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In June and July 2010, we conducted a national internet-based survey of 64 city, state, and territorial immunization

program managers (IPMs) to assess their experiences in managing the 2009-10 H1N1 influenza vaccination campaign.

Fifty-four (84%) of the managers or individuals responsible for an immunization program responded to the survey. To

manage the campaign, 76% indicated their health department activated an incident command system (ICS) and 49%

used an emergency operations center (EOC). Forty percent indicated they shared the leadership of the campaign with

their state-level emergency preparedness program. The managers’ perceptions of the helpfulness of the emergency

preparedness staff was higher when they had collaborated with the emergency preparedness program on actual or

simulated mass vaccination events within the previous 2 years. Fifty-seven percent found their pandemic influenza plan

helpful, and those programs that mandated that vaccine providers enter data into their jurisdiction’s immunization

information system (IIS) were more likely than those who did not mandate data entry to rate their IIS as valuable for

facilitating registration of nontraditional providers (42% vs. 25%, p<0.05) and tracking recalled influenza vaccine (50%

vs. 38%, p<0.05). Results suggest that ICS and EOC structures, pandemic influenza plans, collaborations with emergency

preparedness partners during nonemergencies, and expanded use of IIS can enhance immunization programs’ ability to

successfully manage a large-scale vaccination campaign. Maintaining the close working relationships developed between

state-level immunization and emergency preparedness programs during the H1N1 influenza vaccination campaign will

be especially important as states prepare for budget cuts in the coming years.

The 2009-10 H1N1 influenza vaccination campaign
was conducted in response to a major public health

event that required state-level1 immunization programs to
activate plans to expand their vaccine management and

distribution capabilities. Determining how to rapidly dis-
seminate H1N1 influenza vaccine to thousands of new and
existing vaccine providers and the public was a major
challenge for state and local health departments because of
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the changing estimates of when the vaccine would be
available, uncertainties in distribution, and prioritization
strategies.* To rapidly deliver the vaccine, many state-level
immunization programs worked closely and in unique ways
with their state-level emergency preparedness (EP) pro-
grams. Under the National Incident Management System,
the federal government encourages all levels of government,
including state health departments, to use incident com-
mand structures (ICS) and emergency operations centers
(EOC) to help efficiently and consistently manage response
activities and personnel. Previous studies and after-action
reports from other incidents have highlighted the benefits
of using ICS and EOC to help organize personnel,
responsibilities, and resources.2-4 Understanding how im-
munization programs collaborated with emergency pre-
paredness programs and how they used ICS and EOC
during the H1N1 vaccination campaign can inform future
preparedness and response initiatives. Similarly, learning
how immunization information systems (IISs), or vaccine
registries, helped immunization programs manage H1N1
vaccine inventory and track vaccine administration is key to
improving the usefulness of these systems during future
vaccine-related events.

Capturing lessons learned to enhance systems that work
becomes especially important in light of cuts to federal and
state budgets, expiration of American Recovery and Re-
investment Act funds to immunization programs, and po-
tential reorganization of CDC’s immunization grant
program.5-7 To explore how state-level immunization and
emergency preparedness programs worked together and
how IISs assisted the relationships and systems im-
plemented during the H1N1 vaccination campaign, we
conducted a survey of city, state, and territorial immuni-
zation program managers in July 2010.

Methods

We conducted an electronic survey of the 64 immunization
program managers (IPMs) representing the city, state, and
territory grantee jurisdictions supported by the Centers for
Disease Control’s (CDC) National Center for Immuniza-
tion and Respiratory Diseases (NCIRD).8 These CDC
grantee jurisdictions include the 50 states, American
Samoa, Guam, the Republic of Marshall Islands, Micro-
nesia, the Northern Marianas Islands, Palau, Puerto Rico,

the Virgin Islands, Chicago, the District of Columbia,
Houston, New York City, Philadelphia, and San Antonio.
We conducted the survey in collaboration with the Asso-
ciation of Immunization Managers (AIM), the national
professional organization that represents IPMs from all 64
grantee jurisdictions. The survey was open between June
30, 2010, and July 28, 2010. It was initially distributed by
email; follow-up with nonrespondents began 2 weeks after
initial survey dissemination and included reminders posted
in AIM’s weekly report to IPMs and follow-up phone calls
to nonrespondents.

The 35-question survey asked immunization program
managers about their health department’s management
structure during the H1N1 vaccination campaign, includ-
ing whether or not the department had used an incident
command system (ICS), the role of their incident com-
mander, and whether they opened an emergency operations
center (EOC). The survey also gathered perceptions of the
helpfulness of existing pandemic influenza plans. The ex-
tent of collaboration with state-level emergency prepared-
ness programs was assessed through questions regarding the
degree of collaboration with those programs prior to the
pandemic, as well as delineation of tasks between the 2
programs during the H1N1 vaccination campaign. Using a
5-point scale with values of ‘‘very effective,’’ ‘‘effective,’’
‘‘neither effective nor ineffective,’’ ‘‘ineffective,’’ or ‘‘very
ineffective,’’ with an additional ‘‘not applicable’’ response
option, respondents were asked to describe their percep-
tions of the effectiveness of the emergency preparedness
staff in regards to specific activities related to facilitating
their state’s overall mass vaccination campaign, supple-
menting immunization staff, and developing risk commu-
nication materials for the public and vaccine providers.

We asked immunization program managers about suc-
cesses and challenges in working with emergency pre-
paredness programs. Free text responses to these qualitative
questions were analyzed for themes by 2 coders with
agreement of 90%. A code book was developed a priori and
included the themes and codes described below.

Qualitative Codes

Successful Experiences with Emergency
Preparedness Programs
Social Capital described comments that implied a beneficial
understanding of a particular role, establishment of good
working relationships, or positive collaboration between
groups developed prior to the H1N1 vaccination campaign
or during the campaign event. Resource Sharing described
improved monetary, personnel, or equipment manage-
ment; flexibility; and ability to pursue projects or strategies.
Logistics was used to describe positive experiences during
planning, implementing, or running a specific project
or campaign-related activity. Shared Leadership indicated
that decisions were made clearly and jointly with both

*For the purposes of this article, the term state-level is used to
describe the immunization programs and emergency prepared-
ness programs operating at the state and territorial levels, as well
as those in the 6 major metropolitan areas directly funded by the
Centers for Disease Control’s (CDC) National Center for Im-
munization and Respiratory Diseases. Unless otherwise indicated,
this does not include immunization programs or emergency
preparedness programs that may exist in regional, county, city, or
other local levels of government.

CHAMBERLAIN ET AL.

Volume 10, Number 1, 2012 143



programs’ best interests in mind. Communication was used
to code any positive mention of external or internal health
department communications. Plan Utility was used when
existing plans, particularly pandemic influenza plans, and
relationships were found to be useful for implementing
projects and strategies. Beneficial ICS indicated that the use
of incident command systems improved operations, com-
munications, or other aspects of planning and campaign
implementation. Positive POD Experience indicated a pos-
itive perception of logistics for points-of-distribution
(PODs).

Challenging Experiences with Emergency
Preparedness Programs
To describe challenges, Cultural Differences indicated a
perceived lack of understanding of standard operating
procedures or differences in approach to problems because
of differences in programs and/or cultures within programs.
Resource Allocation indicated difficulties in obtaining the
resources needed in a timely manner (eg, Public Health
Emergency Response [PHER] money, personnel, supplies,
location, and space issues). Communication was used when
respondents indicated receiving too many updates or un-
clear guidance. Leadership Conflict or Ambiguity indicated
that respondents described overlapping roles or unclear
leadership structures that had a detrimental effect. Poor ICS
indicated that the use of incident command structures or
emergency operating centers did not improve the situation
or campaign management or became too much of a burden.
Poor POD Experience indicated that point-of-distribution
site logistics were challenging.

Regarding use of IIS during the mass vaccination cam-
paign, we asked immunization program managers whether
providers were required to participate in their state or ter-
ritory’s vaccine registry, and we asked about provider
compliance with entering data into the IIS. Perceptions of
the value of specific IIS functionalities—including tracking
coverage rates, supporting mass immunization clinics,
tracking provider adherence to priority group recommen-
dations, pushing vaccine-related communications out to
providers, and facilitating the registration of nontraditional
providers like OB/GYNs and pharmacies—were assessed
using a 5-point Likert-like scale with values of ‘‘extremely
valuable,’’ ‘‘valuable,’’ ‘‘somewhat valuable,’’ ‘‘minimally
valuable,’’ or ‘‘not valuable.’’ Additionally, the response
option ‘‘Our IIS does not have this capability’’ was also
available. Immunization program managers were also asked
to share any additional functional capabilities they wished
their jurisdiction’s IIS had that would have aided their
ability to manage the vaccination campaign.

At the end of the survey, immunization program man-
agers were offered a free DVD copy of ‘‘Master the Dis-
aster,’’ an interactive, customizable tabletop exercise builder
tool designed by the CDC-supported Emory Center for
Public Health Preparedness in 2007 to help public health

agencies plan, design, conduct, and evaluate disaster pre-
paredness exercises.9

The Emory University institutional review board (IRB)
approved the survey as an exempt study. SAS version 9.2
statistical software (SAS Institute, Cary, NC) was used for
data analysis, including frequency calculations and pro-
portion comparisons with chi-square and Fisher’s exact
tests. Associations with a p-value of 0.05 or less were con-
sidered statistically significant. Feedback Server version 4.4
(Data Illusion, Geneva, Switzerland) was used to admin-
ister the survey. Some respondents did not answer all survey
questions, so we analyzed each question with only the
number of responses received for that question.

Results

Fifty-four of the 64 (84%) city, state, and territorial im-
munization program managers or individuals responsible
for the immunization program responded to the survey.
Forty-six responding managers represented states, 6 re-
presented large U.S. cities, and 2 represented U.S. territo-
ries. Respondents to this survey represented programs
covering approximately 93% of the estimated 2010 U.S.
population.10

Use of ICS, EOCs, and Pandemic
Influenza Plans
Seventy-six percent (41/54) of immunization program
managers indicated their health department used an ICS to
manage the H1N1 vaccination campaign. Of those, 39%
said their incident commander was the state public health
officer, 32% said the public health preparedness coordi-
nator, 7% the state medical officer, and 5% the immuni-
zation program manager. The remaining 17% indicated
‘‘other,’’ followed by open-ended responses largely con-
sisting of nonspecific responses.

Forty-nine percent (26/53) of immunization program
managers indicated their health department opened an
EOC to manage the influenza vaccine campaign. Of these,
50% (13/26) opened an in-person EOC, 42% (11/26)
opened both an in-person and virtual EOC (ie, a web-based
EOC), and 4% (1/26) opened only a virtual EOC.

Fifty-seven percent (30/53) found their existing pan-
demic plan helpful, with 29 respondents specifically citing
the plan’s role in providing an established framework for
response and forging collaborations among stakeholder
partners as particularly helpful. Among the 8 respondents
who perceived their pandemic influenza plan as unhelpful,
the primary reasons cited were the inappropriateness of the
plan for the specific characteristics of this pandemic (6 re-
spondents) and the plan’s being outdated or inadequate in
scope (2 respondents).
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Collaborations with Emergency
Preparedness Programs
Forty percent (21/53) of responding immunization pro-
gram managers shared the programmatic lead for the 2009-
10 H1N1 influenza vaccination campaign with their
emergency preparedness program. Of the remaining 32
managers, 15 (28%) indicated that their immunization
program was the programmatic lead, 15 (28%) indicated
that the emergency preparedness program was the lead, and
2 (4%) indicated other leadership arrangements.

When stratified by programmatic lead, there were no
meaningful differences regarding which program per-
formed the majority of the work related to specific H1N1
mass vaccination activities, except for the activity of es-
tablishing point-of-distribution (POD) centers. Among
the 15 immunization program managers who indicated
that the immunization program was their programmatic
lead for the H1N1 influenza vaccination campaign, re-
sponses varied regarding which entity performed the ma-
jority of the work related to establishing PODs. Five (33%)
of these managers indicated that regional or local health
departments performed the majority of the POD-related
work, 4 (27%) indicated that the immunization program
performed the majority of the work, 4 (27%) indicated that
the work was jointly shared between the immunization
program and the emergency preparedness program, and 2
(13%) indicated that POD establishment was the respon-
sibility of the emergency preparedness program. In con-
trast, 47% (7/15) of immunization program managers from
jurisdictions whose emergency preparedness program was
the lead for the vaccination campaign indicated that POD
establishment was the responsibility of the emergency
preparedness program, and 50% (10/20) of immunization
program managers from jurisdictions whose immunization
and emergency preparedness programs shared program-
matic leadership of the campaign indicated that establish-
ing PODs was also a joint effort between the immunization
and emergency preparedness programs.

Seventy percent (38/54) of immunization program
managers indicated that their immunization program had
coordinated with their emergency preparedness within the
previous 2 years to conduct an actual and/or simulated mass
vaccination. While the majority of immunization program
managers perceived their emergency preparedness staff as
effective in facilitating their state’s overall H1N1 influenza
vaccination response (69%) and supplementing the im-
munization program staff (56%), managers who had co-
ordinated with their emergency preparedness program on
actual and/or simulated mass vaccination events in the 2
years prior to the H1N1 influenza vaccination campaign
were more likely to perceive their emergency preparedness
staff as effective in specific H1N1-related activities than
those who had not coordinated with their emergency pre-
paredness program (Table 1). These activities included al-
locating scarce vaccine inventory to providers ( p = 0.03),

facilitating decisions about who should receive scarce vac-
cine among subpriority groups ( p = 0.05), developing risk
communications materials for providers about the H1N1
influenza vaccine ( p = 0.02), and developing risk commu-
nications materials for the public about H1N1 influenza
vaccine ( p = 0.04). The trend was similar for both of the
other activities we asked about, supplementing immuni-
zation program staff and facilitating the overall H1N1 in-
fluenza vaccination campaign, but not significantly so (both
p = 0.30).

The top 3 successes cited by immunization program
managers in regards to working with their emergency pre-
paredness programs during the H1N1 influenza campaign
were resource sharing, logistics, and social capital (Figure
1). The top 3 challenges cited were cultural differences
between the programs, resource allocation, and leadership
conflict or ambiguity. Communication was the theme most
commonly indicated as both a success and a challenge.

Use of Immunization Information
Systems
Among the 51 respondents who indicated their jurisdiction
has an IIS, 61% (31/51) indicated that provider registration
in their IIS was a precondition for receipt of H1N1 influ-
enza vaccine. Fifty-one percent (26/51) indicated that data
entry into their IIS was mandatory for H1N1 influenza
vaccine providers. Forty-four percent (20/45) and 51%
(23/45) indicated that providers were ‘‘compliant’’ or
‘‘somewhat compliant,’’ respectively, with entering data
into their IIS. Compared to immunization program man-
agers from jurisdictions that did not mandate providers
enter data into their IIS, managers from jurisdictions that
did mandate IIS data entry were more likely to rate their IIS
as valuable for facilitating registration of nontraditional
vaccine providers like obstetricians and pharmacists (42%
vs. 25%, p < 0.05) and tracking recalled influenza vaccine
(50% vs. 38%, p < 0.05).

Immunization program managers rated IIS as most
valuable for supporting H1N1 influenza vaccination clin-
ics, facilitating reminder/recall for children needing a sec-
ond dose of vaccine, and tracking vaccine coverage rates
(Figure 2). Fifty-seven percent (16/28) of immunization
program managers who indicated their IIS has the capa-
bility to ‘‘facilitate the registration of nontraditional vaccine
providers’’ and 59% (17/29) who indicated their IIS has the
capability to ‘‘push communications out to providers’’ rated
those functionalities as valuable or extremely valuable to the
campaign, while nearly 40% of immunization program
managers indicated that their IIS did not have those
functionalities. Among 35 respondents who provided
comments regarding what capabilities or functionalities
they ‘‘wished’’ their IIS had, the most frequent response was
more provider participation in their IIS (26%). Other
frequently cited responses included better vaccine ordering
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capabilities (14%), better inventory management (14%),
and improved linkage with electronic medical records
(14%).

Discussion

During the 2009-10 H1N1 vaccination campaign, state-
level immunization programs employed a variety of strat-
egies to expand their programmatic and technological
capacity to distribute H1N1 influenza vaccine in an effi-
cient and timely manner. More than three-quarters of
immunization program managers indicated their health
department activated an ICS, nearly half indicated their
health department opened an EOC to manage the vaccine
campaign, and 40% indicated having shared the role of
programmatic lead for the campaign with their state-level
emergency preparedness program. Immunization program
managers’ perception of the helpfulness of their depart-
ment’s emergency preparedness staff was also perceived to
be higher if they had previously collaborated with the
emergency preparedness program for simulation or other
emergency preparedness activities. More than half of im-

munization program managers working in jurisdictions
with IISs required providers to enter data into their system,
and more than one-third of managers indicated using their
IIS as a way to push important communications out to
providers. Each of these strategies used during the H1N1
vaccination campaign illustrates the value of the perspective
of immunization program managers to collaborating with
their emergency preparedness program partners. In addi-
tion, immunization program managers also shared input on
the importance of IIS to the management of vaccine-related
public health emergencies.

The extent to which ICS/EOC structures were used for
this vaccination campaign was substantial, given that these
management structures were largely foreign to public health
agencies prior to the 2003 adoption of the national incident
management system (NIMS) that uses ICS for emergency
response.11 Since the hierarchical nature of the ICS is not
typically used to manage state and local health departments,
implementation of the relatively unfamiliar ICS was initially
met with some reticence by public health agencies.12 Results
from our survey suggest that while some immunization
program managers indicated resistance and frustration with
the culture of ICS, more felt that using ICS helped them to

Table 1. Association of Collaboration with Emergency Preparedness Staff on Mass Vaccination Event in 2 Years Prior
to 2009-10 H1N1 Influenza Vaccination Campaign with Immunization Program Managers’ Perceived Effectiveness
of Emergency Preparedness Staff

Number of Immunization
Programs That Had

Collaborated with EP Program

Number of Immunization
Programs That Had Not

Collaborated with EP Program

p-value*
Effective/ very

effective

Ineffective/very
ineffective/neither

effective
nor ineffective Total

Effective/
very effective

Ineffective/very
ineffective/neither

effective nor
ineffective Total

How effective was your
EP staff in:

Allocating scarce vaccine
inventory to providers (n = 37) 79% 21% 24 38% 62% 13 0.03

Facilitating decisions about
who should receive scarce
vaccine (n = 43) 69% 31% 29 36% 64% 14 0.05

Developing risk communica-
tions materials about H1N1
influenza vaccine:

For providers (n = 44) 66% 34% 32 25% 75% 12 0.02

For the public (n = 45) 69% 31% 32 31% 69% 13 0.04

Supplementing immunization
program staff (n = 45) 72% 28% 32 54% 46% 13 0.30

Facilitating your jurisdiction’s
overall H1N1 influenza
vaccination campaign (n = 51) 78% 22% 36 60% 40% 15 0.30

*p-values £ 0.05 statistically significant
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work effectively and efficiently with collaborators, especially
their emergency preparedness partners. Additionally, use of
existing pandemic influenza plans was high; many immu-
nization program managers asserted their value in having
provided a structured basis for planning and operations as

well as in enacting previously established partnerships with
entities like hospitals and federally qualified health centers
that proved integral to the coordination of the campaign.

In addition to the roles ICS/EOC systems and pandemic
influenza preparedness plans played in managing the

Figure 1. Themes Cited by Immunization Program Managers Regarding Successes and Challenges in Collaborating with Emergency
Preparedness Programs During the H1N1 Vaccination Campaign. Color images available online at www.liebertonline.com/bsp
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H1N1 vaccination campaign, shared programmatic lead-
ership and degree of prior collaboration among immuni-
zation and emergency preparedness programs also had an
impact on program managers’ perceptions of their emer-
gency preparedness counterparts during the campaign.

These 2 programs have very different histories in state
health departments; immunization programs have existed
for nearly 50 years with funding provided by the Vaccina-
tion Assistance Act (Section 317 of the Public Health Service
Act) and the Vaccines for Children (VFC) program, a fed-
erally funded entitlement program that provides childhood
vaccines free to children who might otherwise be unable to
afford vaccines.13,14 Public health emergency preparedness
programs were largely created following the enactment of
the Public Health Security and Bioterrorism Preparedness
and Response Act of 2002, and they receive the majority of
their funding through grants from the CDC and the Health
Resources Services Administration (HRSA).15 Since both
programs operate largely on discretionary funding that varies
from year to year and has either remained constant or de-
clined in recent years, it may be mutually beneficial for these
2 programs to share resources and personnel.

This survey found that among jurisdictions in which the
responsibility of campaign management was shared be-
tween the immunization program and the emergency pre-
paredness program, the majority of the work needed to
establish PODs was also shared. Immunization program
managers’ perception of the helpfulness of their emergency
preparedness colleagues was also affected by their degree of
prior collaboration with the emergency preparedness pro-
gram. While results suggest that immunization program
managers’ perceptions of their emergency preparedness
programs’ general helpfulness in facilitating their jurisdic-
tion’s mass vaccination response was not significantly as-
sociated with exercise collaborations in the previous 2 years,

perceptions of the emergency preparedness program’s help-
fulness on more specific, targeted activities was significantly
associated with prior collaborations. Taken together, these
findings underscore the importance of interprogram pre-
event planning and highlight benefits to structuring exercises
and responding to actual events in ways that familiarize staff
from each program with the specific needs and nuances of
the other. Many of the successes and challenges cited by
immunization program managers in working with the
emergency preparedness program can be achieved or ad-
dressed through preevent planning. Developing a mutual
understanding of each other’s programs and assigning lead-
ership structures that are both flexible and clear when the 2
programs unite are 2 examples. Methods for streamlining
and targeting communications as well as determining re-
source allocation plans can contribute greatly to the success
of programmatic collaborations.

In addition to the importance of strong personnel
management, the use of IIS technology was also emphasized
during the H1N1 influenza vaccination campaign. Man-
dating provider participation in IIS was an approach some
states took to improve the ability to track vaccine, with states
more frequently reporting problems tracking vaccine ad-
ministration if their state did not require mandatory re-
porting through their state registries.16 Lack of provider
compliance with entering data into a registry system limits
the benefits these systems can have for activities like inven-
tory management, reminder/recall, and strategic planning
on behalf of health departments. While our results suggest
that such a requirement did not have a sweeping impact on
immunization program managers’ perceived value of all IIS’s
functionalities, it may have assisted the program managers’
ability to use their IIS for the registration of nontraditional
vaccine providers and tracking recalled vaccine. These
functionalities, as well as the ability to use IIS to push
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Figure 2. Perceived Value of IIS Capabilities During 2009-10 H1N1 Vaccination Campaign. Color images available online at
www.liebertonline.com/bsp
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communications out to vaccine providers, are especially
important in an emergency situation when mass quantities
of vaccine need to be distributed and monitored across a
diverse population. While many immunization program
managers realized the value of having an IIS with these
capabilities during the H1N1 vaccination campaign, more
than 40% indicated their IIS could not facilitate the regis-
tration of nontraditional vaccine providers or push com-
munications out to providers. Enabling more IISs to include
these types of functionalities would benefit management of
future vaccine-related emergencies. For those programs that
did require providers to participate in their IIS for the H1N1
influenza vaccine campaign, it will be important to assess
how this affects their willingness to participate in the system
over the long term. Moreover, with the push toward adop-
tion of electronic medical records, it remains to be seen how
IIS will interface with these systems. As this transition oc-
curs, more research is needed to determine the most effective
ways to either merge IIS into electronic health records or
enable the 2 systems to exchange information efficiently.

This survey has several limitations. It was not conducted
in parallel among state directors of emergency prepared-
ness, so complementary data from their perspectives are
currently unavailable. Results from this survey have been
shared and discussed with directors of emergency pre-
paredness, and obtaining their responses to similar ques-
tions would be particularly useful to comprehensive
planning for future public health emergencies. Further,
respondent self-report may be biased due to an inability to
precisely recall events from the prior year. Another limita-
tion is that the beliefs of immunization program managers
regarding collaborations with emergency preparedness
programs, use of ICS/EOCs, characteristics of IIS reporting
requirements, and other issues were not correlated with
outcome measures such as immunization coverage in their
respective jurisdictions. Despite this limitation, the results
clearly show differences in perceptions of immunization
program managers regarding effectiveness of a variety of
measures and point the way forward to improved collabo-
rations and preparedness.

Strong partnerships among staff within immunization
and emergency preparedness programs are integral to pre-
paredness against future vaccine-related emergencies.
Considering the importance of collaboration among im-
munization programs and emergency preparedness pro-
grams, as well as the most effective ways to use information
systems like IIS, are especially appropriate in light of the
current public health funding landscape. Reductions to
Health and Human Services budgets, as well as to state
health department budgets, are likely to result in corre-
sponding reductions in state and local public health pro-
grams and staff. Fostering alignment of immunization and
emergency preparedness programs at a national level could
help diffuse the consequences of tighter budgets. Given that
the federal governance structure in the U.S. provides au-
tonomy to the states regarding budgetary decisions, en-

couraging discussions of programmatic collaborations at
the level of professional organization might be most prac-
tical. Despite such budgetary constraints, maintaining and
improving the capacity of public health to respond to
health threats remains more important than ever due to the
increasing threat of catastrophic illness or injury resulting
from natural or man-made disasters.17,18 Understanding
which aspects of collaboration worked well and which did
not work well during the 2009-10 H1N1 influenza vacci-
nation campaign is important to sustaining these pro-
grammatic partnerships over time and across a variety of
emergency and nonemergency events.

Conclusion

The 2009-10 pandemic influenza H1N1 vaccination
campaign holds useful lessons regarding preparation for
and implementation of future mass vaccination programs.
Close collaborations among state-level immunization pro-
grams and emergency preparedness programs, as well as use
of existing pandemic influenza plans, incident command
systems, and emergency operation centers, were important
in many jurisdictions across the U.S. Coupling these pro-
grammatic collaborations with new approaches to use of
immunization information systems, such as mandatory
provider participation, can assist jurisdictions’ responses to
future vaccine-related public health threats. Actively
maintaining the interprogram relationships and expanded
use of IIS that were cultivated during the H1N1 vaccina-
tion campaign experience are always important, and espe-
cially so as public health budgets fluctuate.
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