createmessaging:

Create or identify publifacing culturally and linguistically cgetent content in

multiple languages using a variety of venues/platforms to communicate and

engageHMPs (TV, radio, newspaper, website, social media, virtual townhalls, etc.),

ensuring it is inclusive and accessible to those with disabilities

1 Develop and test messaging with community partners via established focus
groups for African Americans, LatinX, Native Americans, Asian Americans,
refugees, immigrants, LGBT@hd people with disabilities.

1 Develop a cadre of social media influencers tarder misinformation about
the vaccine orFacebookInstagramand Twitter.

1 Seek photos, video, and personal testimony of HMP leaders, celebaitids,
other trusted messengen®ceiving vaccinasearly adopters

1 Develop e&communications an@perationalplan to respond to a patient having
an adverse response to a vaccine to counter negative media and potential
resistance.

4. Partner withlocalhealth departments (LHDs) andlMP-servingagencieson
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vaccine planning

a.

Identify andinvite local HMPserving organizations andHDgo convenelocal
workgroups (CBOs, FBOs, etto determinethe best way to build trust, add
capacity and deliver vaccine locallyMethods will includéolding focus

groups, conducting PS/eddevelopingother collateral materialgor use on
social media and other communication venues.

The established local work groups will help identify vaccine sites for mobile
distribution to prioritized populations where HMPs have been clearly identified
as both essential waers andas beingat great risk for COVHDO exposure
including but not limited to meat plant and farm workers, community health
workers,andcleaning staff and cafeteria workers in hospitals caring for COVID
19 patients.Mobile distribution will be espaally critical in rural areas.

B. Phase l:Implementation

1. Release statewide messaging appropriate to each phase of distribution to address
trust and vaccine safetyncludingbut not limited to the following
organizations/agencies to disseminateth@ir members

a.
b.
C.

=@

Faith-based organizations

The National Panhellenic Council

Refugeeserving organizations or organizations that serve historically
marginalized communities

Public and private scho@alge children in top relevant languages
Publieservinglocations €.g.,driving schools or DM\post office, voter
registration, etc.)

Advocacy organizationse.g.,NAACP, Equality North Carolina, North Carolina
Asian Americans Together, étc.

Farmworker Advocacy Network

. North Carolina Native American tribaiganizations (as referenced by UNC

American Indian Center and theoih CarolinaCommission of Indian Affairs)
Others including common businesses that have traditionally served as trusted
places of communication and influence such as barber shopss&lamsand

nail salons

2. Mirror/leverage best practices and community partnerships used in North
Carolin®& Community tetsng and High priority And Marginalized Populations
(CHAMP) testing effort thatuccessfully increased COMI®testingamongHMPs
to bringCOVIBL9 vaccine tahe same geographic areas and populations.

3. Ensure providers who serve HMPs (e.g., members oNGith State Medical
Society) are registered as vaccine providersfoty vaccination phasesa
outreach from professional societies, health systems, targetedils and other
forms of communication.
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a. LHDscommunity health centers, freand charitableclinics occupational
health providers that serve frodine workersand other agencies

b. Stand up identified mobile locations for HMPs in-tentified areas

c. Work with church medical auxiliaries to host vaccination events for members
and thecommunity

C. Phase 2:Adjustment

1.

As the COVHR9 vaccine becomeasorereadily available, continue to disseminate
messaging regarding phases in vaccine distribution using the modes of
communication discussed in Planning.

Utilize HMP workgroups to identify sites for commuriigsed mass vaccination
clinics that are accessibleonvenient, and trusted by HMPs

Continue to phase in access for childiefPhase 3, assuming vaccines are
approved for those populations.

Phase 3: Transition

As the vaccine becomes routinely available for all groups, develop new campaign
of messaginghat is culturally relevantanddevelopmentally and linguistically
appropriate, likehe annual flu campaign.

a. DHHS Communications will work directly with HMP workstreams and
community partners to continue public awareness of the availability of the
COVIBEL9 vaccine using establishadd informalplatforms and work groups.

b. Reach out to community to create PSA multiple languages, with message
delivered by native speakers.

Organization and Assignment of Responsibilities

A.  Organization

1.

HMP:

a. DHHSwill partner with LatinX, Native American, AfricAmerican and
refugee organizations to raise vaccine awareness statewide by disseminating
information. Organizations will be responsible for disseminating updated
information throughout their constituencyExamples of organizations are
included below but are not limited to:

i. Localhealthdepartments: Mrth CarolinaAssociation of Local Health
Directors (NCALHD) and its 10 regions to assist in establishing work
groups of local HMPs/HM&erving organizations

ii. Faithhbased organization®(g.North CarolinaGeneral Baptist State
Convention, AME Zion)

ii. AMEXCAN

iv. NAACP
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v. Farmworker Advocacy Netwo(kKAN)

vi. NC Growers Association

vii. Agricultural Cooperative Extension

viii.Blueberry Assoc of NC, NC Sweet Po@immission

ix. NC Christmas Tree Association

X. Agrimedicine Institute

xi. Refugee Community Partners

xii. Asian Americans Together (NCAAT)

xiii. Equality NC

xiv.North Carolina Commissiaf Indian Affairs anr the UNC American
Indian Center

xv. North CarolinaCouncil on Disabilitiesnd/or The Arc of Nrth Carolina

xvi. Panhellenic Council

xvii.Refugeeserving organizations

xviii. Schools (public and private)

xix.Old North State Medical Society

Communications

As described in Planningsll publicfacingcommunications must be culturally and linguistically
competent content in multiple languages using a variety of venues/platforms to communicate
and engage MPs (TV, radio, newspaper, website, social media, virtual townhalls, etc.),
ensuring they are inclise and accessible to those with disabilitie1P workstreams will be
included at beginning of communication planning in an advisory capacity, including
engagement of partners listed above and existing groups irsttte.

External Relations (HMP) SKIElinority Health and Health Disparities

Page | 33
Author: North Carolina COVID-19 Vaccination Planning Team. Publication Date 10/16/20.



LocalEOPs
1. Inter-localagreement(s)
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Purpose, Scope, and Situation Overview

Purpose

The purpose of this document is to inform local, tribal, state, and federal governments, relevant
agencies, organizations, and other stakeholders of the response plans specifically related to
how North Carolindocalhealth departments (LHDs) will assistgarrying out the stat@ overall
mission of vaccinating every North Carolinvamo can and wishes to receive a CONIED

vacciration.

This concept of operations is based upon current guidance from the Centers for Disease Control
and Prevention (CDC). $tsubject to change as more CO\NMDvaccine information becomes
available, and the overall situation evolves or changes. Updates will be managed by the
External Relations (LHD) SMEs, NC DPH Local Technical Assistance and Training Branch Head
and NC DPHdputy Director in consultation with local health directors identified through the

NC Association of Health Directors to provide expertise in all phases of vaccination distribution.

Scope

This annex is relevant to all North Carolina LHDs to provide supgibrthe responsibilities of
building trust, developing proactive messaging, and performing outreach for both flu and
COVIELY.

Situation Overview

LHDsshouldhave mass vaccination sections included in theiHaltard Emergency Operations
Plans. LHDs senall 100 counties in North Carolina and are in a unique position to administer
and provide coordination for COVI® vaccination. LHDs are frequently involved in
administeringvaccines forchildren and aduk and seasonal influenza vaccinasd frequently

train in delivering mass vaccinationsHDsare a trusted source of public health information in
their communities. NC Division of Public Health (NCDPH), through working with LHDs, has the
opportunity to build trust, develop proactive mesging, and perform outreach for both

influenza and COVII® vaccinations.

Concept of Operations

A. Phase 0: Planning
1 Identify at least two local health directors through the NC Association of Health
Directors to provide expertise in all phases of vaccinadistribution.
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1 Public Health Preparedness and Response (PHP&R) will identify existing-vaccine
related communication best practices that align with established countii@diard
Mass Vaccination Plans and are vetted by DHHS Communications.

1 PHP&R will disseinate communication and outreach best practices via email and
webinars.

1 PHP&R will createrainventorysurvey that will be sent to LHDs to:

o ldentifypublic and private providers and/or employers that can vaccinate
their patients/employees/residents (clodgoints ofdispensing (PODs)) and
where vaccinations can occur.

o ldentify which sites cannot conduct their own vaccinations in order for LHDs
to assist with vaccinations.

o ldentify locations for open PODs, to include reaching HMPs.

o ldentifywho has ultralow temperature vaccine storage capability

1 NC DPH Immunization Branch will request that LHDs assist local providers (closed
PODs) with enroliment in the vaccination software program.

1 NC DPH will provide support for LHDs signing of proagerements as described in
Annex (B): Clinical Providers, Concept of Operations, Provider Enrollment Draft
Process 1.f of this plan

1 NC DPH will provide expertise across various programs to maximize LHD support
through multiple communications channels. §mcludes, but is not limited to,
consultants in the following branches:

o Communicable Disease

Local and Technical Assistance and Training

Child Health

Womenr® Health

Immunization

Chronic Disease and Injury

Preparedness and Response

1 NC DPH wibiffer technical assistance for Lk$pecific communications, including
preparation of both internal and external frequently asked questions.

! NC DHHS will include members from LHD external relations into the
Clinical/Prioritization sulstream to ensure seamés communication of clinical
guidelines to include:

o Preparing for mass vaccination clinics

o Tracking doses administered and other data

1 NC DHHS will use weekly LHD calls to educate regarding the need for the signed
agreement and related time requirementts ensure compliance prior to vaccine
arrival.

1 NC DHHS will provide continuous updates and education related to vaccine planning
and implementation by presenting the most current vaccine information via the
following avenues:

O O O O O O

Page | 35
Author: North Carolina COVID-19 Vaccination Planning Team. Publication Date 10/16/20.



Weekly LHRalls
WeeklyLHDexecutiveleadershipcall

NC Communicable Disease Manuadiates
Direct email (as needed)

o O O O

B. Phase 1: Implementation
1 NC DPH wittonductbidirectional feedback between LHDs and DHHS
Communications to ensure the local perspective is incorporated by leveraging
opportunities listed above.
1 NC DPH wiprovidevetted DHHS Communications messaging to LHDs including:

o Messages targeted to vulnerlband historically marginalized populations;
sharing messaging among LHDs that have been favorably received locally by
HMPs.

o Alerts toLHD patients about flu and COV1Bvaccine.

o Messaging viartisted relationships between LHDs and Kpublic schools,
institutes ofhighereducation (IHES), correctional facilitiegyricultural and
meat-packing businesses.

1 DPHwill provide technical assistance to LHDs, including but not limited to:

o NC Immunizatio Registry (NCIR) tools.

o Feasibility and utilization of thelectronichealthrecord (EHR) when possible.

o Outlining optimal staffing operations and mass vaccination clinics

o Business plans and billing.

1 LHDs will work with loc@&mergencymanagement to aévate mass vaccination
strategies throughout their jurisdictions according to theiriAdizard Plan (AHP).
This should include not only clidi@sed vaccination, but also communhligsed,
mobile, and nortraditional vaccination sites.

! LHDs will support cadination with providers within a county that do not serve the
number of people in a priority populatiaequiredto meet direct shipment
minimums (1000 doses initially and 100 doses latep.on

1 NC DPH wiprovide LHDs with weekly courdigvel informaton on vaccination rates
in the county to provide publiacing data to local officials and the public.

1 NC DPH wipirovideweekly updates on statewide vaccination trends at teekly
LHD call.

1 LHDs wilprioritize staff based on the overall COVID vaccination priority groups
and make plans to vaccinate staff accordingly.

1 CGontinue providing updates and education about vaccines via the avenues
mentioned abovean Phased: Planning

1 NC DPH wiprovidefinancial suport for LHD to activate the AHP for mass
vaccination efforts within their jurisdictions.
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C. Phase 2. Adjustment
1 NC DPH and LHDs wibintinueto communicate changes in vaccine prioritization,
availability, and guidelines to all stakeholders via the avemuestioned above.
1 As more vaccine is availablg;siDs wilmove from more targeted vaccination sites
and expand to mobile, mass, and commusbgsed vaccination sites.
1 NC DPH wiprioritize communication to LHDs preemptivedpinouncing
changes/adjustments the plan for LHO3eedback.

D. Phase 3: Transition
1 NCDPH and LHDs wiibntinueto communicate changes in vaccine prioritization,
availability, and guidelines to all stakeholders via the avenues mentioned above.

Organization and Assignment of Responsibilities
A. General

At the local level, the organizations, relationships, communication, and responsibilities
are specifiedin the LHD AHP General Operating Guidelines that cover Mass Vaccinations
and Command and Control.

B. Organization

The NC DHHS Division of Public HealthHeviérage existing partnerships and develop
new ones as needed to ensure the successful implementation of the state @OVID
vaccination plan.

1. Keybranches of the NC DHHS Division of Public Health will be responsible, including
Public Health Pharmacistmimunization Branch, Public Health Preparedness and
Response Branch, Local Technical Assistance and Training Branch, Communicable
Disease Branch.

a. Serve as lead for this annextbe State of North Carolina COVID Vaccination
Plan.

b. Serve as a conduit offormation between NC DHHS and LHDs regarding
vaccination planning and implementation.

c. Assist with technical assistance from LHDs.

2. North Carolina Association of Local Health Directors

a. Serve as a conduit between NC DHHS Division of Public HealtiBxgd
appointing representatives to assist NC DHHS DPH as needed.

3. Local Health Department

a. Activate their respective AHP and Mass VaccinationsPifineeded.

b. Serve as a conduit of information to their local stakeholders and community
regardingvaccination planning and implementation.

c. Assist with technical assistance from stakeholders within their county or
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counties.

d. Serve as vaccination sites.

e. Provide information to NC DHH®Bregarding populations served based on
prioritization guidance.

f. Receve and store vaccine in accordance with federal/state guidelines.

g. Administer vaccine to employees and patients in accordancefetéral/state
prioritization guidelines.

h. Report vaccine inventory and use in accordance with state guidelines.

i. Stay current vith the latest vaccine information.

C. Assignment of Responsibilities

North Carolina Division of Public Health will seré@esentative as needed, to th€EOC

during vaccination operation implementation and be the lead agency for LHD outreach. Other
partners will be utilized as needed. Assignment of responsibilities and representatives within
each LHD will be determined by each LHD or per respectiaalird Plans.

External Relations (LHD) SKINCDPH Local Technical Assistance and Training Bréeth,
NC DPH Deputy Director
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Purpose, Scope, and Situation Overview

Purpose

The purpose of this document is to define the actions and roles necessary to provide a
coordinated response within the COVIB Vaccinatn Program Communication jurisdiction.

Scope

The COVH29 Vaccination Program Communication jurisdiction supports the goals of the North
Carolina COVHD9 Vaccination Plan and seeks to achieve the following outcomes to support
vaccination use:

1. North Carolinians trust the information that they receive from NCDHHS and LHDs
about COVIEL9 vaccinations.

2. North Carolinians understand the benefits and risks of C@¥9liaccinations.
3. North Carolinians make informed decisions about C&\daccinations.
4. North Carolinians know how and where to get a CGMDaccinatios.

Key audiences will include:

1 Vaccine providers (medical assistants, nurses, doctors, pharmacists)

1 Healthcare workers

9 Critical populationgfrontline workers, people at higheiskfor adverse
outcomes and people 65 and older)

1 Historically marginalized populations (Black/African American,
Latinx/Hispanic, American Indian, immigrants/refugees, LGBTQ+, Asian
Americans and persons with disabilities)

1 People living in rural commiires

SituationOverview

Polling in North Carolina shows significant concerns about a forthcoming OWHzcine.
Only 23 percent of North Carolinians are willing to be vaccinated as soon as aI30Mii2ine
is availableand only 9 percent dblack Nath Carolinians and 17 percent of rural North
Carolinians were ready to get the vaccine immediately, accordiagsteptember 2020 pol
sponsored by WRAIMost people indicated they would likely get a vaccination after it had
been out for a period of timeHowever, 22 percent indicatetiey would never get itA

1 SurveyUSA News Poll #25514. September 16, 2020.
https://wwwcache.wral.com/asset/news/state/nccapitol/2020/09/16/1928994 WiPrint-DMID :507mvpvg7.pdf.
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national polf by the Pew ReseardDenter has similar findings. Black adults were much less
likely to say they would get the vaccineéoncerns includgside effects and uncertainty top the
list of reasons Black adults are less likely to trust medical scientists, no doubt the result of
centuries of discrimination, unethical and abusive experimentation, and the structural racism
built into the healthcare system, accordingfew researcii

In addition, while healtha@ workersare prioritizedin the vaccineplan, they may also be
vaccinehesitant as was the case for many during the 2009 H1N1 pandemic.

Early, transparent, intentional, consistent, and frequent communication to the public,
particularly our keyaudiences, is an essential component to the strategy to ensure North
Carolinians get vaccinated.

Concept ofOperations
A. Phase 0:Planning

1. Form a communications advisory committee including marketing professionals
from a variety of sectors to serve as@unding board for strategy and activities
and as dissemination partners.

a. Tap into existing external partners to identify and invite 10 to 15 members to
participate in the committee.

b. Engageommunity healthworkers to reveafgroundtruth€ to vaccine
resigance,and todevelop/test messaging.

2. Use a facilitated meeting process to accomplish defined objectives that inform
the development and implementation of the communication activities and
articulate specific calls to action. Conduct research to identiéyttarriers,
values, and motivations for key audiences to get vaccinated to inform effective
messaging framework, messenger recruitment, and dissemination channels.

a. Use focus groups, surveys, and others appropriate methods conducted in a
linguistically and culturally appropriate manner.

b. Create a method that allows for ongoing dialogue to continually reassess
barriers and opportunities to 1) understaride impact of eisting efforts,

2Tyson, A., Johnson, C., & Funk, C. (2020, September 18). U.S. Public Now Divided Over Whether To Get
COVIBL9 Vaccine. Retrieved October 14, 2020, from
https://www.pewresearch.org/science/2020/09/17As-public-now-dividedoverwhetherto-get-
covid19-vaccinel/

3 Gramlich, J., & Funk, C. (2020, August 27). Black Americans face highed @ @3KE) are more
hesitant to trust medical scientists, get vaccinated. Retrieved October 14, 2020, from
https://www.pewresearch.org/factank/2020/06/04/blackamericansface-highercovid-19-risks
are-more-hesitantto-trust-medicalscientistsget-vaccinated/
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and 2) respond to changing attitudes over time based on collective
experience with the vaccine.

c. Proactively share findings with healthcare, advocacy, and other organizations
to assist them in their own outreach efforts. Host webinars ahdre fact
sheets.

d. Establish methods to proactively monitor public reaction through traditional
and social media analysis.

3. Create a message framework to serve as the foundation for communications
outreach that builds on audience values and addresses the challenges and
opportunities identified in the researctDevelopan overarching, statewide
narrative with targeted messagirigr select critical populations and
demographic groups.

a. Hire an agency to support messaging creation, reyvéewl update support
outreach activities included in this plan.

b. Create message framework document with written guide for partner
agencies and odnizations on how to use the document.

c. Host webinars to share the message framework with partner organizations
to build a consistent, researdbhased narrative.

d. Update and continue sharing messaging framework document with partners
to reflect findings fronmongoing research.

4, Communicate early and often with the media and directly to North Carolinians
through NCDHHS media channels (e/guTube, Facebook, websites, etc.),
including outlining the vaccine planning process and who is engaged, sharing the
details of the plans as they are determined, educating the public on vaccines in
general, providing facts about safety and efficacy, and quickly communicating
about any adverse events.

a. Review vaccine plans to identify core milestones in the planning and
implementation process. Develop and distribute corresponding press
releases and remarks for press briefings.

b. Devote a portion of one press briefing per week to providing information on
vaccines. Survey all workstreams to identify potential crises (e.g., ovexfund
demand, adverse reactions, etc.) and put together a communications
response playbook.

c. Recruit a diverse team of social media influencers representing HMPs to
countermisinformation as described in Annex2A

5. Develop a defined set of communications actions and supporting templates (e.g.,
write op-eds, speak at community meetings, etc.) &dvisorygroup members
particularly those representing HMP groups
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a. Work with theadvisory grougo identify a list of adgbns that members can
take.

b. Survey members to catalog which actions each member is willing to

implement.

Draft templates to support actions

d. Trackactionsvia surveys and onen-one communication with team leads
and report actions back to the group and DIEHS leadership.

o

6. Publicly share vaccirgata on the COVHD9 publicdashboard.
a. Meet with the epidata team to identify available disaggregated data about
vaccine.
b. Provide input to thedata office via joint meetings to establish data flow
process and budlatableau dashboard.

7. Update dashboard daily ljata office and Joint Information Center.
Ensure vaccine providers are equipped to be vaccination ambasdaylsiearing
talking points and other resources with appropriate associations, sutteas
North Carolina Nurses Association, North Carolina Medical Society, Old North
Medical Society, Federally Qualified Health Clinics, North Carolina Healthcare
Association, North Carolina Association of Family Physicians, North Carolina
Association of Pediats, North Carolina Board of Pharmacy and others

8. Ensure there is a coordinated effort to mitigataccinehesitancyamong
healthcare workers.

a. Host virtual meetings to share a call to action from Secretary for healthcare
systems angssociations to engage members/workforce regarding vaccine
hesitancy through active dialogue

b. Survey organizations to assess planned activities and materials.

c. Determine if gaps exist and address by creating supplemental collateral
material.

d. Add separate sgtion discussing stories of early adopters, including among
HMP trusted leaders and messengers.

9. Get started early with key messages developed and vetted by the External
Advisory Committee. Initial communications products will include talking points
for the Advisory Committee to use with their networks, a COMDaccine 101
deck that partners can use for presentations, and an infographic explaining the
COVIBL9 vaccine process. Messages will continue to be refined through
additional input from the commuations advisory committee and the targeted
populations of vaccine providers, healthcare workers, critical populations,
historically marginalized populations, and rural communities. Early key messages
focus on building trust by:
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a. Increasng knowledge aboutvaccines.Use the flu vaccine as a touchpoint to
explain vaccines, being transparent about limitations. Vaccines work by
triggering your body to produce protective antibodies that help prevent or
reduce the severity of the disease.

b. Increasngunderstardingof the process to develop a COVID vaccine.

Most people do not know how vaccines are developed and approfed.
COVIBLY9, they equate speed with shortcut8uild confidence in the process
to date as we currently understand it, while recognizihgttthere is more
science to do.Vaccines are approved by the Food and Drug Administration
andthe FDAwill need to demonstrate that they are safe and can work.

c. Set expectations on what will happen when a vaccine is developledt
people think having vaccine means it will be widely available for anyone to
get. Once we have a vaccine or vaccines, it will still be some time before it is
widely available to everyone.

B. Phase l:implementation

1. Continue activities (See Item D under Planningydmmunicate with the media
and directly to the public through NCDHHS media channels.

2. Keep stakeholders updated through regular email.
a. Include vaccine information and updates in our existing seeekly
stakeholder outreach email.

3. Create online toolkits tsupport local health departments, state and local
government agencies, nonprofit organizations, businesses and individuals in
amplifying messaging and reinforcing call to vaccinate.

a. Design customizable social media graphics, sample messages, printed
collateral, and PSAs and post online.

Create presentation deck to review available tools and how to use them.

Host webinars and participate in existing meetings to increase use of tools.

Share vetted materials from around the state and nation.

Createmaster list of priority organizations with greatest reaglarticularly

among prioritized and HMP populatians

f. Contact priority organizations individually to encourage participation.

® oo

4. Hire an agency to create and launch a statewide paid advertising campaign
Work with a firm to develop creative concepts informed by our research.
Conduct focus groups to test concept.

Build media buy strategy to reach key audiences.

Develop collateral.

Negotiatefor and purchasepaid media.

Present to and gather feedback frobusiness coalitions to use collateral in

~0ooo0oTw
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their own paid media campaigns.

Review incoming data from the vaccine workstream andadepa team to
determine coverage gaps for key audienc@sldress gaps by engaging trusted
partners andmessengers.

a.

b.

Work with community healthworkers(CHWSs}o develop, vet, and refine
messaging

Identify and work with micro and macro influencers to amplify vaccine
messages on social media.

Provide grants with accountability measures to organizations that reach key
audiences to implement programs to share information about the vaccine.
For example, if barbers are trusted messengers, partner with the North
Carolina Barbers Association to eqbgrbers as spokespeople for their
clients. Establish reporting mechanisms and collect feedbdébk with
HMRfacing organizationand HMPfocused work groupo develop and
implement.

Equip organizations that reach key audiences with turnkey communisatio
toolkits and customizable materials to amplify messaging and reintbece
call to vaccinate.

Communicate through trusted channels and methods identified in the
research, including tactics like direct mail, Facebook Live events, and
WhatsApp.

C. Phase 2:Adjustment

1.

Promote vaccine events.

a.

b.

Create customizable and downloadable toolkits for organizations to publicize
community vaccine events. Use existing stakeholder dissemination tree to
share.

List events orCOVIBL9 ncdhhs.gov website.

Continue to meet with and review incoming data from the vaccine workstream
and epidata team to determine coverage gaps and adapt strategies, messages
and activities as needebtlased on evaluation and metrics.

D. Phase 3: Transition

1.

Create systems and progses throughout earlier phases to capture
feedback from ongoing dialogue with internal/external DHHS partner to
adapt strategies and continue implementation

Organization and Assignment of Responsibilities

1.

Assignment oResponsibilities
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a. Governor and Secraty
i. Spokespeople
b. Sr. Director of External Affairs
i. ~ Communications strategy lead
C. Office of Communications
i.  Messaging
ii. Graphicdesign
iii.  Media relations
d. LatinX/Hispanic Engagement Director
i.  Member of vaccine communications team
ii. Strategy development
iii.  Messaging
iv.  Outreach and dissemination
e. Vaccine Advisory Councll
i.  Thought leadership
ii.  Outreach and dissemination

f. Historically Marginalized Population Workstream
i.  Strategic partner
g. Outreach and dissemination

Office of Minority Health and Healtisparities
i. ~ Outreach and dissemination
h. Office of Rural Health
i.  Outreach and dissemination
i. Marketing and Communications Experts and Agency
i. Communications strategy support
ii. Research
iii.  Implementation
J. Media
i. Messenger
K. EpiData Team
i. Data analysis
i. Data source
l. Data Office
i.  Public dashboard
m. Local Health Departments
i. Messengers
ii.  Outreach and dissemination
n. Healthcare Systems and Organizations
i. Messengers
ii.  Outreach and dissemination
0. Vaccine Providers (medical assistants, nurses, doctors, pharmacists)

Page | 45
Author: North Carolina COVID-19 Vaccination Planning Team. Publication Date 10/16/20.



i. Messengers
ii.  Outreachand dissemination
p. State and Local Government Agencies
i. Messengers
ii.  Outreach and dissemination
g. State and Local Nonprofit Organizations
i. Messengers
ii.  Outreach and dissemination
r. Business Community
i. Messengers
ii.  Outreach and dissemination
S. Social Medialnfluencers
i. Messengers
ii.  Outreach and dissemination
t. Community and Advocacy Organizations/Trusted Messeriggrs
Audiences
i. Messengers
ii.  Outreach and dissemination
u. 211
i.  Information resource

External RelationPbliQ SME; NC DHHS External Affairs
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Purpose, Scope, and Situation Overview

Purpose

The purpose of the Clinical/Provider workstream is to maximize the impact of.the U
governmen@® COVIEL9vaccinationprogram in North Carolina by identifying and enrolling as
many eligible providers as possible and ensuring an equitable distribution of vaccine that
includes critical and priority populations early in vaccinagffiorts. Crucial components to the
succes®f this workstream include clear, targeted, and effective communication surrounding
the COVIELY9 vaccine and the system identified to collect and report C&¥Iaccine
administration data into the Immunization Information System (IIS) Vaccine Admirtstra
Management System (VAN& the state® alternative

Scope

Describe the anticipated plans to effectively identify providers for enrollment in the GT8/ID
vaccinationprogram in North Carolina and provide thecessary education and training to
adminster COVIBL9 vaccine increaseoverageand ensure accurate reporting of data to the
chosen reporting system.

SituationOverview

Thisinterim plan is written based on initial critical and priority populations identified and with
the assumption that tb U.S Centers for Disease Control and Prevention may be providing
detailed additional guidance on the targeted priority populations during each phase of this
vaccination campaign.

Concept ofOperations
A. Phase 0:Planning

The COVH29vaccinationprogram provider enrollment process will follow the steps as
outlined below. Additional details on each step are provided in sections A1 and A2.
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Provider Enroliment — Draft Process

Education &
Training

Recruit & Form Form Agreement Site Provider

Site Set-up

Contact Completion Submission Review Approval Live

1. Enrollmentidentification and outreach for potential COVID vaccination provider
enroliment (ircluding those not currently utilizing the North Carolina Immunization
Registry) with priority given to those serving critical populations and priority groups.

a. The first provider groups to be targeted for enrollment include local health
departments and hospals.

b. Pending additional CDC guidanimmgterm care(LTCJacilities are also
critical partners and will be included in the first round of provider
enrollments. Considerations of LT&Cility enrollments and vaccinaticrare
noted hereandremainongoing.

I. Pending additional CDC guidan€&)C is planning to coordinate
vaccination efforts at the federal level between LTC facilities and
pharmacies.

ii. Pending additional CDC guidanblerth Carolinawill participate in this
federal program that is expeatieto cover 95% of LTC sites. Non
covered sites will be addressed at the state level in coordination with
the state, the Division of Health Service Regulataomd LTC sites and
pharmacies.

iii. Pending additional CDC guidaneaccineallocations will be reped
to the state for this federal progranand reporting to the state will be
required as a part of the program.

c. The next set of providers will be those who have the most reach to critical
populations including Federall@ualified Health Centersprredionsfacility
health providers andemployee healtbare providerghat serve frontline
workers with high risk of exposure.
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d. In addition, Mrth Carolinawill pursue contracting directly with a vendor or
vendors who provide direct vaccine administration services to deploy as
needed for surge vaccination efforts in priority populations. This would be
similar to state contracts for surge testing capability.

e. Providers identified above and by the External Relations workstream and the
External Advisory Committee will be sent a letter explaining the enroliment
process along with the COVID Vaccination Provider Program Agreement
and Provider Profile to be suobtted to the Immunization Branch within 10
days of receipt.

f. Initial distribution and collection of agreements for local health departments
and hospitals/health systems will occur using REDCap (Research Electronic
Data Capture) survey tools. A letter cairting a link to Provider Enroliment
system in REDCap and instructions for completion will be distributed to all
LHDs and hospitals/health systems. The Provider Enroliment system allows
for providers to complete the CDC CO\MEDVaccination Program Provide
Agreement, Provider Profile, and CDC Supplemental GCO/Rdistribution
Agreement (if applicable) entirely electronically to streamline the enroliment
process. Data from Provider Enrollment system will be used for licensure
verification and storage anldandling assessments prior to approving a
provider for enrollment. Automated approval and denial letters will be sent
to providers as applicable via the Provider Enroliment system. Additional
enhancements are planned to the Provider Enrollment systeimfove
the provider experience for subsequent provider enroliments.

g. Each provider agreement (Section A) and associated provider profiles
(Section B) will be reviewed for completeneg®@r each prescriber listed in
Section B, the Immunization Branch (IB) will verify the professional licensure
information utilizing North Qalina Board of Medicine, North Carolina Board
of Pharmacyand North Carolina Board of Nursing databases. The IB will also
ensure appropriate storage equipment is listed within the provider profile
section of the agreement.

h. Incomplete agreements, faciis with inactive/suspended prescribers, and
those with inappropriate storage units will not be approved for enrollment.
A form letter indicating an inability to currently enroll the facility and any
applicable steps to remedy the exclusion will be senthie organizatio®
email address as specified in Section A of the provider agreement.

i. Facilities approved to proceed with enrollment will be sent a toolkit with
resources and educational requiremermsveloped by the CDOhe
organizatio® identifiedprimary and backip COVIEL9 vaccine coordinators
will be required to complete specific training module(s) and submit
documentation of training completionRequired training will cover the
following areasas directed by the CDC
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1

COVIBL19 vaccine adminisation (Advisory Committee on Immunization
PracticesACIRrecommendations, specific product indications (related

to age, contraindications, and dosage), site, route, needle length, use of
adjuvants/reconstitution requirements, administration documentation,
etc.).

Seconadose reminders (requirements for using saiproduct; strategies
for recall, use of COVAD® vaccinationrecordcards, etc.).

Emergency Use Authorization (EUA) fact sheets for providers and vaccine
recipients or vaccine information sheets (VISs), as applicablerfnere

to locate such documentsnd the requirement to provide to patients

prior to vaccine administration)

Vaccine Adverse Event Reporting System (VAERS) requirements and
process

Storage and handling requirements (how to mainttia proper cold

chain from receipt of shipment to vaoa administration (or transfer to
another location approved via the IB), transport requirements, managing
temperature excursions, etc.)

Ordering and inventory controls (how to order and receive vacGdtine

to report vaccine administration, inventory cotsnwastage, and spoilage
to the IB and how to manage product expiration dates, including how to
identify expiration dates by vaccine lots via the US Department of Health
and Human Servic@website (will insert link as it becomes available) and
understarding beyond use date (BUDacking labels and manufactured
dates versus expiration dates).

CD@ Vaccind-inder (how to submit facility information for COVI1D
vaccination clinics)

Billing restrictions or allowances (e.gdministration fees)

Training will occur using a variety of tools (e ggelfpaced webbased training modules,
job aids, etc.) as described in section 2a. Completion of provider training (for the
organizatior® identified primary and baelp COVIEL9 vaccine coordinators) will be
tracked by the IB. Tracking tools (gkxcel, electronic databases, etc.) are TBD.

On-call nursing staff will also be available to answer vaccine quedtiartis
clinical/administration and storage/handling related) as needed.

a. NC DPH iV issue single memo as cover letter to send with the provider
agreement to describe processes for completion of the agreements, profiles,
and educational trainings.
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2. Ordering and Clinical/Programmatic Guidance:

a. The following items being currently devekxgbupdated by the CDC will form the
basis of a provider toolkit. Such guidance will be reviewed by the IB to identify
any potential training gaps and the need for additional educational tool
development. Additional tool development includes (but is nottiah to) the
minimum storage and handling guidance documerdrtN Carolina-specific
requirements,andreporting and ordering systems (e.yAMS/IIS)asspecified
by CDCStepby-step ordering instructions will be added upon receipt of VAMS
information from CDC.

PRODUCT NEW/UPDATE ADDITIONAL INFORMATION

Storage andhandlingtoolkit Update An addendum with general
COVIBL9 vaccine storage,
handling and transport
information will be added, and
the addendum will be updated
as COVIRY9 vaccine products
are approved. A fully updated
toolkit, incorporating COVHD9
information into the actual
toolkit, will not be issued until
2022.

COVIBLY training modle New Under development is a web
based module. Topics will
include storage/handing,
vaccine indications,
contraindications/precautions,
administration and
documentation. It will not have
CE and will be amended as ne
COVIBL9 vaccine products are

introduced.
Vaccine product summary New Fact sheets with storage,
sheets handling, preparation,
indications,

contraindications/precautions
and administration will be
developed for each vaccine

Additional immunization New More extensive information
guidance materials related to storage, handling,
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during a pandemic

PRODUCT NEW/UPDATE ADDITIONAL INFORMATION
preparation, administration,
shipping, packagg,and
transport will be provided as
necessary (not all vaccines will
need additional guidance)

Comprehensive table of vaccin New A table ofCOVIEL9 vaccine

products products with key information
will be updated as vaccines areg
approved.

Beyonduse dates and New A resource will be provided to

expirationdate tracking tools track BUD and expiration dateg
for use early in vaccine
distribution process.

Advisory Committee on New Conduct webinaandslide deck

Immunization Practices for use by awardees and other

recommendation summary partners

information

You Call the Shotgeb-based Update Updates to the You Call the

training Shots VaccinAddministration
and Storage and Handling
modules to refer users to
appropriate COVIR9 vaccine
websites. Information will be
updated more extensively in
early 2021 based on continuing
education timelines.

Healthcare personnel FAQs New Web-based FA@ocument

Providing vaccinationsafely Update CDC has developélis website

to provide guidance about
safely providing vaccines durin
COVID 19. The website will be
updated as appropriate. A .png
file (horizontal) has been
developed for awardees to use
for presentations, and a .pdf
(vertical) for print vill be posted
to the website above.
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PRODUCT NEW/UPDATE ADDITIONAL INFORMATION
Vaccine Administration New CDC will be releasing resource
Management System (VAMS) on the utilization of VAMS.
Guide
B. Phase 1. Implementation

Enrollment/Ordering/Clinical Guidance

Implementation of the above plansilwbe ongoing throughout the vaccination
response. Enroliment will continue to expand as vaccine supplies increase.
Communication resources will be updated and distributed as needed, including the
release of new clinical guidelines and vaccine safetgems. As stated in the
Communications Section below, the IB will utilize the email address indicated on the
COVIBL19 Provider Agreement to communicate and distribute new resources and
guidance. Additional contacts included in ttmmmunicationgmatrix will also be

utilized to aid in the distribution of materials.

Phase 2:Adjustment

Adjustments will be made based on updated guidance from the@ID{nhunization
Services Division. Any recommendations for changes to the plan will be communicated
to the Immunization Brand® assigned CDO#feoject officer for approval.

Phase 3:Transition

Transition of COVHD9 vaccination efforts from an emergency response operation to
incorporation of the vaccine into routine operations via tin@munization Branche(g.,
Vaccines for Children and/or 317 funded vaccine programs) is yet to be determined.
Transition plans will be guided by directives from the @M@munization Services
Division.

Organization and Assignment of Responsibilities

1.

Gereral

The North Carolina Immunization Program will leverage existing partnerships and
develop new connections as needed to ensure successful implementation of the-COVID
19 vaccination efforts. Most departments/agencies of government have emergency
functionsin addition to their normal dayo-day duties. These emergency functions

usually parallel or complement normal functions. Each department/agency is
responsible for developing and maintaining its own emergency management
procedures.

Organization(s)
1 CDC (pygrammatic guidance, funding, approval of plans)
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1 North Carolina DHHS Office of Communications (assistance with job aid/webinar
development, outreach as needed)

1 Vaccinatingoroviders (responsible for following requirements as outlined in the
COVIBL9 Vacination Program Provider Agreement)

1 North Carolindocalhealth departments (assistance with identifying critical
populations and providers serving such groups, responsible for following
requirements as outlined in the COVIB Vaccination Program ProeidAgreement,
lead ageniesfor vaccination efforts/coordination for their respective coied).

1 North Carolina Immunization Branch (lead agency for activities noted within this
annex).

1 COVIR19 External Advisory Committee (refining priopypulations, enhancing
reach of activities, engaging providers, providing communications)

1 North Carolina Immunization Coalition (assistance with provider communications
and development of training tools as needed).

1 North Carolina Immunization Advisory Cmittee (assistance with provider
communications, guidance for program considerations)

1 Immunization Action Coalition (vacchnelated health education tools/templates)

1 Association of Immunization Managers (to identify best practices being utilized by
other awardees as needed)

3.  Assignment of Responsibilities
The Immunization Branch will be the lead agency for provider, enrollment, and training.
Other partners will be utilized as needed (see section B above for organization)listing

Canmunications

Communications with enrolled providers will be addressed through the abtated
training/outreach plans. Internal communications between applicable staff will occur
daily with reporting to other statefficials based on neednhformation pertaining
specfically to enrolledCOVIBL9 vaccinators, including programmatic updates, will be
sent via the Immunization Branch, using each organiz&ispecified email address
with supplemental outlets (e.gmail, fax, etc.) utilized as needeBroader

disseminatbn of more generalized information as needed, including expansion of
COVIBL9 vaccination provider enrollments, will occur via the outlets identified in the
communication annex.
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Purpose, Scopeand Situation Overview

Purpose

Candidate vaccines against CO¥fare being developed under the auspices of Operation
Warp Speed and are likely to obtain Emergency Use Authorization by the end of 2020 and
perhaps under a full Biologics License ApplicaAApproval later in 2021However, the
expectation is that initiabaccinesupplies wilbnly be sufficient tacover a small portion of the
population. North Carolina has been asked by th&epartment of Health and Human
Services (HHS) to developlarpdescribing howhe statewill prioritize populations to be
vaccinated as supplies of vaccine become available in the state.

Scope

The scope of this section is testribe North Carolir@ plan for prioritizing populations for
COVIB19vaccination, asvell as the process used to developNbrth Carolina will leverage all
available guidance from the federal government, NAMd ACIP to identify critical populations
for vaccination. Where federal guidance lacks specificity or allows for-spegeific tailoring,
this interim plan will further prioritize populations to vaccinate.

Situation Overview

Process for development A prioritization approach:The CDC COVID Vaccination Program
Interim Playbook for Jurisdictional Operations calls for states to identify critical populations that
should be prioritized for vaccination during early phases when only limited amountscihea

are available. Vaccination will be an ongoing process likely extending through 2021 and beyond,
and may require repeated prioritization efforts as conditions change; this document reflects the
prioritization processhat North Carolinaconducted fromSeptember to mieDctober 2020, in
anticipation of the initiavaccinerelease expected to occur sometime between late 2020 and

early 2021.

North Carolinaconsidered a number of external sources in developing its prioritization
approach. In particulafNorth Carolina considereduidance from theCD@ Advisory
Committee on Immunization Practices (A€lahd the National Academy of Medicine (NAM)
because of the role of these entities in advising the federglaase In addition,North
Carolinaconsidered guidance developed by Johns Hopkins Univéraitg the World Health
Organizatior“!

After reviewing relevant material®Jorth Carolindeadership drafted a proposed prioritizatipn
andthe North Carolina Institute of Medicir®nvened its COVIDO External Advisory
Committee, as described earlier in this document, to refmeprioritization plan. In three
two-hour meetings andiawritten feedback the group reviewed, commented, and provided
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input onNorth Carolin® proposel framework for developing its prioritization (i.e., the
intended process in developing the framework and the values it aimed to emphasize), as well as
on the prioritizationplanitself.

Over the course of these meetings, the COVEXxternal Advisory Canittee (hereafter

referred to asghe Advisory Committee) expressed agreement with the general principles and
values underlying the development of the framework and proposed reordering several groups
based on their detailed knowledge of North Carolina papahs. North Carolina leadership
reviewed feedback from the Advisory Committee and incorporated it wherever feasible and
consistent with their understanding @irojectedvaccine availability and best practices.

Principles underlying development of a prnitization approach:
The guiding principles for allocation proposed by ACIP:

1 Distribute vaccines efficiently and equitably
1 Avoid exacerbating inequities and disparities

The guiding principles for prioritization by NAM:

Maximization of benefits
Equal regard

Mitigation of health inequities
Fairness

Evidencebased

i Transparency

= =4 4 -8 A

Based on external references and Advisory Committee feedibaokh) Carolinaelected to

build its prioritization approach based on principles reflecting a blend of those recommended
by NAM and ACIP and éonphasizeguiding principles that consider the practical and ethical
implications for allocating and distributing vaccine across the state.

The guidingprinciplesselected by North Carolina:

1 Equity (considered by both North Carolina leadership and the Advisory Committee to be
crucial)

Maximization of benefits

Transparency

Operational feasibility

Reliance on a strong evidence base

oDono harn€ (added in recognition of the vital importance of maintaining public
confidence in scienebased vaccination and that experience with this specific vaccine
could be limited at the time of its initial release)

= =4 4 -5 2
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Further, there was a recognition thptans would need tde flexible and adjusted depending

on current situations, deployment would happen through established and new channels to
maximize access, and clear and consistent communication was key to a successful vaccination
campaign. Members dhe Advisory Committee concurred with these principles.

Prioritization scenarios consideredin developing a prioritization approachoith Carolina
considered a range of scenarios recommendetheyCDCincluding release in limited

guantities of a vacaoie requiring ultracold chain storage; release in more substantial quantities
of a vaccine requiring standard storage; and a scenario where quantities of both vaccines are
released at once. The prioritization framework described below primarily refleetsabnario
involving a limited release of a vaccine requiring uttoéd chain storage and larger allocations
per facility (1061,000 doses). However, it can be adapted to the other two scenarios, each of
which offers greater flexibility because they inv@larger amounts of vaccine that can be
delivered to a wider variety of sites. In the event that more vaccine becomes available, North
Carolina can extend vaccinations to additional priority groups more rapidly than currently
anticipated.

DHHS describetsiprioritization plan in this documenihowever, this prioritization is subject to
change based on:

1 Recommendations or additional guidance to be provided by ACIP

1 Thepopulationswith Phase 11l clinical trial safety and efficacy data at the time of initia
allocation

1 Thepopulations the EUA will permit to receive the vaccine at the time of initial
allocation

Concept of Operation®lanning

North Carolina, in consultation with the COMI® External Advisory Committee, has developed
a prioritization that oerall follows the NAM and ACIP/CDC approaches. Both recommend
dividing populations into phased groups ranked by prioritycases where the two approaches
conflict, North Carolina has generally elected to follow NAM more closely becaus@ NAM
approach dbws for smaller priority groupings, which will be important in the event of a very
limited initial allocation?:North Carolina developed a fophase planwith the first phase

divided into an initial phase (1a) and a subsequent phase (1b); Phase 1 is meant to stabilize
healthcare delivery and protect those at highest risk for mortality should they be infected with
COVIEL9.

Phase laf vaccine dissemination wilhiclude healthcare workers and medical first responders
who are at high riskf exposure based on work duties who are vital to the initial COVHD9
vaccinedistribution. High risk of exposure is defined as those caring for CQ¥ liatients,
cleaning areas where COVID patients were admitted, performing procedures at high agk
aerosolization (e.gintubation, bronchoscopy, suctioning, invasive dental procedures, invasive
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specimen collection, CPR), handling of decedents with GO8/@hdadministeringvaccine in
initial closed or targeted vaccine clinics. Phase la williattade staff inongterm care
settings. Phase 1a will likely involve vaccinating approximately 140,000 to 161,000
individuals.

Both NAM and CDC also begin with healthcare workers and first responders at high risk for
COVID exposure. This prioritizatioffers several benefits beyond the primary goal of stabilizing
the healthcare delivery system. Healthcare workers, especiallytknng care staffcan expose
high-risk patients to the virus. Healthcare workers, including those who deliver vaccindse can
important advocates for vaccination, and mayhdter positioned as vaccinehampiongf

they themselves have been vaccinatdditially, vaccinemay be easier to deliver in a

centralized way in healthcare settings due to expected storage and miniondening
requirements.

Phase 1lof vaccine dissemination will include residentsang-term care settings, including
nursing homesadult care homes, family care homes, group homes, and homes serving
individuals with intellectual and developmental didéles; people who have two or more of
the chronic conditions identified by AGIDCas increased risk of COVID disease seVérity;
people over 65 years who live in congregate settifngs, migrant farm camps, prisons/jails,
homeless shelters); and staff of congregate living settifjgase 1b will involve vaccinating
approximately 727,009951,000 individuals.In accordance with the NAM approach, this
phase emphasizes vaccinating thoseighgicantly higher risk cEOVIBEL9 morbidity and
mortality, rather than seeking primarily to block transmissi@hronic conditions currently
defined bythe CDC as increased risk for COWare cancer, chroni&idney disease, COPD,
immunosuppres®n due to organ transplantpbesity, seriousieart condition,sickle cell
diseaseand Type 2diabetes. If and when these conditions change based on CDC definition,
prioritization criteria will be updated accordingly.

Based on input from and consultation with thelvisory Committee, priority groups in Phase 1b
are similar to, but not identical to, groups prioritized by NArth Carolina considered the
NAM recommendation of only including residentdang-term care failitieswith underlying
conditions that put them at significantly higher risk or who are 65 or older, but recognized
several challenges with this approadfirst, it may be impractical to identify and vaccinate only
those with certain chronic conditionsithin longterm care facilities, rather than vaccinating all
members of the groupSecond, longerm care settings have high risk of spread throughout the
facilities and have high rates of-coorbidity among their residents. For this reasdtgrth
Carolhahas proposed to prioritize all residents of letegm care facilities, rather than only
vaccinating older residents.

North Carolina has incorporated NAvhdditional recommendation to prioritize adults living in
other crowded or congregatsettings (e.g., migrant farm camps, homeless shelters, gats

prisons) who are 65 years and older in addition to those who have two or more chronic
conditions. In addition, given that many people in congregate settings may decide against being
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vaccinaed in early phases, North Carolina will also prioritize staff in congregate or crowded
settings (jails, prison, homeless shelters) to increase protections désethighrisk individuals.

AsNorth Carolinaperationalizes vaccine deployment in phase e, state will prioritize
outreach, enroliment and allocation to providers and agencies who serve the highest risk
populations within the phase 1b groughese include congregate livings settings (migrant farm
camps, prisons and jails, and homeless shg)tand frontline workers with a high risk of
exposure.

Phase 2 which is analogous to NAM Phase 2 and CDC Playbook Phase 1B, will focus on
reductions in transmission by prioritizing those at high risk of exposure and transmission to
others. Phase 2 ofaccine dissemination will incledoeople in congregate living settings

(migrant farm camps, prison/jails, homeless shelters) who are younger than 65 or have one or
no chronic conditions; frontline workers at high or moderate risk of exposure who haverone o
no chronic conditions; healthcare workers not includedrased a or 1b; adults with one

chronic condition identified by CDC/ACIP as increased risk of COVID disease Semulity;
people who are 65 or older with one or no chronic conditioRtase 2 will involve vaccinating

up to 1.18¢1.57 millionindividuals.

Asnoted in prior sections of the plahjstorically marginalized populatiof&ve been
disproportionately impacted by this pandemic. Although we do not list race or ethnicity groups
asthe sole criteria for prioritization, prioritizing groups for outreach by risk of exposure and
chronic conditions in Phase 1 and 2 promotes equity. Historically marginalized populations are
disproportionately represented among the higisk populations,rontline and highdensity
occupational setting workforcend congregate living settings. For example, nationally African
Americans and Latinx people comprise 40+% of-tenm care workers. In North Carolina, 51%

of homeless people and 52% of incarcerapetple are African American. Further, prioritizing
essential workers for outreach promotes equity. A national survey by Kaiser Family Foundation
found higher proportions of African American and LatinX populations are essential workers as
compared towhite populationst!

Phase 3includes remaining frontline workeend workers in industries critical societal
functioning who areat higherrisk of exposure an@sho have not been vaccinated in previous
phases, as well asX and college studentdlorth Carolin® prioritization approach assumes
that by the time North Carolina has reached Phase 3, sufficient data will be available to
determine vaccine&safety and efficacy in children and guide use in pediatric populations
Phase 3 will likely involve vaccinatirgpproximately 574,009767,000 individuals

Phase 4 includes the remaining population of North Carolina, and will likely involve
vaccinatingapproximately 3.&4 million individuals.

Details of North Carolir@ approach can be found in tables below, whicbvide a range of
estimates for the size of each phaseflecting higher and lower rates of vaccine uptake
(ranging from 30% to 65%, based on a review of survey‘data
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4-Phase Prioritization Framework

Phase 1 Phase 2 Phase 3 Phase 4
Estimated Estimated Estimated
Estimated 727,00@ 951,000 individuals 1.18 M¢1.57 M 574,000¢ 767,000  3.60 M 4.00 M
individuals individuals individuals
Phase l1a: ~ 140,000161,000(see A Migrant A Workers in A Remaining
below for subgroup estimates) Farm/fishery industries critical population
A Health care workers an@OVID workers in to the
responders at high risk for exposure congregate functioning of
based on work duties or vital to the living without sodety and at
initial COVID vaccine response 2+ Chronic increased risk of
o High risk of exposure is defined ag ~ Conditions exposure who
those caring for COVAI® patients, | A Incarcerated are not included
cleaning areas where COV1D individuals in Phase 1 or
patients are admitted, performing without 2+ Phase 2
procedures at high risk of Chronic A K12, college
aerosolization (e.g., intubation, Conditions students
bronchoscopy, suctioning, invasivg A Homeless
dental procedures, invasive shelter
specimen collection, CPR), handlir residents
decedents with COVID, without 2+
administering vaccine in initial Chronic
closed or targeted vaccination Conditions
clinics. A Frontline
o Populationincludes: nurses, workers at high
physicians, respiratory techs, or moderate
dentists, hygienists, nursing risk of exposure
assistants, environmental services|  without 2+
staff, EMT/paramedics, home Chranic
health workers, personal care Conditions
aides, community health workers | A All other Health
morticians/funeral home staff, Care Workers
pharmacists, publibealth nurses, not included in
public health and emergency Phase 1A or 1B
preparedness workers who meet | A Teachers and
GKS 6208 RSTAyY)] school staff
SELR adNB dé A Other adults
A LTC staff (SNFs, adult care homes, age 1864 with
family care homes, group homes, and  one chronic
ICFIDDs) condition
Phase 1b=~ 587,00Q; 790,000 (see A 65+ year olds
below for subgroup estimates) with one or no
A LTC residents (SNFs, adult care hom¢{  chronic
family care homes, group homes, and  conditions
ICFIDDs)
A Faff of congregate living settings.
A Adults with high risk of complications
per CDC
Operationally prioritize settings based o
risk ofexposure:
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Phase 1 Phase 2 Phase 3 Phase 4

Estimated Estimated Estimated

Estimated 727,00@ 951,000 individuals 1.18 M¢1.57 M 574,000¢ 767,000 3.60 Mc4.00 M
individuals individuals individuals

o Migrant farmand fisheries workers
in congregate housing with 2+
Chronic Conditions* or age 65

o Incarcerated individuals with 2+
Chronic Conditions* or age 65
and jail and prison staff

0 Homeless shelter residents with 24
Chronic Conditions® 65 and
homeless shelter staff

0 Health care workers not included i
Phase 1A with 2+ Chronic
Conditions

o Frontline workers with 2+ Chronic
Conditions at high risk of exposure
(firefighters, police, workers in
meat packing plants, seafood and
poultry not in caxgregate housing,
food processing, preparation
workers and servers,
manufacturing, construction,
funeral attendants and undertakers
not included in Phase 1A,
transportation workers, retail
workers (including grocery store
workers), membership
associationsdrg staff (e.g.,
religious orgs), child care workers,
and workers in government, public
health, emergency management
and public safety whose
functioning is imperative to the
COVIBL9 response)

o Other Adults with 2+ Chronic
Conditions*:

*For all populations 2+ Chronic
conditions means those defined by
CDC as increased risk for COVID
(Cancer, Chronic kidney disease,
COPD, Immunosuppressed from
organ transplant, Obesity, Serious
heart condition, Sickle Cell disease,
Type 2 Diabetes)
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Phase 1 Prioritization Framework

Phase | Population

Population
Range

Population Details

Identification
Approach

1A

1B

ICFIDDs.

Healthcare 102,000q 1 d¢High risk of exposure/vital to initial COVID | T List generated
workers and | 117,000 vaccine distributiog is defined as those caring by employer
COVIBL9 for COVIEL9 patients, cleaning areas where based on
respondersat COVIBEL9 patients are admitted, performing classifications
high risk for procedures at high risk of aerosolization (e.qg.,
exposure or intubation, broncho_scop){, suctloqlng, invasive
el dental_procedures, invasive specimen
the COVID collecton, CPR), handling decedents with
COVIEL9, administering vaccine in initial closg
response or targeted vaccination clinic¥he mpulation
includes nurses, home health workers, persorn
care aides, physicians, respiratory techs,
dentists, hygienists, nursing astsints,
environmental services staff, EMT/paramedic
community health workers, pharmacists, publ
health nurses, public health and emergency
preparedness workergand morticians/funeral
home staff who meet the above definition of
ohigh risk of exposure.
LTCGstaff 38,000¢ Staff in skilled nursing facilities, adult care 1 Listgenerated
44,000 homes, family care homes, group homes, and by facilities
intermediate care facilities for individuals with
IDD (ICHD).
Subtotal for | 140,000¢
Phase 1A 161,000
LTQesidents | 67,000¢ Residents in skilled nursing facilities, adult cal  List generated
77,000 homes, family care homes, group homes, and by facilities

Adults with high risk of complications per CDC and staff of congregate living settings. Operationa

prioritize settings based on risk of exposure

conditions*

Migrant 5,000¢ 1 Migrant farm and fisheries workeis 1 Selt
farm/ 6,000 congregate living settings with 2+ chronic identification
fisheries conditions* or> 65listed below (Note that
workers in migrant farm workers will enter NC on a
congregate staggered s_chedule based tre harv_esting
housing with calendar, with only a small portion likely
D nTaE present in November and December
conditions*
or >age 65
Incarcerated | 19,000¢ Incarcerated individuals in jails, prisons, and | { List generated
individuals 22,000 immigration detention centergvith 2+ chronic by facilities
with 2+ conditions*or>age 65and alljail, prison, and
chronic detention center staff
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Phase| Population Population | Population Details Identification

Range Approach

or >age 65
and
jail/prison
staff

Homeless 2,000¢ 91 Homeless individuals (based on average 1 List generated
shelter 3,000 number of homeless individuals in shelters pg by facilities
residents night) with 2+ chronic conditions* grage 65
with 2+ and all homeless shelter staff

chronic
conditions*

or >age 65
and homeless|
shelter staff

Healthcare 45,000¢ 9 Healthcare workerswith 2+ chronic conditions*| § List generated
workers with | 52,000 who are not in Phase 1A by employer
2+chronic 1 Population includes inpatient and outpatient based on
conditions staff who are not directly caring for COVID classifications
and not patients
included in
Phase 1A
Other 88,000q 1 Firefighters, police, meat packing plant worke| 1 Self
frontline 116,000 seafood/poultry workers not in congregate identification
workers with housing, foodorocessingvorkers preparation
high risk of workers and servers, manufacturimgprkers
exposure and constructionworkers funeral attendants and
T undertakers not included in Phase 1A,
e transpgrtatlon workers, retail workers _
(including grocery store workers), membershi
association®rganizationstaff (e.g., religious
organizationg,childcare workers, and workers
in government, public health, emergency
managementand public safety whose
functioning is imperative to the COVID
responsewith 2+ chronic condition$
Other 362,000¢ 9 Otheradultswith two or morechronic 1 Self
individuals 513,000 conditionwho are not otherwiseaptured in identification
with 2+ Phase 1 or the other categories in Phase 2.
chronic
conditions*

Subtotal for | 587,000¢ *For all populations2+chronic conditions means those defined by
Phase 1B 790,000 CDC as increased risk for COWIjcancer,chronic kidney disease,
COPDimmunosupprasiondoue torgan transplantpbesity,serious
heart condition sicklecell diseasetype 2diabetes)
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Phase| Population Population | Population Details Identification
Range Approach

Phase 2 Total 727,000¢
951,000

Draft Prioritization Framework; Phase 2

Phase| Population Population | Population Details Identification
Range Approach

2 Migrant 13,000¢ 1 Migrant farm and seafood workegsithout 2+ | 1 Self
farm/fishery | 18,000 chronic conditions and under 6&ee commen{ identification
workers in on previous slide about migrant farm worker
congregate arrival dates)
livingwithout
2+chronic
conditions

and under 65

Incarcerated | 13,000¢ 1 Incarcerated individuals in jails and prisons o| { List generated
individuals 15,000 immigration detention centergvithout 2+ by facilities
without 2+ chronic conditions and under 65

chronic

conditions

and under 65

Homeless 1,600¢ 9 Homeless individuals (based on average 9 List generated
shelter 2,200 number of homeless individuals in shelters p¢ by facilities
residents night) without 2+ chronic conditions and unde

without 2+ 65.

chronic

conditions

and under 65

Frontline 202,000¢ 1 Population includes the following individuals | 1 Self
workers in 266,000 without 2+ chronic conditions identification
essential 1 Firefighters angolice

industriesat 9 Meat packing workers

moderaterisk 9 Food processing, preparation workeesnd

of exposure Servers

without 2+ 1 Manufacturingworkers

chronic 1 Constructiorworkers

conditions 1 Funeral attendants and undertakers not

included in Phase 1A
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Phase Population Population | Population Details Identification
Range Approach

9 Transportation workers

1 Some retail workers (including grocery
store workers)

I Some membership
associations/orgnizationstaff (e.g.,
religious org@nizatians)

9 Childcare workers

9 Workers in government, public health,
emergency managemenand public safety
whose functioning is imperative to the

COVIEL9 response
All other 145,000q 9 All otherhealthcare workers who were not 9 List generated
healthcare 168,000 identified as at high risk of exposure for Phag by employer
workersnot 1A or included in Phase 1B due to having 2+| based on
included in chronic conditions. classifications
Phase 1A or 1 Population includes inpatient and outpatient
1B staff who are not directly caring for COVID
patients.
Education 44,000¢ 1 Population includes&2 anduniversity staff 1 ldentification
workers 59,000 by schools
1 Self

identification
Adults age 557,000¢ 1 All adults age 184 with exactly one chronic | 1 Self
1864 with 1 | 775,000 condition. identification
chronic 1 Excludes individuals captured in other
condition categories in Phasd and 2.
who are not
included in
other
categories

Adults age 200,000¢ 9 All adults age 65 or older with 1 or O chronic | § Self
65+with 1 or | 270,000 conditions. identification
0 chronic 9 Excludes individuals captured in other
conditions categories in Phasd and 2.

who arenot
included in
other
categories

Phase 2 Total 1.18 M to
157 M
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Draft Prioritization Frameworkc Phase 3

Phase| Population Population | Population Details Identification

Range Approach

Workers in 1 Population includes: 1 Self
industries 46,000 91 Energy and telecom workers identification
critical to the 1 Water, energy, and waste operators
functioning of 1 Retail workers (including grocery store
society and at workers) not included in Phase 2
increased risk 1 Membership association/oanizatiors not
of exposure included in Phase 2

who are not
included in
Phase 1 or
Phase 2

Students 619,000¢ 1 Population includes: 1 Identification

826,000 9 K-12 students (if there is evidence for by schools
children from studies) 1 Self

9 University students (undergraduate and identification
graduate)

Phase 3 Total 574,000¢

767,000

Draft Prioritization Framework; Phase 4

Phase| Population Population  Population Details Identification
Range Approach

Remaining Remaining population for whom the vaccine is | Selfidentification
population recommended by ACIP and for whom there is
not in Phases| individuals | sufficient safety and efficacy data

1-3

Phase 4 Total 3.60M ¢
Z0[0]\Y/

Implementation

To identify individuals eligible for vaccination in Plske and 1b, North Carolina will rely on a
combination of employer participation and sedport. North Carolina DHHS&Ill rely on

employers to identify healthcare workers who are at high risk of exposure due to the nature of
their work or who work iongterm care settings in Phase 1a. In Phase 1b, congregate
facilities will identify their residents and stafind employers will be asked to identify workers
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at risk based on their job responsibilitiesdividuals in congregate living settings other than
longterm care settings and frontline workers with high risk of exposure will need to be
prioritized further for assignment to phase 1b. Employers and facilities may have the
information needed to identify individuals who are 65 or older or who haver@are chronic
conditions. Other setting(e.g, migrant farm camps, frontline workers) may not. North
Carolina will allow individuals with two or more designated chronic conditions to identify
themselves (or be identified by their guardians, if applicabeeHidentification based on
individual€Yecall, or the recall of their designated proxies or guardians, may allow some
individuals to request vaccine inappropriately. However, requiring individuals to seek
documentation from a medical provider mag burdensome for individuals and providers
alike, and could reinforce inequities by privileging those who have ready access to medical care.

North Carolinawill engage with local health departments and other stakeholders in an
extensive public education ngaign (described previously in this document) to inform
providers and residents about vaccination and the prioritization framework. DHHS will work
with a wide range of healthcare providers, including primary care and saéttgroviders

among others, tadentify individuals with highiisk comorbidities. Owpatient and community
based providers will also be asked to identify their high patients and can give information

to those patients about communitgased vaccination clinics. People will besabl self

identify as being in grioritizedrisk category for communitpased vaccination

In subsequent phases, employers, faciliteasd schools will identify individuals at risk based on
their role or living conditionsand individuals wiltontinue to be able to seifientify.

Adjustment

North Carolina expects that its allotment and prioritization approach will require updating over
time. The allotment and prioritization approach may be affected by:

The number of vaccines that gain FDA authorization or approval

The number of doses of each vaccine allocated to North Carolina

The logistics required to distribute each vaccine

New datafrom clinical trials around safety and efficacy for populations

Populations included in FCaivthorization orapprovals

Postmarket information on safety and efficacy

Recommendations for use from Advisory Committee on Immunization Practice
North Caroliniainterest in vaccination over time as initial phases are successfully
completed and confidence grows in the vac@safety

= =4 4 4 -4 48 5 2

North Carolinaxpects multiple reassessment poimqtsr the evolving information above when
the prioritization approach can bevisitedand adjustedif needed. These adjustment points

will also provide opportunities to reconsider prioritization for children and pregnant women,
which have currently been deferred due to lackvatcinetrial data for these populations
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Transition

The duration of vaccinenduced immune response is unknown, but it is possible that
individuals could require frequent (for example, annual) revaccination to maintain immunity.
The initial round of vaccination will &8k extend into 2021, after which North Carolina will
transition its prioritization approach to one that can inform an ongoing vaccination effort
similar to, and potentially coordinated with, influenza vaccination.

Organization and Assignment of Responéiies

NCDHHSWwill oversee the implementation and maintenance of its vaccine prioritization

approach based on vaccines allocated by HHS. This will include overseeing outreach to
healthcare providers and facilities to identify critical populations; developing messtaging

inform vaccine providers andorth Carolinians likely to be eligible in Phase 1b and 2 about
high-risk comorbidities and encouray seltidentificationwhere appropriate; and reconvening

the Advisory Committeéhrough the NC Institute of Medicires reeded to advise on

reprioritization. North Carolina will also continue to monitor emerging literature and data

around vaccine safety and efficacy in pediatric and other populations, as well as vaccine uptake,
to assess coverage in prioritized populatiamsl make shorterm adjustments as needed.

North Carolind2 @0VIB19 Vaccine Advisory Committegill continue to onsult on vaccine
prioritization process and supports efforts to engage with key populations.

Federal groups, includinthe Advisory Committegfor ImmunizationPracticesprovide
additional guidanceprioritization frameworkand recommendations for priority groups

Details of North Carolif@ approach can be found in tables below, which proaderall
population estimataanges reflecting higler and lower rates of vaccine uptake (ranging from
30% to 65%, based on a review of survey @at&ertain populations (e.g., healthcare workers)
are further stratified into different phases.

North Carolina Bureau of Labor Statistics (BLS) Categories Used to Estimate Kewgtoysul
for COVIBLY9 Vaccine Allocation Framework

DHHS used North Carolina Bureau of Labor Statistics data from 2020 to identify a number of key
employment categories, as outlined in the table below. In cases where BLS data was not
available, DHHS leveragadiumber of other data sources, including CDC Behavioral Risk Factor
Surveillance System (BRFSS) data (2018); NC DHHS estimates of LTC licensed facilities staff and
occupancy rates (2020); United States Interagency Council on Homelessness statistics (2019
North CarolindDepartment of Public Safety Statist{@020); employment data on migrant
farmworkers, seasonal farmworkers, and seafood workers from the North Carolina Department

of Commerce, North Carolina Growers Association (NCGA), Legal Aid of North Carolina, and
North Carolina Agromedicine Institute (29).
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Population/BLS Category \ Size
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Firefighters 15,200
Police and Sheri Patrol Officers 21,750
Total 36,950
Chefs and Head Cooks 2,600
FirstLineSupervisors of Food Preparation and Serving Workers 37,850
Cooks, Fast Food 22,720
Cooks, Institution and Cafeteria 10,960
Cooks, Restaurant 50,070
Cooks, Short Order 2,930
Cooks, All Other 210
Food Preparation Workers 20,270
Bartenders 13,670
Fast Food and Counter Workers 136,970
Waiters and Waitresses 82,340
Food Servers, Nerestaurant 8,320
Dining Room and Cafeteria Attendants and Bartender Helpers 8,680
Dishwashers 13,340
Hosts and Hostesses, Restaurant, Lounge, and Coffee Shop 17,500
Food Preparation and ServilRglated Workers, All Other 1,480
Total 429,910
Correctional Officers and Jailers 15,450
Total 15,450
Chiropractors 880
Dentists, General 3,440
Orthodontists 150
Dentists, All Other Specialists 90
Dietitians and Nutritionists 2,160
Optometrists 1,020
Pharmacists 10,020
Physician Assistants 5,440
Podiatrists 200
Occupational Therapists 3,530
Physical Therapists 6,310
RadiationTherapists 590
Recreational Therapists 410
Respiratory Therapists 4,240
SpeecH_anguage Pathologists 4,450
Exercise Physiologists 280
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Therapists, All Other 160
Veterinarians 2,910
Registered Nurses 99,960
Nurse Anesthetists 3,190
NurseMidwives 180
Nurse Practitioners 5,540
Audiologists 450
Anesthesiologists 670
Family Medicine Physicians 1,270
General Internal Medicine Physicians 280
Obstetricians and Gynecologists 400
Pediatricians, General 800
Psychiatrists 430
Physicians, All Other; and Ophthalmologists, Except Pediatric 14,080
Surgeons, Except Ophthalmologists 600
Dental Hygienists 7,090
Acupuncturists and Healthcare Diagnosing or Treating Practitioners, All Other | 890
Clinical Laboratory Technologists argtfnicians 12,030
Cardiovascular Technologists and Technicians 1,090
Diagnostic Medical Sonographers 2,330
Nuclear Medicine Technologists 540
Radiologic Technologists and Technicians 7,180
Magnetic Resonance Imaging Technologists 920
Emergency Medical Technicians and Paramedics 10,680
Dietetic Technicians 270
Pharmacy Technicians 13,560
Surgical Technologists 3,450
Veterinary Technologists and Technicians 3,600
Ophthalmic Medical Technicians 2,590
Licensed Practical aridcensed Vocational Nurses 16,910
Opticians, Dispensing 1,730
Orthotists and Prosthetists 350
Hearing Aid Specialists 230
Medical Dosimetrists, Medical Records Specialists, and Health Technologists a
Technicians, All Other 11,860
Athletic Trainers 950
Genetic Counselors 130
Health Information Technologists, Medical Registrars, Surgical Assistants, and
Healthcare Practitioners and Technical Workers, All Other 750
Home Health and Personal Care Aides 62,310
Nursing Assistants 56,780
Orderlies 960
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Population/BLS Category \ Size

Occupational Therapy Assistants 1,390
Occupational Therapy Aides 90
Physical Therapist Assistants 2,820
Physical Therapist Aides 790
Massage Therapists 2,980
Dental Assistants 9,510
Medical Assistants 19,640
Medical EquipmenPreparers 2,040
Medical Transcriptionists 1,340
Pharmacy Aides 270
Veterinary Assistants and Laboratory Animal Caretakers 4,290
Phlebotomists 5,960
CommunityHealth Workers 860
Healthcare Support Workers, All Other 3,650
Total 448,940
Construction Managers 13,500
FirstLine Supervisors of Construction Trades and Extraction Workers 29,260
Boilermakers 240
Brickmasons and Blockmasons 2,540
Stonemasons 90
Carpenters 17,880
Carpet Installers 340
FloorLayers, Except Carpet, Wood, and Hard Tiles 740
Floor Sanders and Finishers 270
Tile and Stone Setters 800
Cement Masons and Concrete Finishers 4,880
Construction Laborers 26,110
Paving, Surfacing, and Tamping Equipment Operators 1,330
PileDriver Operators 100
Operating Engineers and Other Construction Equipment Operators 13,640
Drywall and Ceiling Tile Installers 2,020
Electricians 19,320
Glaziers 1,550
Insulation Workers, Floor, Ceiling, and Wall 1,160
Insulation WorkersiMechanical 1,080
Painters, Construction and Maintenance 3,590
Paperhangers 180
Pipelayers 3,160
Plumbers, Pipefitters, and Steamfitters 12,820
Reinforcing Iron and Rebar Workers 410
Roofers 3,000

Author: North Carolina COVID-19 Vaccination Planning Team. Publication Date 10/16/20.
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Sheet Metal Workers 3,530
Helpers-Brickmasons, Blockmasons, Stonemasons, and Tile and Marble Setter| 970
Helpers-Carpenters 1,300
Helpers-Electricians 5,710
Helpers-Painters, Paperhangers, Plasterers, and Stucco Masons 120
Helpers-Pipelayers, Plumber®jpefitters, and Steamfitters 3,790
Helpers-Roofers 380
Helpers, Construction Trades, All Other 940
Construction and Building Inspectors 4,720
Elevator and Escalator Installers and Repairers 160
Fence Erectors 440
Hazardous Materials RemowAlorkers 1,440
Highway Maintenance Workers 3,860
RaitTrack Laying and Maintenance Equipment Operators 100
Septic Tank Servicers and Sewer Pipe Cleaners 1,160
Miscellaneous Construction and Related Workers 1,080
Total 189,710
Structural Iron and Steel Workers 1,570
Solar Photovoltaic Installers 670
FirstLine Supervisors of Production and Operating Workers 21,530
Aircraft Structure, Surfaces, Rigging, and Systems Assemblers 350
Coil WindersTapers, and Finishers 680
Electrical, Electronic, and Electromechanical Assemblers, Except Coil Winders,
Tapers, and Finishers 8,620
Engine and Other Machine Assemblers 860
Structural Metal Fabricators and Fitters 1,650
Fiberglass Laminators aR@bricators 730
Miscellaneous Assemblers and Fabricators 55,030
Extruding and Drawing Machine Setters, Operators, and Tenders, Metal and PI{ 4,540
Forging Machine Setters, Operators, and Tenders, Metal and Plastic 350
Rolling Machin&etters, Operators, and Tenders, Metal and Plastic 630
Cutting, Punching, and Press Machine Setters, Operators, and Tenders, Metal i
Plastic 5,970
Drilling and Boring Machine Tool Setters, Operators, and Tenders, Metal and P| 140
Grinding, Lapping, Polishing, and Buffing Machine Tool Setters, Operators, and
Tenders, Metal and Plastic 2,420
Lathe and Turning Machine Tool Setters, Operators, and Tenders, Metal and P| 690
Milling andPlanningMachine Setters, Operators, and Tems, Metal and Plastic 220
Machinists 11,900
Metal-Refining Furnace Operators and Tenders 500
Pourers and Casters, Metal 130
Page | 73

Author: North Carolina COVID-19 Vaccination Planning Team. Publication Date 10/16/20.
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Model Makers, Metal and Plastic 90
Patternmakers, Metal and Plastic 80
Foundry Mold and Coremakers 170

Molding, Coremaking, and Casting Machine Setters, Operators, and Tenders, M

and Plastic 7,130
Multiple Machine Tool Setters, Operators, and Tenders, Metal and Plastic 2,340
Tool and Die Makers 1,290
Welders, Cutters, Solderers, and Brazers 11,740
Welding, Soldering, and Brazing Machine Setters, Operators, and Tenders 880
Heat Treating Equipment Setters, Operators, and Tenders, Metal and Plastic | 530
Layout Workers, Metal and Plastic 40
Plating Machine Setters, Operators, and Tenders, MetaRiastic 1,100
Tool Grinders, Filers, and Sharpeners 90
Metal Workers and Plastic Workers, All Other 500
Tire Builders 1,610
Helpers-Production Workers 13,430
Production Workers, All Other 3,560
Total 163,760
Bus DriversJransit and Intercity 3,330
Passenger Vehicle Drivers, Except Bus Drivers, Transit and Intercity 18,280
Motor Vehicle Operators, All Other 3,690
Total 25,300
Funeral Attendants 1,540
Morticians, Undertakers, and Funersirangers 1,040
Total 2,580
Meat, Poultry, and Fish Cutters and Trimmers 13,320
Slaughterers and Meat Packers 5,910
19,230
Retail Salespersons 143,830
Total 143,830
Childcare workers 19,780
Total 19,780
Electrical PoweL.ine Installers and Repairers 4,020
Telecommunications Line Installers and Repairers 2,900
Total 6,920

Author: North Carolina COVID-19 Vaccination Planning Team. Publication Date 10/16/20.
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Nuclear Power Reactor Operators 360
Power Plant Operators 580
Stationary Engineers and Boiler Operators 360
Water and Wastewater Treatment Plant and System Operators 3,460
Chemical Plant and System Operators 730
Gas Plant Operators 140
Petroleum Pump System Operators, Refinery Operators, and Gaugers 250
Plant and System Operators, All Other 110
Total 5,990

I ACIP@ACIPPresentation Slides: August 2020 Meetéyugust 26, 2020. Available at:
https://www.cdc.gov/vaccines/acip/meetings/slideé020-08.html.

2 National Academies of Sciences, Engineering Medicine,oFramework for Equitable Allocation of COMI®
Vaccines October 2020. Available dtttp://nap.edu/25917.

B Johns Hopkins Universitginterim Framework for COVAI® Vaccine Allocation and Distribution in the United
Sates g August 2020. Available dittps://www.centerforhealthsecurity.org/owwork/pubs_archive/pubs
pdfs/2020/200819vaccineallocation.pdf

4l world Health OrganizatiomA global framework to ensure equitable and fair allocation of C&8Iproducts:
And potential implications for COMID® vaccineg, WHO Member States briefing, June 18, 2020. Available at:
https://apps.who.int/gb/COVIEL9/pdf files/18 06/Global%20Allocation%20Framework.Ad€essed 20206-
23.

Bl A, Malik, S. McFadden, J. Elharakea, S. Qideterminants of COVHD9 vaccine acceptance in thiSg
EClinicalMedicine, August 12, 2020. Availablé&tp://https//www.journals.elsevier.com/eclinicalmedicines. M.
O®& eefe,d0ne in Three Americans Would Not Get COM¥Vacine¢ Gallup, August 7, 2020. Available at:
https://news.gallup.com/poll/317018/onghree-americansnot-covidvaccine.aspxK. Fisher et aldAttitudes
Toward a Potential SAFE®V2 Vaccine: A Survey of U.S. Adélsinals of Internal Medicine, September 4, 2020.
Available athttps://www.acpjournals.org/doi/10.7326/M2€e8569 L. Neergaard and H. FingerhddRNORC poll:
Half of Americans would get a COMI®vaccing Associated Press, May 27, 2020. Available at:
https://apnews.com/article/dacdc8bc428dd4df6511bfa259cfecMbrning Consult and PoliticdNational

Tracking Poll #2007%7)July 2426, 2020. Available alittps://www.politico.com/f/?id=00000173987ad36e-abff-
fdfa6c1b0000

%l Diagnoses include: Cancer, chronic kidney disease, chronic obstructive pulmonary disease,
immunocompromised state from solid organ transplant, obeéivl >=30), serious heart conditions, sickle cell
disease, and Type |l diabetes. Souhtps://www.cdc.gov/vaccines/acip/meetings/downloads/slid2820
08/COVIEDS-McLung.pdip. 37)

[l Source: https:vww.kff.orgpolicy-watch/takingstockof-essentialworkers/

Prioritization of Gtical Populations SMENC DHHS COVID Planning Team Leads
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Purpose, Scope, and Situation Overview

Purpose
The purpose of this annex is to detail how allocation, ordeimgl distribution will take place.

Scope
Define the conceptual plan for COVIB vaccine allocation, orderingnd distribution in North
Carolina as it relates to all providers enrolled in the C@\Maccination Provider Program.

SituationOverview

Vacine allocation, orderingand distribution will be integral to getting people vaccinated.
Allocation is the process of determining the amount of vaccine sent to individual provider sites
out of the total amount allotted to WNrth Carolina Ordering is the@rocess by which amounts of
vaccine will be communicated to CDC for sending to providers. Distribution is the process by
which vaccine will move from the manufacturer to the sitkerethe vaccine will be

administered.

Concept of Operations

A. Phase 0:Planning/Allocation

1. Prior to receiving an initial vaccine supply, North Carolina will determine target
and priority groups based on CDC, ACIP, and NAM recommendations. North
Carolin® specific needs based on the North Carolina population will also be
factored in.See Annex C for details.

2. Providers will be enrolled based on action in the Clinical/Prioritization portion of
this plan. Provider types are noted in Appendix 4, Communications Matrix.

3. Providers will identify the populations they serve and the anmtswf those
populations.

1. For employer or facilitpased vaccination clinics, facilities can use these
lists to contact employees and plan for vaccination clinics.

2. For communitybased clinics, for example vaccination clinics by LHDs for
people with chront conditions, providers can use their list to send a note
to highrisk patients to inform them of an upcoming vaccination event.

3. Inthe initial phases, healthcare systems, local health departmeants
other facilities will be encouraged to pregister people who are
interested in vaccination. They can use these lists andqgestration for
vaccination clinics to inform vaccine needed at clinics for administration.
This will reduce waste of veioe by allocating amounts needed for people
who plan to receive the vaccine.
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B. Phase I: Implementation
1. The Immunization Branch will be notified of an amount of vaccine allotted to
North Carolina by the federal government for distribution to CGlA2nrolled
providers.

2. Additional subkallocations of vaccine will be distributed to providers serving the
openpriority group(s).
i. Allotments of doses to vaccination providers will be based on:
1. Prioritygroup(s) served
Number of doses allocated to North Carolina
Vaccine product provided in the allocation
Vaccination site ofhand vaccination inventory and type
Numbe of people within a priority group that a provider serves
a. Minimum shipment amounts will be increments of 100
Storage and handling capacity at the vaccine provider site
7. Minimizing the potential for wastage of vaccine, constituent
products, and ancillaryupplies
ii. The pandemic module of NCIR will compute allocations. HHS Tiberius can
also be used for this process.
ii. Allocations will be reviewed by the COMI®\accination team at the
state level.
iv. Provides will havethe option to request to skip a round of allocation if
they feel their supply is adequate.

a ko

o

3. No doses will be held back at the jurisdiction or provider level. The federal
government will hold back product initially to ensure second doses are available.
North Garolina should allocate the doses they have available to them at the dose
level.

4. Once amounts are allocated to individual providers, reviewed and approved by
state staff, those amounts will be loaded from NCIRTockS

5. Once approved, CDC will transmit the information as orders to McKesson (or the
vaccine manufacturer if an ultreold stored vaccine).

i. When the vaccine supply begins to meet demand, and the amount of
vaccine allotted to the state begins to meet administration needs, the
model for allocation will transition more to that of providertiated
requests/orders that are theapproved by the state and transmitted via
VTrckS

6. Once an order is approved for shipment by CDC, distribution will begin.
7. Manufacturers€and ancillary supplies are being collected at the CDC central
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distributor McKesson with backup from Cardinal andefisource Bergen
Company.

8. Vaccine (and adjuvant, if required) will be shipped to provider gigesling
further information from CDCTiming of shipments may be altered based on
vaccinespecific cold chain requirements that limit local storage capability.
i. CDC has advised jurisdictions not to purchase aitid storage
equipment at this time; ultracold vaccine may be shipped from the
manufacturer in coolers that are packed with dry ican store vaccine
for an extended period of time, and can be repacked for longer use. CDC
will provide additional detail as it becomes available.

9. Ancillary supply kits and diluent (if required) will ship separately from the vaccine
due to different cold hain requirements, but shipments will be timed from the
centralized distributor to arrive with or before the vaccine.

i. Ancillary supply kits will include needles, syringes, alcohol prep pads,
COVIBL19 vaccination record cards for each vaccine recipient,aand
minimal supply of personal protective equipment (PPE), including surgical
masks and face shields, for vaccinators. Each kit will include supplies
needed to administer 100 doses of vaccine.

ii. For COVIRY9 vaccines that require reconstitution with diluemt mixing
adjuvant at the point of administration, these ancillary supply kits will
include additional necessary syringes, needles, and other supplies for this
purpose.

iii. Sharps containers, gloves, bandages, and other supplies will not be
included.

10. Per CDQhe state anticipates that selected retail pharmacy partners will receive
direct federal allocations to conduct esite vaccination clinics for residents and
staff in longterm care facilities (LTCF). LTCFs that choose to administer within
the facility a administer vaccine by another provider of their choice will receive
vaccine from the state allocation.

11. The state will monitor Vaccine Adverse Events Reporting (VAERS) reports.

C. Phase 2: Adjustment

1. Many COVIEL9 vaccine candidates are in development, and clinical trials are
being conducted simultaneously with largeale manufacturinglt is not known
which vaccines will be approved when theyl be approved.COVIEL9
vaccination program plans must be flexible and accommodate multiple
scenarios.lt is expected that demand will exceed supglgd therefore planning
is based on use of the priority group systeirhe following points will trigger
plan adjustmens and movement through the opening of access to priority
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groups:
i. Change in vaccine product provided to state or removal of a vaccine
product from approved/authorized status
ii. Supply exceeds demand of the open priogtpups
lii. Supply exceeds demand overall

D. Phase 3: Transition
During this phase, continued vaccination strategies will focus on open vaccination to
maintain high coverage levels. Vaccines will be distributed primarily to commercial and
private section partners, and public partner sites as needdaeM¥accine supply is
available for expanded groups among the general population, a listing of €@VID
vaccinating provider sites will be available on a national, pdatimg website called
VaccineRnder.

Organization and Assignment of Responsibilities

A. Allocation
a. CDQ; provides allotted amounts to state
b. Stateg provides allocation to provider
c. Providerg ensuresadministration occurs based on priority groups
B. Distribution
a. CDQ oversees central distribution contracts
b. Statec ensures accuratdelivery information provided for each provider and
timely entry of orders
c. Contractdistributor ¢ ensuresvaccine and ancillary supplies are delivered in
a timely, temperaturecontrolled, efficient manner
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The following figure fronthe CDC references theaccine distribution concept describadhove.

Allocation/Distribution SME NC DHHS Immunization Branch
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