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I. Background: 
The primary mission of the Communicable Disease Branch (CDB) is to reduce morbidity and mortality 
resulting from communicable diseases that are a significant threat to the public through detection, 
investigation, testing, treatment, tracking, control, education, and care activities to improve the health of 
people in North Carolina.  

The Public Health Emergency Preparedness (PHEP) CARES Crisis Cooperative Agreement and 
Epidemiology and Laboratory Capacity for Prevention and Control of Emerging Infectious Diseases 
(ELC) CARES Cooperative Agreement awards have been critical in supporting North Carolina's 
response to the coronavirus pandemic. With the addition of the ELC Enhancing Detection award, the 
primary focus of all three CDC funding sources is: 1) direct allocation to local health departments, 2) 
enhanced laboratory testing capacity, 3) increasing workforce by hiring temp staff, 4) supporting 
epidemiology and surveillance activities and 5) expanding informatics and IT infrastructure to increase 
electronic data exchange. The ELC Enhancing Detection Award includes new activities centered around 
contracts to external partners to support contact tracing, and strategic planning and project management. 

The Division of Public Health (DPH), Communicable Disease Branch (CDB), is making an allocation of 
these ELC Enhancing Detection funds available to all local health departments through the “CDC-RFA-
TP18-1802, Cooperative Agreement for Emergency Response: Public Health Crisis Response, COVID-
19 Crisis Response Cooperative Agreement – Components A and B Supplemental Funding” to carry out 
surveillance, epidemiology, laboratory capacity, infection control, mitigation, communications, and 
other preparedness and response activities. 
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II. Purpose: 
This Activity is for the Local Health Department to work to prevent, prepare for, and respond to 
Coronavirus Disease 2019 (COVID-19) by carrying out surveillance, epidemiology, laboratory capacity, 
infection control, mitigation, communications, and other preparedness and response activities. 

III. Scope of Work and Deliverables: 
A. Allowable Activities 

All of the activities the Local Health Department performs under this Agreement Addendum shall be 
informed by local data and trends, the NC DHHS COVID-19 Guidance for Health Care Providers, 
the ELC Enhancing Detection: North Carolina testing plan located at https://www.hhs.gov/ 
coronavirus/testing-plans/index.html#nc, and any subsequent revisions to that plan. 

Activities undertaken by the Local Health Department (LHD) and funded through this Agreement 
Addendum shall address the following allowable activities, 1-6: 

1. Enhance Laboratory, Surveillance, Informatics, and other Workforce Capacity 
a. Build expertise for healthcare and community outbreak response and infection prevention 

and control (IPC) among local health departments. 
b. Train and hire staff to improve the capacities of the epidemiology and informatics workforce 

to effectively conduct surveillance and response of COVID-19 (including contact tracing) 
and other conditions of public health significance. 

c. Implement NC DHHS strategies for COVID-19 case investigation and contact tracing: 
i. Assure that all contact tracers hired locally complete the North Carolina Area Health 

Education Centers (NCAHEC) COVID-19 Contact Tracing Onboarding for NC Local 
Health Departments training within the first two weeks of hire and prior to contact tracing 
activities.  

ii. Implementation and workflow improvements for case investigation and contact training 
using state-supplied technology, including but not limited to: 
1) COVID-19 Community Team Outreach (CCTO) tool. 
2) NC EDSS/NC COVID reporting tool. 
3) Softphone:  DPH is exploring whether there is technology that will allow consistent 

caller identification that will increase success in contact tracing.  This is known as 
softphone technology.  The objective is to provide a consistent and recognizable 
caller identification across all contact tracers within the state/local public health 
system. 

4) Other technology applications that may improve prevention/containment/mitigation. 
d. Build expertise to support management of the COVID-19 related activities within the service 

area (e.g., additional leadership, program and project managers, budget staff). 
e. Increase capacity for timely data management, analysis, and reporting for COVID-19 and 

other conditions of public health significance.  

2. Strengthen Community Laboratory Testing 
a. Establish or expand or assure capacity to quickly, accurately, and safely test for COVID-

19/SARS-CoV-2 among all symptomatic individuals, and secondarily expand capacity to 
achieve community-based surveillance, including testing of asymptomatic individuals. 

https://www.hhs.gov/coronavirus/testing-plans/index.html#nc
https://www.hhs.gov/coronavirus/testing-plans/index.html#nc
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i. Strengthen ability to quickly scale testing as necessary to assure that optimal utilization 
of existing and new testing platforms can be supported to help meet increases in testing 
demand in a timely manner. 

ii. Build local capacity for testing of COVID-19/SARS-CoV-2 including within high-risk 
settings or in vulnerable populations that reside in their communities. 

b. Enhance laboratory testing capacity for COVID-19/SARS-CoV-2 outside of public health 
laboratories. 
i. Establish or expand capacity to coordinate with public/private laboratory testing 

providers, including those that assist with surge and with testing for high-risk 
environments. 

ii. Secure and/or utilize mobile laboratory units, or other methods to provide point-of-care 
(POC) testing at public health-led clinics or non-traditional test sites (e.g., homeless 
shelters, food processing plants, prisons, Long Term Care Facilities (LTCFs)). 

c. Enhance data management and analytic capacity in public health laboratories to help improve 
efficiencies in operations, management, testing, and data sharing. 
i. Improve efficiencies in laboratory operations and management using data from 

throughput, staffing, billing, supplies, and orders.  
ii. Improve the capacity to analyze laboratory data to help understand and make informed 

decisions about issues such as gaps in testing and community mitigation efforts. Data 
elements such as tests ordered and completed (including by device/platform), rates of 
positivity, source of samples, type will be used to create data visualizations that will be 
shared with the public, state health department, and community partners. 

3. Advance Electronic Data Exchange at Public Health Labs 
a. Enhance and expand laboratory information infrastructure, to improve jurisdictional visibility 

on laboratory data (tests performed) from all testing sites and enable faster and more 
complete data exchange and reporting. 
i. Enhance laboratory test ordering and reporting capability. 

1) 100% of results must be reported with key demographic variables including 
age/gender/race via the NC COVID reporting tool (NC COVID).  

2) Report all non-Electronic Lab Reporting (ELR) positive test results to the state health 
department using NC COVID.  

4. Improve Surveillance and Reporting of Electronic Health Data  
a. Use NC COVID to assure complete, up-to-date, automated reporting of morbidity and 

mortality to NC DHHS of COVID-19 and other conditions of public health significance by:  
i. Establishing or enhancing community-based surveillance, including surveillance of 

vulnerable populations, individuals with severe illness, those with recent travel to high-
risk locations, or who are contacts to known cases.  

ii. Monitoring changes to daily incidence rates of COVID-19 and other conditions of 
public health significance at the county or zip code level to inform community 
mitigation strategies.  

b. Establish complete, up-to-date, timely, automated reporting of individual-level data through 
electronic case reporting to NC DHHS via NC COVID. 
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i. At the health department, enhance capacity to work with testing facilities to onboard 
and improve electronic laboratory reporting (ELR), including to receive data from new 
or non-traditional testing settings. Use alternative data flows and file formats (e.g., 
CSV or XLS) to help automate where appropriate. In addition to other reportable 
results, this should include all COVID-19/SARS-CoV-2-related testing data (i.e., tests 
to detect SAR-CoV-2 including serology testing).  

ii. Assist NC DPH in the process of automating the receipt of Electronic Health Record 
(EHR) data once it is available, including Electronic Case Reporting (eCR) and Fast 
Healthcare Interoperability Resources (FHIR)-based eCR to generate initial case report 
as specified by NC DPH for the reportable disease within 24 hours, and to update over 
time within 24 hours of a change in information contained in the CDC-directed case 
report, including death.  

iii. Utilize eCR data, once it is available, to assure data completeness, establish 
comprehensive morbidity and mortality surveillance, and help monitor the health of the 
community and inform decisions for the delivery of public health services.  

c. Improve understanding of capacity, resources, and patient impact at healthcare facilities 
through electronic reporting. 
i. Assist NC DHHS with required expansion of reporting facility capacity, resources, and 

patient impact information, such as patients admitted and hospitalized, in an electronic, 
machine-readable, as well as human-readable visual, and tabular manner, to achieve 
100% coverage in service area and include daily data from all acute care, long-term 
care, and ambulatory care settings. Use these data to monitor facilities with confirmed 
cases of COVID-19/SARS-CoV-2 infection or with COVID-like illness among staff or 
residents and facilities at high risk of acquiring COVID-19/SARS-CoV-2 cases and 
COVID-like illness among staff or residents. 

d. Enhance systems for flexible data collection, reporting, analysis, and visualization. 
i. Make data on case, syndromic, laboratory tests, hospitalization, and healthcare capacity 

available on health department websites at the county/zip code level in a visual and 
tabular manner.  

e. Establish or improve systems to assure complete, accurate and immediate (within 24 hours) 
data transmission to NC COVID and open website available to the public by county and zip 
code, that allows for automated transmission of data to NC DHHS via NC COVID.  
i. Submit all case reports in an immediate, automated way to CDC for COVID-19/SARS-

CoV-2 and other conditions of public health significance with associated required data 
fields via NC COVID.  

ii. Provide accurate accounting of COVID-19/SARS-CoV-2 associated deaths. Establish 
electronic, automated, immediate death reporting with associated required data fields 
via NC COVID.  

iii. Establish these systems in such a manner that they may be used on an ongoing basis for 
surveillance of, and reporting on, other threats to the public health and conditions of 
public health significance. 

5. Use Laboratory Data to Enhance Investigation, Response and Prevention 
a. Use laboratory data to initiate case investigations, conduct contact tracing and follow up, 

and implement containment measures. 
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i. Conduct necessary contact tracing including contact elicitation/identification, contact 
notification, and contact follow-up. Activities could include traditional contact tracing 
and/or proximity/location-based methods, as well as methods adapted for healthcare-
specific and congregate settings. 

ii. Utilize tools (e.g., geographic information systems and methods) that assist in the rapid 
mapping and tracking of disease cases for timely and effective epidemic monitoring and 
response, incorporating laboratory testing results and other data sources. 

iii. Identify cases and exposure to COVID-19 in high-risk settings or within vulnerable 
populations to target mitigation strategies. 
1) Assess and monitor infections in healthcare workers across the healthcare spectrum. 
2) Monitor cases and exposure to COVID-19 to identify need for targeted mitigation 

strategies to isolate and prevent further spread within high-risk healthcare facilities 
(e.g., hospitals, dialysis clinics, cancer clinics, nursing homes, and other long-term 
care facilities, etc.). 

3) Monitor cases and exposure to COVID-19 to identify need for targeted mitigation 
strategies to isolate and prevent further spread within high-risk employment settings 
(e.g., meat processing facilities), and congregate living settings (e.g., prisons, youth 
homes, shelters, farms). 

4) Work with NC DHHS to build local capacity for reporting, rapid containment and 
prevention of COVID- 19/SARS-CoV-2 within high-risk settings or in vulnerable 
populations that reside in their communities. 

b. Implement prevention strategies in high-risk settings or within vulnerable populations 
(including tribal nations) including proactive monitoring for asymptomatic case 
detection. 
i. Build capacity for infection prevention and control in LTCFs (e.g., at least one Infection 

Preventionist (IP) for every facility) and outpatient settings. 
1) Build capacity to safely house and isolate infected and exposed residents of LTCFs 

and other congregate settings. 
ii. Assist with enrollment of all LTCFs into CDC’s National Healthcare Safety Network 

(NHSN). 
iii. Increase Infection Prevention and Control (IPC) assessment capacity onsite using 

Infection Prevention and Control Assessment Tool (Tele-ICAR). 
iv. Perform preparedness assessment to assure interventions are in place to protect high-risk 

populations. 
1) Coordinate as appropriate with federally funded entities responsible for providing 

health services to vulnerable populations (e.g., tribal nations and federally qualified 
health centers) 

6. Coordinate and Engage with Partners 
a. Partner with NC DHHS to establish or enhance testing for COVID-19/SARS-CoV-2. 

i. Acquire equipment and staffing to conduct testing for COVID-19/SARS-CoV-2. 
ii. Support community partners to conduct appropriate specimen collection and/or testing 

within their service area. 
iii. Build infection prevention and control and healthcare outbreak response expertise in 

LHDs. 
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B. Requirements: 
1. The LHD shall assure capacity for a minimum of 5% of their service area’s population to be tested 

for COVID-19 in a 30-day period, unless otherwise communicated in writing by NC DHHS to the 
LHD. This requirement will be assessed by NC DHHS staff using NC COVID and the CCTO 
reporting databases. 

2. The LHD shall initiate 90% of contacting case attempt within 24 hours. This requirement will be 
assessed by NC DHHS staff using NC COVID and the CCTO reporting databases. 

3. The LHD shall initiate 50% of contacting contacts of the case attempt within 48 hours when the 
difference between the specimen date and the report date of a positive COVID-19 case to public 
health is five (5) days or less. This requirement will be assessed by NC DHHS staff using NC 
COVID and the CCTO reporting databases. 

4. Once the softphone technology has been developed, piloted, user-acceptance tested, and 
implemented, utilize the softphone technology to reach cases and contacts. This requirement will be 
assessed by NC DHHS staff using NC COVID and the CCTO reporting databases.  

5. Use the COVID-19 Community Team Outreach (CCTO) tool for documenting close contacts.  This 
requirement will be assessed by NC DHHS staff using NC COVID and the CCTO reporting 
databases. 

6. The LHD shall assure that 100% of contact tracers hired locally (not using state-funded, state-
contracted vendors) complete the North Carolina Area Health Education Centers (NCAHEC) 
COVID-19 Contact Tracing Onboarding for NC Local Health Departments training. Registration for 
this training is located online: https://www.ncahec.net/courses-and-events/63430/covid-19-contact-
tracing-onboarding-for-nc-local-health-departments. The LHD must keep records of NCAHEC 
training completion certification in all contact tracing staff personnel files for desk audit review. 

7. Assist in promoting enrollment among county providers in the Influenza-like Illness Surveillance 
Network (ILINet) when requested by the NC DPH Influenza Coordinator. 

IV. Performance Measures/Reporting Requirements: 
A. Performance Measures 

1. Performance Measure # 1 Linked to Scope of Work and Deliverables 2 and 6: The LHD 
shall have a plan to assure access to COVID-19 testing, specifically for vulnerable populations, 
for all symptomatic persons and for those who have had close contact to a known or suspected 
case of COVID-19 as defined by the CDC, and for those who request or require testing. This 
plan may be the same as the policy for AA 539.  
Reporting Requirements: An electronic copy of this testing policy shall be provided to the 
Regional Communicable Disease Nurse Consultant no later than October 1, 2020. 

2. Performance Measure # 2 Linked to Scope of Work and Deliverables 2, 3, 4 and 5: The 
LHD shall report cases of COVID-19 including deaths within 30 days of receipt of the report to 
the state via the NC COVID. 
Reporting Requirements: Reporting will be done via the NC COVID 

https://www.ncahec.net/courses-and-events/63430/covid-19-contact-tracing-onboarding-for-nc-local-health-departments
https://www.ncahec.net/courses-and-events/63430/covid-19-contact-tracing-onboarding-for-nc-local-health-departments
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3. Performance Measure #3 Linked to Scope of Work and Deliverables 1:  Contact tracers 
hired locally should be reflective of the county population and the target communities.  
Reporting Requirements: LHD will provide certain demographic data (race, ethnicity, and 
language(s) spoken) of locally hired contact tracers in quarterly reporting outlined below in 
Additional Reporting Requirements. 

4. Performance Measure #4 Linked to Scope of Work and Deliverables 1 and 5:  The LHD 
shall support tele-ICAR and infection prevention consultation with LTCF in their service area, in 
conjunction with the NC DHHS.  
Reporting Requirements: Reporting will be done via a yearly online survey.  

5. Performance Measure #5 Linked to Scope of Work and Deliverables 1-6:  The LHD shall 
review the LHD testing plan quarterly so it reflects most current recommendations from NC 
DHHS.  
Reporting Requirements: LHD shall submit updated plans in quarterly reporting outlined below 
in Additional Reporting Requirements.  

6. Performance Measure #6 Linked to Scope of Work and Deliverables 4 and 5:  The LHD 
shall report close contacts to COVID-19 into the COVID-19 Community Team Outreach 
(CCTO) Tool software for at least 60% of people infected with COVID-19.  
Reporting Requirements: Reporting will be done via the CCTO tool software. 

7. Performance Measure #7 Linked to Requirements 1 and 2:  The LHD shall complete the 
Final Monitoring Outcome variable for 90% of contacts entered after 14 days.  
Reporting Requirements: Reporting will be done via the CCTO tool software. 

B. Additional Reporting Requirements 
1. The LHD shall submit quarterly reports to CDB in a provided template. 

a. Reports shall include: 
i. The LHD’s local testing plan, if modified. 

ii. Progress of work performed against each of the allowable activities and performance 
measures. 

iii. Assurance that the LHD has reviewed data entered in electronic tools (e.g., NCEDSS, 
CCTO) for accuracy. 

iv. Demographic data (race, ethnicity, and language(s) spoken) of locally hired contact 
tracers. 

v. Financial reports to support use of funds and the monthly reimbursements drawn from the 
Aid to Counties system. 

b. Reporting schedule: 
1st Quarter July 1 – September 30, 2020 submit by October 31, 2020 
2nd Quarter October 1 – December 31, 2020 submit by January 31, 2021 
3rd Quarter January 1 – March 31, 2021 submit by April 30, 2021 
4th Quarter April 1 – June 30, 2021 submit by July 31, 2021 

2. Provide data, plans, and documents as requested by CDB that supports reporting the performance 
measures and deliverables from the ELC Enhancing Detection grant. Plans and other documents 
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must be consistent with state and federal requirements and must be specific to the LHD’s local 
public health service area.  

V. Performance Monitoring and Quality Assurance: 
A. The Technical Assistance and Training Program (TATP) Nurse Consultant will assess the Local 

Health Department’s performance through reporting mechanisms within the NC EDSS. These 
reports will be run on a quarterly basis by the TATP Nurse Consultant.  

B. If the assessment results in compliance concerns, the TATP Nurse Consultant shall conduct 
conference calls with the Local Health Department to provide technical assistance in order to rectify 
the concerns.  

VI. Funding Guidelines or Restrictions: 
A. Requirements for pass-through entities:  In compliance with 2 CFR §200.331 – Requirements for 

pass-through entities, the Division of Public Health provides Federal Award Reporting Supplements 
to the Local Health Department receiving federally funded Agreement Addenda.  
1. Definition: A Supplement discloses the required elements of a single federal award. Supplements 

address elements of federal funding sources only; state funding elements will not be included in 
the Supplement. Agreement Addenda (AAs) funded by more than one federal award will receive 
a disclosure Supplement for each federal award. 

2. Frequency: Supplements will be generated as the Division of Public Health receives information 
for federal grants. Supplements will be issued to the Local Health Department throughout the 
state fiscal year. For federally funded AAs, Supplements will accompany the original AA. If 
AAs are revised and if the revision affects federal funds, the AA Revisions will include 
Supplements. Supplements can also be sent to the Local Health Department even if no change is 
needed to the AA. In those instances, the Supplements will be sent to provide newly received 
federal grant information for funds already allocated in the existing AA. 

B. Expenses incurred from January 20, 2020 which are related to allowable activities may be 
reimbursed. 

C. As the LHD is a subrecipient of a grant or cooperative agreement awarded by the Department of Health 
and Human Services (HHS) with funds made available under the Coronavirus Preparedness and 
Response Supplemental Appropriations Act, 2020 (P.L. 116-123); the Coronavirus Aid, Relief, and 
Economic Security Act, 2020 (the “CARES Act”) (P.L. 116-136); and/or the Paycheck Protection 
Program and Health Care Enhancement Act (P.L. 116-139) the LHD agrees as applicable to the award, 
to: 

1. comply with existing and/or future directives and guidance from the HHS Secretary regarding control 
of the spread of COVID-19; 

2. in consultation and coordination with HHS, provide, commensurate with the condition of the 
individual, COVID-19 patient care regardless of the individual’s home jurisdiction and/or 
appropriate public health measures (e.g., social distancing, home isolation); and  

3. assist the United States Government in the implementation and enforcement of federal orders related 
to quarantine and isolation. In addition, to the extent applicable, comply with Section 18115 of the 
CARES Act, with respect to the reporting to the HHS Secretary of results of tests intended to detect 
SARS– CoV–2 or to diagnose a possible case of COVID–19. Such reporting shall be in accordance 
with guidance and direction from HHS and/or CDC. 
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4. consistent with the full scope of applicable grant regulations (45 C.F.R. 75.322), the purpose of this 
award, and the underlying funding, the subrecipient is expected to provide to CDC, through NC 
DHHS, copies of and/or access to COVID-19 data collected with these funds, including but not 
limited to data related to COVID-19 testing. CDC will specify in further guidance and directives 
what is encompassed by this requirement. 

D. In addition to their local procurement rules/policies, the LHD shall comply with the following rules, 
applying the most restrictive standard where there is a difference between any of the standards: 

1. Federal Uniform Administrative Requirements for Procurement, 45 CFR Part 75 §75.327-335, 
https://www.ecfr.gov/cgi-bin/text-idx?node=pt45.1.75&rgn=div5#se45.1.75_1326 
a. Appendix II to Part 75—Contract Provisions for Non-Federal Entity Contracts Under Federal 

Awards may be found here for incorporation into procurement contracts: 
https://www.ecfr.gov/cgi-bin/text-idx?node=pt45.1.75&rgn=div5#ap45.1.75_1521.ii 

E. Unallowable costs:  
1. Research 
2. Clinical Care 
3. Publicity and propaganda (lobbying): 

a. Other than for normal and recognized executive-legislative relationships, no funds may be 
used for: 
i. publicity or propaganda purposes, for the preparation, distribution, or use of any material 

designed to support or defeat the enactment of legislation before any legislative body 
ii. the salary or expenses of any grant or contract recipient, or agent acting for such 

recipient, related to any activity designed to influence the enactment of legislation, 
appropriations, regulation, administrative action, or Executive order proposed or pending 
before any legislative body 

b. See Additional Requirement (AR) 12 for detailed guidance on this prohibition and additional 
guidance on lobbying for CDC recipients: https://www.cdc.gov/grants/documents/Anti- 
Lobbying_Restrictions_for_CDC_Grantees_July_2012.pdf   

4. All unallowable costs cited in CDC-RFA-CK19-1904 remain in effect, unless specifically 
amended, in accordance with 45 CFR Part 75 – Uniform Administrative Requirements, Cost 
Principles, And Audit Requirements for HHS Awards. 

https://www.ecfr.gov/cgi-bin/text-idx?node=pt45.1.75&rgn=div5#se45.1.75_1326
https://www.ecfr.gov/cgi-bin/text-idx?node=pt45.1.75&rgn=div5#ap45.1.75_1521.ii
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