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Executive Summary

The Council of State and Territorial Epidemiologists in association with the Centers for Disease
Control and Prevention and American Association of Poison Control Centers—via the Poison
Center and Public Health Collaborations Community of Practice—conducted an assessment of
epidemiology programs in the 50 US states, Washington DC, and five large cities to describe
current relationships between health departments and poison centers nationwide, including
barriers to successful collaborations. Fifty-four of the 56 agencies responded. Fifty-three of the
54 health agency reported current collaborations with their local poison control center(s).

Characteristics of these health department-poison center relationships varied greatly in terms of
the number and types of poison center services or capacities' available, the type of data access
available to health agencies, and the level of interactivity between the agencies. The most
common poison control center (PCC) coverage situation is having a single PCC serving the
entire state or jurisdiction, reported by 60.38% of respondents. Eleven of the 53 respondents
with current PCC collaborations (20.75%) have a high level of interactivity with their poison
control centers and 15 (28.30%) have a low level of interactivity, although only five respondents
(9.43%) reported minimal contact between agencies. Of note, having a greater number of PCC
services/capacities available to the health agency is associated with higher interactivity between
the two agencies.

More than half of respondents reported periodic contact and collaboration on public health
issues, poison control data provided intermittently or as needed, and automated public health
alerts shared between the two agencies. The most common PCC services provided to health
agencies are disaster/surge capability/support and reportable iliness notification. About a third
of respondents have ongoing special projects involving their PCCs.

The maijority of respondents indicated that the primary barriers between health agencies and
poison control centers are lack of dedicated funding and information technology limitations. All
respondents acknowledged the importance of poison control centers to public health in their
state or local jurisdiction. Based on findings, ‘best practices’ for partnerships and
communications between these agencies are needed to ensure continued and improved
collaborations.

! In this PCC assessment and in this document, the term capacities was used to broadly include activities
and capabilities (scope of services).
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Introduction

The American Association of Poison Control Centers (AAPCC) represents 57 poison centers
nationwide, which, on average, receive almost 11,000 calls each day. The purposes of these
calls range from information-gathering to reporting human or animal illnesses or adverse
exposures. The AAPCC collects data on all calls and maintains a nationwide surveillance
database, the National Poison Data System (NPDS)." Many of the calls made to poison centers
relate to areas of public health concern, such as food poisoning or potentially toxic occupational
or environmental exposures. The data reported to poison centers on such calls could provide
vital information to public health officials and health departments. For example, these data
could be used to enhance or support ongoing public health surveillance or alert authorities to
emerging public health issues for which no established public health surveillance system is
available.

Recognizing the importance of collaborations between public health and poison centers, the
Council of State and Territorial Epidemiologists (CSTE)—in association with the Centers for
Disease Control and Prevention and AAPCC via the Poison Center and Public Health
Collaborations Community of Practice—sought to characterize current relationships between
health departments and poison centers nationwide to identify factors that hinder and that
promote successful collaborations. CSTE and the AAPCC worked together to design two
assessments—one for state, territorial, and local health departments, and one for national
poison centers. The results of the health department assessment have been de-identified and
are presented in this report. Results and analysis of the combined AAPCC and CSTE
assessments will be available in late 2013.

Methods
Assessment Development and Administration

Questions were initially developed by a workgroup of poison center directors to assess current
collaborations between poison control centers (PCCs) and departments of health (DOHSs)
nationwide by collecting information on the types of interactions (e.g. phone contact, service
provision), subjects of interaction (e.g. illness reporting, emergency planning), organization of
programmatic and fiscal relationships, and extent and modes of data sharing. This assessment
was first distributed by AAPCC to its membership. Next, CSTE adapted the assessment for
distribution to its membership; among other things, adding questions to solicit DOH views on the
importance of and impediments to public health agency-PCC interactions. The CSTE
assessment was pilot tested in three states and one city. Final assessment questions were
administered via email, using Survey Monkey®, to state epidemiologists in all 50 states and
representatives of health departments in Washington, DC, and the five largest US cities (based
on population estimates). Data were collected from May 1 to May 16, 2012. State
epidemiologists and local representatives were requested to have the assessment completed by
the person in their department deemed most knowledgeable about the jurisdiction’s poison
centers. The final assessment, with skip patterns, comprises Appendix A.

Development of Interactivity Score

The level of interactivity between the DOH and its PCC(s) was an important issue of interest for
this assessment.
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We determined interactivity based on responses to Question 7. Question 7 asks, “How would
you classify the level of interactivity between your health department and your poison
center(s)?” The nine available response options (not counting an open-ended Other option)
address the level of phone and email contact, exchange of public health alerts, frequency of
service provision, collaboration during disasters, and type and frequency of data access.
Multiple responses were permitted. To characterize the degree of interactivity, we developed a
weighted summary score based on the level of interactivity of each option compared to others.
For example, real- or near real-time data upload ranked higher—i.e., more interactive—than
intermittently provided data. Responses received a weight between one and four points (Table
1), and the points were summed to provide a single score for each respondent. Responses are
reported by quartile, with scores of 1-7 points classified as low interactivity, 8-10 points as some
interactivity, 11-13 points as moderate interactivity and 14-19 points as high interactivity.

Several other questions in the assessment dealt with matters that could be related to
interactivity. We considered developing an interactivity score based on a combination of these
questions. As discussed in the Strengths and Limitations section, only Question 7 was used in
the interactivity score due to inconsistencies in responses or limited interpretability of available
responses with respect to interactivity.

Statistical Analysis

All assessment responses were subjected to univariate and bivariate analyses, stratified by
covariates of interest. Fisher's exact tests were conducted on all stratified analyses due to the
small number of respondents. Frequencies and percentages, along with Fisher’s exact p-values,
are reported. All analyses were conducted using SAS v9.3 (SAS Institute; Cary, NC) using an
alpha of 0.10. The criterion for our Type 1 error was relaxed due to the small number of
responses on this assessment. Variables of interest included type of PCC coverage, presence
and types of existing collaborations, level of interactivity between DOH-PCC, DOH programs
with access to PCC, number and type of available capacities and services, special projects,
program with overall responsibility for DOH-PCC collaboration, and types and methods of PCC
data access. Additional variables were related to perceived barriers to DOH-PCC collaborations.
Specific covariates were stratified by the following: type of state PCC coverage (Table 5), level
of interactivity (Table 6), number of services (Table 7), and types of communication and data
access in established DOH-PCC relationships (Table 8).

Results
Overview of All Respondents

Of the 56 health departments invited to complete the assessment, 54 (96.43%) did so. One
state and one local health department did not complete the assessment.

The primary respondents in 21 responses (38.89%) were state epidemiologists, including acting
and deputy state epidemiologists (Question 1). The primary respondents for all remaining
responses were staff located in various health department programs. Twenty-seven responses
(50.00%) were completed by a single respondent (Question 2).

The majority of respondents (n=33, 61.11%) reported that there was one PCC located within the

state (Question 3). The remaining respondents reported having multiple PCCs available (n=10,
18.52%) or one PCC serving their state but located outside of the state (n=11, 20.37%). In total,
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53 of the 54 respondents (98.15%) indicated that their DOH collaborates with the PCC in some
capacity (Question 4).

No Collaboration between DOH and PCC

One respondent indicated that their DOH had no collaboration with the single PCC located in
the state (Question 4). This lack of interaction/collaboration was attributed solely to the lack of
funds available to institute a contract with the PCC (Question 5 and 17). However, this DOH is
very willing to establish a working relationship with the PCC (Question 6), would be very likely to
collaborate with its PCC if all technological and financial limitations were removed (Question
14), and would be very likely to call the PCC for discussion on public health issues (Question
15) and vice versa (Question 16). Notably, this respondent reported that the PCC was
indispensable to public health in the state (Question 18), despite there being no formal,
established collaboration. Further, this respondent believes the relationship between PCCs and
DOHs should be strengthened nationally (Question 19) and would be interested in any funding
opportunities available to establish collaboration (Question 20). The respondent noted, ‘Our
PCC always expresses concern about limited funding and have repeatedly requested funding
from the DOH. This funding would go into providing support to the PCC and also to link their
data to our current syndromic surveillance system (Question 21). We provided some funding to
our PCC a few years ago but could not sustain it” (Question 22).

Overview of Established DOH-PCC Relationships

Table 2 provides an overview of DOH-PCC relationships among the 53 respondents with active
collaborations (where Question 4 = Yes). The most common situation involves a single PCC
located within the state (n=32, 60.38%). About half of respondents (n=26) reported that
individual programs within the DOH maintain their own relationships with PCCs. The remaining
respondents either didn't know how DOH programs interact with PCCs (n=2) or reported that
one program is the lead contact (n=25), most commonly preparedness programs (Question 11).
Respondents commonly cited specific DOH departments, such as infectious disease or
environmental health, as having direct contact with PCCs. Fewer than 15% of respondents
reported that immunization and maternal and child health programs interact with PCCs
(Question 8). Programs listed by respondents as having interactions with PCCs, but not
included in assessment options, were occupational health, injury prevention, state laboratory,
emergency medical, and mental or behavioral health programs.

Respondents could choose multiple items in order to characterize the relationship between their
DOH and PCC in Question 7 (Table 1). Over half of respondents reported periodic contact and
collaboration on public health issues, data provided intermittently or as needed, and automated
public health alerts shared between the two agencies. One-third to one-half of respondents
reported intermittent service commitment; on-going, consistent services provided; automated
upload of PCC data on real/near real-time basis; and active PCC membership on DOH teams or
committees. Finally, less than 10% of respondents (n=5) reported minimal contact between
agencies.

Using the weighting scale for Question 7 (defined in the methods section), we classified
respondents as having low, some, moderate, or high interactivity with their PCCs (Table 1).
Fifteen respondents (28.30%) were classified as having low PCC interactivity. Of the
respondents in this group, 60.00% reported that their PCC relationship involves ‘periodic
phone/email contact on public health issues,” and none reported active PCC membership on
DOH committees. Of the 11 respondents (20.75%) classified as having high PCC interactivity,
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over 50% reported interaction in seven of the nine categories of collaboration. Those
respondents classified as having moderate to high levels of DOH-PCC interactivity (n=26,
49.06%) were more likely to indicate collaboration during disasters, exchange of public health
alerts, provision of on-going and consistent services, and active PCC memberships on DOH
committees. Having real- or near real-time data was most commonly reported among those with
high interactivity.

DOH respondents were also asked to identify the capacities? and services provided by their
PCC(s) (Question 9, Table 2) and to specify whether the services provided are currently funded
or have been in the past. Due to inconsistencies in the way this question was answered (e.g.
respondents noting both currently funded and funded in past instead of choosing only one
funding option, per instructions), we report the results from the 53 respondents based on any
response—provide service, currently funded, and/or funded in past—for each service listed
under this question. Responses were highly varied, with the two most common capacities or
services indicated being disaster/surge capability/support (58.49%) and reportable illness
notification (50.94%). Other common categories selected relate to adverse event/incident
reporting; surveillance or monitoring of public health issues (general, substance abuse,
occupational health, and food- or waterborne disease); education; and chemical, biological,
radiological, and nuclear (CBRN) terrorism preparedness. In addition to the specific options
listed in Question 9, respondents also mentioned their PCC's role monitoring reports of
exposure to lead (n=4), arsenic (n=3), mercury (n=2), carbon monoxide (n=5), drugs (n=2), and
aquatic toxins/harmful algae blooms (HABs) (n=2).

Only three respondents (5.66%) indicated that their PCCs provide the majority of the 22
capacities and services listed in Question 9 (21 specific options and Other). The largest
proportion of respondents (n=19, 35.85%) reported that their PCC provides their DOH with
between five and nine specific services. Four (7.55%) reported that their PCC provides only one
capacity or service to their DOH (Table 3).

Eighteen respondents (33.96%) indicated that they were involved in special projects with their
PCC (Question 10; Table 2). These special projects involved a wide range of topics: evaluation
(e.g., risk assessments, state preparedness laws), focused research (e.g., addressing
occupational health indicators, GIS/mapping, pesticides), communications (e.g., trainings, public
messaging, social media), response/monitoring of designer and prescription drugs, and disaster
monitoring.

In all, 86.79% of respondents receive data or case reports from their PCC (Question 12, Table
2). Of the 46 respondents who reported receiving data from the PCC, the majority indicated that
PCC data is provided by either formal (41.30%) or informal (58.70%) request of health
department staff (Question 13). Additionally, 24 respondents (52.17%) reported that they
receive real- or near-real time data (options A and B for Question 13) via direct access to NPDS
or via regular uploads to DOH servers (Table 4). [Of note, there was a minor discrepancy
between responses to Question 13 (n=24) and Question 7 option H (n=26) with regards to
real/near-real time access.]

Finally, the majority of respondents seemed to recognize the importance of a strong partnership
between DOHs and PCCs. Fifty of the 53 respondents (94.34%) noted that the PCC is
indispensable or useful to public health in their jurisdictions and the remaining (Three

% In this PCC assessment and in this document, the term “capacities” was used to broadly include
activities and capabilities (scope of services).

Page 8 of 37



respondents answered Don’t know (Question 18). Most indicated that their DOH would be very
likely to interact with the available PCC if all barriers were removed, and this interaction would
likely go both ways between the DOH and PCC (Questions 14-16, Table 2). Additionally, the
majority of respondents indicated that the relationships between DOHs and PCCs should be
strengthened nationwide (Question 19). The most important barrier to improved collaborations is
a lack of dedicated funding to establish and support such an interface (Question 17). Other
barriers noted by respondents include limited expertise from both agencies, limited
understanding of benefits or importance of a collaboration, political challenges, cumbersome
data access (with more automated access needed), poor quality or low volume of data, and staff
limitations and shortages.

More than 85% of respondents would be interested in funding opportunities that would enhance
current relationships between the DOH and PCC in their jurisdiction (Question 20). A variety of
uses of this potential funding were noted: enhancement of existing services (e.g., outbreak
detection, surveillance systems, data sharing, prevention messaging, providing staffing support
for analysis or other needs), building new relationships (e.g., establishing joint committees, co-
or cross-training between agencies, co-planning, community outreach), establishing new
capabilities (e.g., expanding to new DOH departments, including new data points in PCC
system), and improving the timeliness of data sharing and reporting.

Characteristics by Type of State PCC Coverage

Of the 53 DOH respondents reporting an established relationship with their PCC(s), 32
(60.38%) reported having just one PCC located within the state, 11 (20.75%) reported having
one PCC located outside the state, and 10 (18.87%) reported having multiple PCCs serving the
DOH (See Table 2, Question 3). Characteristics of the DOH-PCC relationship were examined
within each of these three PCC coverage situations (See Table 5).

States with one PCC inside the state

Of the 32 states with one PCC within their state, more than half characterized their interactivity
between the DOH and PCC as periodic phone/email contact on public health issues (75.00%),
collaboration with PCCs during disasters when requested (65.63%), and automated upload of
PCC data on real/near real time basis (53.13%). Most of these “single state PCC” respondents
(56.25%) are classified as having a moderate (31.25%) to high (25.00%) degree of DOH-PCC
interactivity. Preparedness, infectious disease, and environmental health programs are the most
common DOH departments interacting with the PCC. The most commonly reported
capacities/services provided by the PCC include disaster/surge capability/support (65.63%),
reportable illness notification (59.38%), real-time PCC data transmission (53.13%), and CBRN
terrorism preparedness/support (53.13%). More than two-thirds of respondents (68.75%)
reported between five and 14 available PCC services/capacities; and almost half (46.88%)
reported involvement with special projects with their PCC. Virtually all “single state PCC”
respondents (93.75%) indicated that the DOH would be very likely or likely to call the PCC to
discuss a public health issue or threat. (Just one respondent noted that the DOH would be
somewhat likely to call the PCC for discussion, and one answered Don't know.) The most
common barriers to DOH-PCC collaboration reported by states with one PCC available are lack
of dedicated funding to establish and support such an interface (71.88%) and IT limitations
between DOH and PCC data management systems (40.63%). All but one “single state PCC”
respondent indicated that the PCC is either indispensable (62.50%) or useful (34.38%) to the
public health of the state/jurisdiction.
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States with one PCC outside the state

Eleven respondents (20.37%) reported having an out-of-state PCC serving their state; that is,
the only PCC available to these respondents is physically located outside state boundaries.
(Those PCCs also serve the states in which they are located). These 11 “out-of-state PCC”
respondents most commonly characterized their interactivity with the PCC as PCC data
provided to DOH on an as-needed basis (81.82%), periodic phone/email contact on public
health issues (63.64%), ongoing, consistent services (54.55%); and collaboration during
disasters when requested (54.55%). Over half of these 11 respondents (54.55%) are classified
as having low to some DOH-PCC interactivity, although more than a third (36.36%) had
moderate interactivity. Infectious disease programs and state epidemiologists/designees are
the most common users of the PCCs. Over half of respondents reported the following PCC
capacities/services: hazardous materials incidence reporting (81.82%), public health calls after
hours (63.64%), public health calls during day hours (54.55%), consultation/reporting for lab
data (54.55%), food/waterborne disease calls (54.55%), CBRN terrorism preparedness/support
(54.55%), and public health education (54.55%). Many respondents (36.36%) reported between
five and nine PCC capacities/services available, while 18.18% reported two to four capacities
services available and 18.18% reported between ten and 14 capacities/services available. Most
“out-of-state PCC” respondents are either very likely (27.27%) or likely (54.55%) to call their
available PCC to discuss a public health issue or threat. Lack of funding and IT limitations are
the most common barriers cited to establishing or expanding the DOH-PCC interface for this
group as well. Again, virtually all respondents (ten of 11) considered the PCC indispensable or
useful to the public health of the state.

States with multiple PCCs

Ten (18.52%) states reported having multiple PCCs within their state. Health departments in
these states most commonly characterized their interactivity with PCCs as automated/manual
public health alerts between the agencies (80.00%), periodic phone/email contact (70.00%),
automated upload of PCC data on a real/near real-time basis (60.00%), intermittent service
commitment (50.00%), and collaboration during disasters when requested (50.00%). Over half
of these “multiple PCC” respondents are classified as having low (30.00%) to some (40.00%)
DOH-PCC interactivity. Preparedness programs are by far the most commonly reported users of
PCCs in this type of coverage situation, cited by 90.00% of “multiple PCC” respondents. The
most common PCC capacities/services provided to the DOH in states with multiple available
PCCs are disaster/surge capability/support (60.00%), pesticide surveillance/monitoring
(50.00%) and, the most frequent response, other services (70.00%)—including activities related
to chemical agents, provision of annual data summaries, state notifiable disease reporting,
outbreak notification, and reporting of aquatic toxins and HAB-related illness. Most “multiple
PCC” respondents (70.00%) reported between two and nine PCC services available, and
30.00% of these respondents reported special projects with their PCCs. Most respondents
(60.00%) indicated the DOH would be very likely to call the PCC to discuss a public health issue
or threat. Barriers to DOH-PCC collaboration in “multiple PCC” states include lack of dedicated
funding (90.00%) and lack of familiarity with the available data and its uses (50.00%). Nine of
ten “multiple PCC” respondents described the role of the PCC as indispensable or useful to
public health in the state/jurisdiction.

Comparisons

Stratifying assessment questions by type of state PCC coverage yielded few statistically
significant differences (See Table 5) and little difference in overall DOH-PCC interactivity levels.
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States with access to only an out-of-state PCC were more likely to report having PCC data
available intermittently/as-needed (p = 0.04) and less likely to have a preparedness program
communicating with their PCC (p = 0.09) than states with other coverage types. However, these
states were more likely to report having the following services available compared to states with
other coverage types: hazardous materials incidence reporting (p = 0.04), public health calls
after hours (p = 0.08), public health calls during the day (p = 0.02), and consultation/reporting for
lab data (p < 0.01).

“Multiple PCC” states tended to report fewer PCC services available than other coverage types,
though this difference was not significant. "Multiple PCC” respondents were more likely to
report PCC capacities/services that were not listed on the assessment than were respondents
with other coverage types (p < 0.01). These other services include writing guidelines for
chemical agents, outbreak reporting, and aquatic toxin/HAB reporting. Most respondents
reporting ongoing special DOH-PCC projects have a single PCC available within their state (p <
0.01). Additionally, DOH respondents with one or multiple PCCs within the state were more
often very likely to call their PCC for discussions on public health issues or threats, compared
with DOH respondents with one PCC available outside of the state (p = 0.03). Respondents with
multiple PCCs were more likely to report lack of familiarity with the data than other respondents
(p =0.08).

Characteristics by Level of Interactivity Among Established DOH-PCC Relationships

Stratifying data by level of interactivity yielded only a few statistically significant differences
(Table 6). Respondents with moderate to high DOH-PCC interactivity were significantly more
likely to report involvement with special projects with their PCC (p = 0.08) than those with low to
some interactivity levels. Those with low interactivity were significantly less likely to report that
their DOH would be very likely to call their PCC to discuss a public health issue or threat (p =
0.09) than those with all other interactivity levels. Those with moderate to high interactivity were
more likely to report that DOH staff use a web portal to access PCC data (p = 0.01) and more
likely to report that they request PCC data via formal mechanisms (p = 0.01) than those with low
to some interactivity (Question 13). Those with low interactivity were more likely to report that
lack of a central point of contact within their DOH is a barrier to collaborating with their PCC (p <
0.01). Finally, those with some and high levels of activity were more likely to report that they
would be very likely to agree to use PCC data if all barriers were removed.

Though not statistically significant, those with high interactivity levels were more likely to report
that individual DOH programs maintain their own relationships/contracts with the PCC, rather
than having one program serve as the lead relationship broker for the entire health agency.
Those with low, some, and moderate interactivity levels were similar to each other in their
Question 11 responses, with a slightly greater proportion of respondents in these categories
reporting one program serves as the lead PCC relationship broker. Respondents with moderate
to high interactivity levels were more likely to report that their PCC would be very likely to call
the DOH to discuss public health issues. Respondents with low interactivity were less likely to
report receiving data and/or case reports from PCCs than those with other interactivity levels;
again, this difference was not significant. Finally, the majority of all respondents, regardless of
interactivity level, recognized that DOH-PCC relationships should be strengthened, and would
be interested in funding opportunities to strengthen them.

In general, those with lower levels of DOH-PCC interactivity were more likely to report only
periodic contact with PCCs, were more likely to report having multiple PCCs available within
their state/jurisdiction, and were far less likely to report consistent services and active
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collaborations/partnerships. These DOHs reported fewer special projects with the PCC, but still
frequently reported having real-time or near real-time access to information from PCC data
systems. In contrast, those with higher levels of DOH-PCC interactivity were more likely to
report having ongoing and consistent services and collaborations, including special projects.
Real-time or near real-time data access was commonly reported among those with the highest
level of interactivity, but not for those with moderate interactivity.

Characteristics by Number of PCC Capacities/Services Available

Examination of certain DOH-PCC relationship characteristics by total number of PCC
capacities/services available to respondent DOHs (Table 7) reveals some important differences.
First, the number of services/capacities available to DOHs from PCCs is significantly greater for
those scored as having higher DOH-PCC interactivity (p = 0.10). As the number of
capacities/services increases, so does the likelihood of collaboration/communication between
PCCs and certain DOH programs, such as chemical disease surveillance (p = 0.01),
epidemiology (p = 0.09), and children/maternal health and medical services (p = 0.08). Finally,
those respondents who reported having more PCC capacities/services available were more
likely to report that their PCC would be likely or very likely to call the DOH to discuss public
health issues or threats (p = 0.01).

Characteristics by Types of Communication among Established DOH-PCC Relationships

Whether DOH-PCC contracts are coordinated through one designated DOH program or through
individual DOH programs (Question 11) makes no significant difference in the level of
interactivity (Question 7), types of DOH programs with existing PCC relationships (Question 8),
number of PCC capacities/services available to the DOH (Question 9), direction of
communication (Questions 15 and 16), or type of data access (real-time versus non-real-time,
Question 13). Respondents with the highest levels of interactivity were slightly more likely to
report that DOH-PCC communication is handled by individual departments/programs than by a
single responsible party (72.73% vs. 27.27%, respectively; p = 0.59. Interestingly, those
reporting a greatest number of PCC capacities/services available were more likely to report that
DOH-PCC relations are coordinated by one DOH program than by multiple individual
departments (75.0% vs. 25.0%, respectively; p = 0.24).

In cases where one designated DOH program serves as the PCC relationship broker, the most
frequently cited program is public health preparedness. Of the 13 jurisdictions using public
health preparedness programs as the lead PCC contact, five have low DOH-PCC interactivity,
five have some interactivity and three have moderate interactivity. In contrast, in the 14
jurisdictions reporting other lead PCC contacts, 50.00% have low (n=3) to some (n=4) DOH-
PCC interactivity and 50.00% have moderate (n=4) to high (n=3) interactivity.

Eight of the 13 states that have tapped public health preparedness programs to coordinate PCC
relations (61.54%) reported lack of access to real-time or near real-time PCC data, while only
five (35.71%) of those reporting other departmental leads (n=14) lack such access. Of note,
real-time PCC data access is reportedly available in all states that have designated
epidemiology programs as the chief DOH PCC relationship broker.

Characteristics by Types of Data Access among Established DOH-PCC Relationships
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Based on their responses to Question 13, DOH respondents were categorized as either having
real-time access to PCC data (the first two response options) or no real-time access to PCC
data (the last three response options) (See Table 8). No respondent chose Don't know for this
question. DOH respondents with real-time data access (24 of 46 respondents or 52.17%) are
more likely to have at least one PCC located within the state, while those with a PCC outside
the state are more likely to have no real-time access (p = 0.02). Those respondents with low,
some, and high levels of interactivity were slightly more likely to report real-time data access,
though this finding is not significant. No differences in data access were found based on DOH
program communication with PCCs, the number of PCC services/capacities available, or
direction of communication. Those respondents who indicated DOH involvement in special
projects with their PCC are slightly, though not significantly, more likely to have real-time data
access than respondents not involved in special PCC projects (p = 0.29).

Strengths and Limitations

This national assessment was conducted to characterize DOH-PCC relationships nationwide.
All 50 states and six large jurisdictions were invited to participate, and 54 responded, yielding a
96.43% response rate and nationally representative data for analysis. Assessment questions
covered many important aspects of DOH-PCC relationships, including types of communication,
data sharing, and available PCC capacities/services.

There are a few potential limitations of note. First, the assessment was sent to state
epidemiologists (or their equivalent in large jurisdictions) and was completed by this person or
their designee(s). Respondents were asked to work with the DOH staff most knowledgeable
about DOH-PCC interactions and available PCC services. However, the individuals who
completed the assessment varied, with varying degrees of subject matter knowledge; some (up
to six) respondents answered Don’t know to some assessment questions.

Second, a few questions solicited inconsistent responses, particularly Question 9, which asked
respondents to identify currently available PCC capacities/services and to indicate whether
these services are currently funded or were funded in the past. Due to the number of
ambiguous responses regarding the funding situation, we chose not to use the funding data
from Question 9 in our analyses.

Finally, we based the interactivity score on only one question, Question 7, instead of on several
questions—7, 8 and 9—as originally intended. Question 9 was excluded due to the ambiguities
mentioned above, and Question 8 (pertaining to the number and type of programs
communicating with the PCC) was deemed an uncertain measure of interactivity. This
uncertainty may be give that highly efficient or comprehensive PCC service provision may lead
to fewer, not more, program communications or that PCCs communicating with one or two DOH
programs may be able to provide more and diverse services for these programs..

Despite these possible limitations, assessment results provide the first baseline data for
evaluating—and ultimately improving—DOH-PCC relationships.

Recommendations

Assessment results document the varied nature of DOH-PCC collaborations across the country.
Most respondents reported an established DOH-PCC relationship, regardless of PCC coverage
type. Having a greater number of PCC services/capacities available to the DOH is associated
with higher interactivity between the two agencies. Although level of interactivity did not vary
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significantly by type of program lead (e.g., preparedness and other programs), having the DOH
program lead located in epidemiology was associated with real time data access. However,
having real-time or near real-time PCC data access was not necessarily indicative of the high
level of interactivity. Interactivity between a DOH and PCC comprises more than data access;
regular communications, collaborations, and special projects are key to robust DOH-PCC
relations. Some of these enhanced activities, collaborations, and communications (such as
active participation on DOH are possible regardless of whether data exchange occurs in real
time or intermittently.

Yet, even health departments with the highest levels of DOH-PCC interactivity reported
impediments to maintaining or enhancing the inter-agency relationships, most commonly
funding and IT limitations. Given recent cutbacks in federal and state public health funding, it is
important to target resources to the most cost-effective public health activities, including
maintenance of mutually beneficial partnerships. Where existing resources are inadequate to
promote DOH-PCC relationships, it is imperative to identify new funding sources.

Adequate funding is also critical to support a state-of-the-art IT infrastructure. Both health
departments and PCCs depend upon electronic data to collect and disseminate critical public
health information. With a growing number of data sources—such as electronic laboratory
reports, electronic medical records, and the new health information exchanges—the demand on
existing IT systems is increasing. Moreover, many current DOH and PCC systems are sub-
optimal, requiring substantial modification to accommodate standardized public health
messaging. A long-term IT investment will enhance public health surveillance and DOH-PCC
information exchange, as well as other vital public health activities.

Health departments nationwide recognize the importance of PCCs to public health. ‘Best
practices’ for DOH-PCC partnerships and communications may facilitate inter-agency data
sharing and disease reporting, and thereby contribute to improved public health outcomes—the
ultimate goal for both DOHs and PCCs.
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Table 1. Interactivity Score Weighting Scheme for Question 7 and Results®

Interactivity Levels? (Question 7, weighted score)®

Question ) How would yt?u classify the level 0(1; Overall Low Some Moderate High
Weight | int tivit t DOH
7 BN | Doag VI DEtWeen your BoR and your ™53 40000 | 15 28.30 | 12 2264 | 15 2830 | 11 20.75
N % N % N % N % N %
A y Minimal phone/email contact; discussions 5 943 2 13.33 y 8.33 2 13.33 0 )
as needed on emergency issues/alerts only ' ' ' '
y PeI'IOdI.C phone/email contact on public 38 71.70 9 60.00 9 7500 10 66.67 10 90.91
health issues
D 2 Intermittent service commitment 18 33.96 4 26.67 2 16.67 7 46.67 5 45.45
2 Collaboration with PCCs during disasters 32 60.38 3 20.00 6 50.00 12 80.00 11 100.00
when requested
G g | PELce Ere previced o DO on & ge- 27 5094 | 5 3333 | 6 5000 | 10 6667 | 6 5455
needed, or intermittently scheduled basis
Automated/manual public health alerts from
C 3 DOH to PCC or PCC to DOH 27 50.94 4 26.67 6 50.00 9 60.00 8 72.73
3 Ongoing, consistent services provided 24 4528 4 26.67 4 33.33 8 53.33 8 72.73
Automated upload of PCC data on real/near
H 4 real time basis 26 49.06 3 20.00 8 66.67 6 40.00 9 81.82
| 4 Active membership on DOH planning or 20 37.74 0 ) 3 2500 9 60.00 8 7273

mitigation teams or committees

'Out of 53 respondents with active collaborations between DOH and PCC.

2Quartile 1 (Low) ranged from 1-7 points; Quartile 2 (Some) from 8-10 points; Quartile 3 (Moderate) from 11-13 points; and Quartile 4 (High) from 14-19 points.

3Options chosen by = 50% of respondents are highlighted in red text.
Abbreviations: DOH = department of health; PCC = poison control center.
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Table 2. Overview of the Characteristics of DOH-PCC Relationships®

Question  Response N %’
3 My state is covered by:
One PCC located within my state 32 60.38
One PCC located outside my state 11 20.37
Multiple PCCs 10 18.52
8 Within your DOH, which of the following staff/programs communicate with and access the PCC?
A Infectious disease program 40 75.47
B Environmental health program 38 71.70
C Chemical disease surveillance 28 52.83
D Preparedness 42 79.25
E Immunization staff 4 7.55
F State epidemiologist or designee 30 56.60
G Children/maternal health programs and medical services 7 13.21
H Other 18 33.96
9 Indicate the current capacities/services that your PCC provides to your DOH (any response).
A Health/Medical information calls 16 30.19
B Vaccine Information/Adverse drug events reporting 12 22.64
C Reportable illness notification 27 50.94
D OTC/Rx Medication adverse drug events 16 30.19
E Commercial products adverse events reporting 18 33.96
F Hazardous materials incidence reporting 25 47.17
G Product support 4 7.55
H Public health calls after hours 19 35.85
I Public health calls during day hours 16 30.19
J Real time PCC data transmission/upload 24 45.28
K Consultation/reporting for lab data 8 15.09
L Consults for air/soil/water safety/monitor 11 20.75
M Natural disaster planning 12 22.64
N Disaster/surge capability/support 31 58.49
0] Food/waterborne disease calls 23 43.40
P CBRN terrorism preparedness/support 26 49.06
Q Substance abuse support/tracking 19 35.85
R Occupational health surveillance/monitoring 20 37.74
S Public health education 23 43.40
T Pesticide surveillance/monitoring 21 39.62
U Specific agent monitoring 13 24.53
V Other 12 22.64
10

Is your DOH currently involved in any special projects not previously identified on this assessment with your PCC(s)?
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Question  Response N %”
Yes 18 33.96
No 32 60.38
Don't know 3 5.66
11 Is there one program with_ ov_eraII r_esponsibility for co_ordina_ting contracts or other fiscal arrangements with the PCC, or do
each of the programs maintain their own programmatic relationships?
Don't know 2 3.77
Individual programs maintain their own contacts/fiscal relationship with the PCC 26 49.06
One program is the lead 25 47.17
Of these, which program leads? (out of 25) Preparedness 13 52.00
Injury 5 20.00
Epidemiology 4 16.00
Other 5 20.00
12 Does your health department access/receive data/case reports from the poison center?
Yes 46 86.79
No 6 11.32
Don't know 1 1.89
14 If all tec_hnolog_ical and financ_ial limitations/blocks were removed, how likely would your DOH be to agree to receiving data
for use in public health surveillance?
Very likely 33 62.26
Likely 9 16.98
Somewhat likely 10 18.87
Unlikely - -
Don't know 1 1.89
15 How likely would it be for your DOH to call your PCC for discussion on a public health issue or threat?
Very likely 33 62.26
Likely 14 26.42
Somewhat likely 5 9.43
Unlikely - -
Don't know 1 1.89
16 How likely would it be for your PCC to call your DOH for discussion on a public health issue or threat?
Very likely 32 60.38
Likely 12 22.64
Somewhat likely 6 11.32
Unlikely 1 1.89
Don't know 2 3.77
17 What do you see as impediments to establishing/maintaining/expanding the interface between your PCC and your DOH?
A Lack of dedicated funding available to establish and support such an interface 42 79.25
B Lack of familiarity with the data and how it may be used to support public health 12 22.64
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Question  Response N %”
C Political challenges e.g. interpersonal challenges b/w PCC and DOH leadership 8 15.09
D IT limitations between DOH and PCC data management systems 20 37.74
E No central point of lead within DOH on this issue 7 13.21
F Other 14 26.42
18 How would you describe the role that your PCC plays in state and local public health?

The PCC is indispensable to the public health of my state/jurisdiction. 30 56.60
The PCC is useful to the public health of my state/jurisdiction. 20 37.74
The PCC is neither helpful nor harmful to the public health of my state/jurisdiction. - -
| don’t know if the PCC is useful to the public health of my state/jurisdiction. 3 5.66
The PCC does not participate in the public health of my state/jurisdiction. - -
19 Do you believe the relationship between PCCs and DOHs need to be strengthened nationally?
Yes 46 86.79
No - -
Don't know 7 13.21
20 How interested would your DOH be in a funding opportunity to enhance the interface, collaboration, and possibly data

sharing with your PCC(s)?

Very interested 31 58.49
Somewhat interested 15 28.30
Not interested 1 1.89
Don't know 6 11.32

'Out of 53 responses with active collaborations between DOH and PCC.

2Options chosen by 2 50% of respondents are highlighted in red text.

Abbreviations: DOH = department of health; PCC = poison control center; OTC = over the counter; Rx = prescription; CBRN = chemical, biological, radiological,
nuclear; NPDS = National Poison Data System; IT = information technology.
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Table 3. Number of Capacities or Services Provided by PCC to DOH*

Capacities/Services N %
1 4 7.55

2-4 13 24.53

5-9 19 35.85

10-14 14 26.42

15-19 1 1.89

20+ 2 3.77

'Out of 53 responses with active collaborations between DOH and PCC.
Abbreviations: DOH = department of health; PCC = poison control center.
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Table 4. Mechanisms for Data Sharing between DOH and PCC!

What mechanisms are in place that allow for data supply/sharing

i 0,
Question 13+ b data with your DOH? (Check all that apply) N &
Online service provides access to NPDS, which allows DOH staff to
A : o 14 30.43
query/access/analyze their state specific PCC data
A proprietary application is utilized to upload poison center data to a
B : 13 28.26
DOH server on a regular basis
C DOH staff utilize a web portal (not NPDS) or client-based application 7 15.92
to access PCC data stored on PCC servers ’
Data is provided by poison center staff upon formal request of health
D . 19 41.30
department staff, email, or letter
Data is provided by poison center staff upon informal request of health
E 27 58.70
department staff
A&B Real- or near-real time data access 24 5217
C,D, &E Other data access 22 47.83

'Out of 46 respondents who report receiving data (Question 12).
Abbreviations: DOH = department of health; PCC = poison control center.
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Table 5. Characterization of DOH-PCC Relationships by Type of State PCC Coverage’

1PCCin 1 PCC out of Multiple Fisher's
state state PCCs Exact

Question Response N=32 % N=11 % | N=10 % p-value?
7 How would you classify the level of interactivity between your DOH and your PCC?
A Minimal phone/email contact; discussions as needed on emergency > 6.25 > 18.18 1 10.00 05467

issues/alerts only

B Periodic phone/email contact on public health issues 24 75.00 7 63.64 7 70.00 0.7664
C Automated/manual public health alerts from DOH to PCC/PCC to DOH 14  43.75 5 4545 8 80.00 0.1356
D Intermittent service commitment 9 28.13 4 36.36 5 50.00 0.4007
E Ongoing, consistent services provided 15  46.88 6 54.55 3 30.00 0.5068
F Collaboration with PCCs during disasters when requested 21 65.63 6 54.55 5 50.00 0.6257
G PCC data are provided to DOH on as-needed, or intermittent basis 15  46.88 9 81.82 3 30.00 0.0446
H Automated upload of PCC data on real/near real time basis 17  53.13 3 27.27 6 60.00 0.2775
I Active membership on DOH planning or mitigation teams or committees 15  46.88 2 18.18 3 30.00 0.2134
7 Interactivity Score (weighted responses Question 7)

Quartile 1 Low interactivity 8 25.00 4  36.36 3 30.00 0.6352

Quartile 2 Some interactivity 6 18.75 2 18.18 4 40.00

Quartile 3 Moderate interactivity 10 31.25 4 36.36 1 10.00

Quartile 4  High interactivity 8 25.00 1 9.09 2 20.00
8 Within your DOH, which of the following staff/programs communicate with and access the PCC?
A Infectious disease program 26 81.25 8 7273 6 60.00 0.2943
B Environmental health program 26 81.25 6 54.55 6 60.00 0.1463
C Chemical disease surveillance 19 59.38 4 36.36 5 50.00 0.4036
D Preparedness 27 84.38 6 54.55 9 90.00 0.0937
E Immunization staff 2 6.25 1 9.09 1 10.00 1.0000
F State epidemiologist or designee 17  53.13 7 63.64 6 60.00 0.8618
G Children/maternal health programs and medical services 3 9.38 2 18.18 2 20.00 0.6125
H Other 12 37.50 2 18.18 4  40.00 0.4810
9 Indicate the current capacities/services that your PCC provides to your DOH (any response).
A Health/Medical information calls 8 25.00 4 36.36 4 40.00 0.5370
B Vaccine Information/Adverse drug events reporting 5 15.63 5 4545 2 20.00 0.1708
C Reportable illness notification 19 59.38 4 36.36 4 40.00 0.3497
D OTC/Rx Medication adverse drug events 7 2188 5 4545 4  40.00 0.2623
E Commercial products adverse events reporting 9 28.13 5 4545 4 40.00 0.6061
F Hazardous materials incidence reporting 12 37.50 9 81.82 4 40.00 0.0362
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1PCCin 1 PCC out of Multiple Fisher's
state state PCCs Exact
Question Response N=32 % N=11 % | N=10 % p-value?
G Product support 2 6.25 1 9.09 1 10.00 1.0000
H Public health calls after hours 10 31.25 7 63.64 2 20.00 0.0821
I Public health calls during day hours 10 31.25 6 54.55 - - 0.0183
J Real time PCC data transmission/upload 17  53.13 3 2727 4  40.00 0.3467
K Consultation/reporting for lab data 2 6.25 6 54.55 - - 0.0009
L Consults for air/soil/water safety/monitor 6 18.75 3 27.27 2 20.00 0.8907
M Natural disaster planning 9 28.13 2 18.18 1 10.00 0.5932
N Disaster/surge capability/support 21 65.63 4 36.36 6 60.00 0.2668
0] Food/waterborne disease calls 13 40.63 6 54.55 4 40.00 0.7360
P CBRN terrorism preparedness/support 17 53.13 6 54.55 3 30.00 0.4356
Q Substance abuse support/tracking 11 34.38 4 36.36 4 40.00 1.0000
R Occupational health surveillance/monitoring 12 37.50 5 4545 3 30.00 0.8547
S Public health education 14  43.75 6 54.55 3 30.00 0.5894
T Pesticide surveillance/monitoring 12 37.50 4 36.36 5 50.00 0.7948
U Specific agent monitoring 8 25.00 3 27.27 2 20.00 1.0000
V Other 5 15.63 - - 7 70.00 0.0003
9 Capacities/Services
1 2 6.25 1 9.09 1 10.00 0.3962
2-4 8 25.00 2 18.18 3 30.00
5-9 11 34.38 4  36.36 4  40.00
10-14 11 34.38 2 18.18 1 10.00
15-19 - - 1 9.09 - -
20+ - - 1 9.09 1 10.00
10 Is your DOH currently involved in special projects not previously identified on this assessment with your PCC?
Yes 15  46.88 - - 3 30.00 0.0050
No 16 50.00 11 100.00 5 50.00
Don't know 1 3.13 - - 2 20.00
15 How likely would it be for your DOH to call your PCC for discussion on a public health issue or threat?
Very likely 24  75.00 3  27.27 6 60.00 0.0304
Likely 6 18.75 6 54.55 2 20.00
Somewhat likely 1 3.13 2 18.18 2 20.00
Unlikely - - - - - -
Don't know 1 3.13 - - - -
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1PCCin 1 PCC out of Multiple Fisher's
state state PCCs Exact
Question Response N=32 % N=11 % | N=10 % p-value?
16 How likely would it be for your PCC to call your DOH for discussion on a public health issue or threat?
Very likely 20 6250 6 54.55 6 60.00 0.4380
Likely 7 21.88 4  36.36 1 10.00
Somewhat likely 3 9.38 - - 3 30.00
Unlikely 1 3.13 - - - -
Don't know 1 3.13 1 9.09 - -
17 What do you see as impediments to establishing/maintaining/expanding the PCC-DOH interface?
A _Lack of dedicated funding available to establish and support such an 23 71.88 10 90.91 9 90.00 0.3963
interface
B Lack_ of familiarity with the data and how it may be used to support 6 18.75 y 9.09 5 50.00 0.0792
public health
C Political c_:hallenges e.g. interpersonal challenges b/w PCC and DOH 5 15.63 > 18.18 1 10.00 1.0000
leadership
D IT limitations between DOH and PCC data management systems 13  40.63 4 36.36 3  30.00 0.9227
E No central point of lead within DOH on this issue 4 12.50 1 9.09 2 20.00 0.7280
F Other 9 28.13 1 9.09 4  40.00 0.2870
18 How would you describe the role that your PCC plays in state and local public health?
The PCC is indispensable to the public health of my state/jurisdiction. 20 62.50 4 36.36 6 60.00 0.4058
The PCC is useful to the public health of my state/jurisdiction. 11 34.38 6  54.55 3 30.00
The PCC is neither helpful nor harmful to the public health of my _ _ ) ) _ _
state/jurisdiction.
| don’t know if the PCC is useful to the public health of my 1 313 y 9.09 1 10.00

state/jurisdiction.

The PCC does not participate in the public health of my
state/jurisdiction.

'Out of 53 responses with active collaborations between DOH and PCC.
2Significant differences at an alpha = 0.10 are highlighted in red text.

Abbreviations: DOH = department of health; PCC = poison control center; OTC = over the counter; Rx = prescription; CBRN = chemical, biological, radiological,

nuclear; NPDS = National Poison Data System; IT = information technology.
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Table 6. Characterization of DOH-PCC Relationships by Level of Interactivity*

Interactivity Levels® (Question 7, weighted score) Fisher's
Low Some Moderate High Exact
Question Response N=15 % N=12 % N=15 % N=11 % p-value®

Type/Direction of Communication between DOH and PCC

10 Is your DOH currently involved in any special projects not previously identified on this assessment with your PCC(s)?
Yes 3 20.00 2 16.67 6 40.00 7 63.64 0.0788
No 12 80.00 8 66.67 8 53.33 4 36.36
Don’t know - - 2 16.67 1 6.67 - -

11 Is there one program with overall responsibility for coordinating contracts/fiscal arrangements with the PCC, or do the
programs maintain their own programmatic relationships?
Individual programs maintain own contacts with PCC 6  40.00 5 41.67 7 46.67 8 72.73 0.5939
One program is the lead 8 53.33 7 58.33 7 46.67 3 27.27
Don't know 1 6.67 - - 1 6.67 - -

15 How likely would it be for your DOH to call your PCC for discussion on a public health issue or threat?
Very likely 6  40.00 9 75.00 10 66.67 8 72.73 0.0915
Likely 4  26.67 3 25.00 4 26.67 3 2727
Somewhat likely 5 33.33 - - - - - -
Don't know - - - - 1 6.67 - -

16 How likely would it be for your PCC to call your DOH for discussion on a public health issue or threat?
Very likely 5 33.33 7 58.33 12  80.00 8 72.73 0.2613
Likely 5 33.33 3 25.00 1 6.67 3 27.27
Somewhat likely 3 20.00 2 16.67 1 6.67 - -
Unlikely 1 6.67 - - - - - -
Don't know 1 6.67 - - 1 6.67 - -

Type of Data Access

12 Does your health department access/receive data/case reports from the poison center?
Yes 11 73.33 11 91.67 14  93.33 10 90.91 0.1951
No 4  26.67 1 8.33 1 6.67 - -
Don't know - - - - - - 1 9.09
13 What mechanisms are in place that allow for data supply/sharing of PCC data with your DOH? (Check all that apply)
Online service provides access to NPDS, which allows
A DOH staff to query/access/analyze their PCC data 2 82 6 50.00 z 1829 4 36.36 0.1023
B A proprietary application is utilized to upload PCC data 4 26.67 4 3333 2 13.33 3 27 97 0.6752

to a DOH server on a regular basis
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Interactivity Levels® (Question 7, weighted score) Fisher's
Low Some Moderate High Exact
Question Response N=15 % N=12 % N=15 % N=11 % p-value
c DOH st:_aff utilize a web portal or client-based _ _ ) ) 3 2000 4 36.36 0.0115
application to access data stored on PCC servers
D Data is provided by PCC on formal request by DOH 2 13.33 2 16.67 10 66.67 5 45.45 0.0078
E Data is provided by PCC on informal request of DOH 5 33.33 8 66.67 9 60.00 5 4545 0.3222
Barriers to Future DOH-PCC Collaborations
17 What do you see as impediments to establishing, maintaining, or expanding the interface between your PCC and your DOH?
A Lack of dedlcateq funding available to establish and 10 6667 11 91.67 11 73.33 10 90.91 0.3170
support such an interface
B Lack of fam|I|ar.|ty with the data and how it may be used 3 20.00 2 16.67 5 3333 > 1818 0.7793
to support public health
Political challenges e.g. interpersonal challenges b/w
c PCC and DOH I%aderghip P 9 1 667 1 8.33 4 2667 2 1818  0.4533
D IT limitations between DOPH and PCC data 5 3333 5 4167 5 33.33 5 4545 0.9070
management systems
E No central point of lead within DOH on this issue 6 40.00 1 8.33 - - - - 0.0031
F Other 7 46.67 2 16.67 2 13.33 3 2727 0.2088
14 If aII_techno_IogicaI and fingncial limitations/blocks were removed, how likely would your DOH be to agree to receiving data for
use in public health surveillance?
Very likely 7 46.67 10 83.33 7 46.67 9 81.82 0.0601
Likely 6 40.00 1 8.33 1 6.67 1 9.09
Somewhat likely 2 13.33 1 8.33 6 40.00 1 9.09
Don't know - - - - 1 6.67 - -
19 Do you believe the relationship between PCCs and DOHs need to be strengthened nationally?
Yes 12 80.00 10 83.33 14 93.33 10  90.91 0.7449
No - - - - - - - -
Don't know 3 20.00 2 16.67 1 6.67 1 9.09
20 Egvg(ir;t’)erested would your DOH be in a funding opportunity to enhance the interface/collaboration/data sharing with your
S)7
Very interested 7 46.67 8 66.67 9 60.00 7 63.64 0.8053
Somewhat interested 5 33.33 3 25.00 4 26.67 3 27.27
Not interested - - - - - - 1 9.09
Don't know 3 20.00 1 8.33 2 13.33 - -

'Out of 53 responses with active collaborations between DOH and PCC.
Quartile 1 ranged from 1-7 points; Quartile 2 ranged from 8-10 points; Quartile 3 ranged from 11-13 points; and Quartile 4 ranged from 14-19 points.
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Interactivity Levels® (Question 7, weighted score) Fisher's
Low Some Moderate High Exact

Question Response N=15 % N=12 % N=15 % N=11 % p-value®

3Significant differences at an alpha = 0.10 are highlighted in red text.

Abbreviations: DOH = department of health; PCC = poison control center; OTC = over the counter; Rx = prescription; CBRN = chemical, biological, radiological,
nuclear; NPDS = National Poison Data System; IT = information technology.
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Table 7. Characterization of DOH-PCC Relationships by Number of Capacities/Services Provided by PCC*

Available Capacities/Services (Question 9 count)? Fisher's
Quartile 2 Quartile 4 Exact
Question Response N=12 % N=12 % p-value®
Interactivity Score How would you classify the level of interactivity between your DOH and your PCC?
Quartile 1 - low interactivity 5 41.67 1 8.33 0.0984
Quartile 2 - some interactivity 2 16.67 3 25.00
Quartile 3 - moderate interactivity 4 33.33 3 25.00
Quartile 4 - high interactivity 1 8.33 5 41.67
8 Within your DOH, which of the following staff/programs communicate with and access the PCC?
A Infectious disease program 9 75.00 8 66.67 0.8994
B Environmental health program 9 75.00 9 75.00 0.1606
C Chemical disease surveillance 6 50.00 8 66.67 0.0100
D Preparedness 11 91.67 11 91.67 0.2384
E Immunization staff - - 3 25.00 0.1056
F State epidemiologist or designee 7 58.33 10 83.33 0.0864
G Chilc.iren/matlernal health programs & 2 16.67 4 3333 0.0822
medical services
H Other 4 33.33 7 58.33  0.1726
15 How likely would it be for your DOH to call your PCC for discussion on a public health issue or threat?
Very likely 7 58.33 7 58.33 0.1429
Likely 1 8.33 5 41.67
Somewhat likely 3 25.00 - -
Unlikely - - - -
Don't know 1 8.33 - -
16 How likely would it be for your PCC to call your DOH for discussion on a public health issue or threat?
Very likely 6 50.00 7 58.33  0.0095
Likely 1 8.33 5 41.67
Somewhat likely 4 33.33 - -
Unlikely - - - -
Don't know 1 8.33 - -

'out of 53 responses with active collaborations between DOH and PCC. 2Quartile 1 ranged from 1-4 services; Quartile 2 ranged from 5-7 services; Quartile 3

ranged from 8-10 services; and Quartile 4 ranged from 11-21 services. *Significant differences at an alpha = 0.10 are highlighted in red text.
Abbreviations: DOH = department of health; PCC = poison control center; OTC = over the counter; Rx = prescription; CBRN = chemical, biological, radiological,
nuclear; NPDS = National Poison Data System; IT = information technology.
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Table 8. Type of Data Available® by Level of Collaboration between PCC and DOH?

Real-Time Data No Real-Time Data Fisher's Exact
Question  Response N=24 % N=22 % p-value®

3 My state is covered by:

1 PCC in State 15 62.50 11 50.00 0.0197

1 PCC outside State 2 8.33 9 40.91

Multiple PCCs 7 29.17 2 9.09
I How would you classify the level of interactivity between your DOH and PCC?

Quartile 1 - low interactivity 6 25.00 5 22.73 0.1705

Quartile 2 - some interactivity 8 33.33 3 13.64

Quartile 3 - moderate interactivity 4 16.67 10 45.45

Quartile 4 - high interactivity 6 25.00 4 18.18
8 Within DOH, which staff/programs communicate with/access the PCC staff for information and data described above?
A Infectious disease program 16 66.67 19 86.36 0.1710
B Environmental health program 19 7917 15 68.18 0.5077
C Chemical disease surveillance 13 54.17 14 63.64 0.5616
D Preparedness 17 70.83 18 81.82 0.4966
E Immunization staff 2 8.33 2 9.09 1.0000
F State epidemiologist or designee 11 45.83 14 63.64 0.2528
G Children/maternal health programs & medical services 1 417 4 18.18 0.1783
H Other 10 41.67 6 27.27 0.3643
9 Indicate the current capacities/services that your PCC provides to your DOH.

1-4 services 7 29.17 6 27.27 0.8800

5-7 services 4 16.67 6 27.27

8-10 services 7 29.17 5 22.73

11+ services 6 25.00 5 22.73
10 Is your DOH currently involved in special projects not previously identified on this assessment with your PCC(s)?

Yes 11 45.83 5 22.73 0.2945

No 12 50.00 15 68.18

Don't know 1 4.17 2 9.09
15 How likely would it be for your DOH to call your PCC for discussion on a public health issue or threat?

Very likely 16 66.67 12 54.55 0.5371

Likely 6 25.00 7 31.82

Somewhat likely 1 417 3 13.64

Unlikely - - - -

Don't know 1 417 - -
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Real-Time Data

No Real-Time Data

Fisher's Exact

Question  Response N=24 % N=22 p-value®
16 How likely would it be for your PCC to call your DOH for discussion on a public health issue or threat?
Very likely 17 70.83 13 59.09 0.8551
Likely 4 16.67 6 27.27
Somewhat likely 2 8.33 2 9.09
Unlikely - - - -
Don't know 1 4.17 1 4.55
17 \Iljvgatodo you see as impediments to establishing, maintaining, or expanding the interface between your PCC and your
A Lack of dgdicated funding available to establish and support 29 91.67 16 7273 01278
such an interface
B Lack of famil_iarity with the data and how it may be used to 4 16.67 5 2273 07178
support public health
c Political challenges_ e.g. interpersonal challenges b/w PCC 2 8.33 4 18.18 0.4052
and DOH leadership
D IT limitations between DOH/PCC data management systems 7 2917 8 36.36 0.7549
E No central point of lead within DOH on this issue 2 8.33 3 13.64 0.6589
F Other 6 25.00 4 18.18 0.7254
18 How would you describe the role your PCC plays in state/local public health?
The PCC i§ ir)dispensable to the public health of my 16 66.67 11 50.00 0.3695
state/jurisdiction.
The PCC is useful to the public health of my state/jurisdiction. 8 33.33 10 45.45
The PCC is neither helpful nor harmful to the public health of ) ) ) )
my state/jurisdiction.
| don’t know if the PCC is useful to the public health of my ) ) 1 455

state/jurisdiction.

The PCC does not participate in the public health of my
state/jurisdiction.

'Based on Question 13, where real-time data access is based on the options A and B, and non-real-time is based on options C, D, and E.

20ut of 46 responses that indicated ‘Yes’ on Question 12.
®Significant differences at an alpha = 0.10 are highlighted in red text.
Abbreviations: DOH = department of health; PCC = poison control center; IT = information technology.
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Appendix A
Use of Poison Center Data Assessment

Use of Poison Center Data Assessment

CSTE s asking staie apidemichagists ard represantalives of [arge city healln depafments o comakals this assesamant
of the relafionship between your agency and the polson con frol centen(s) serving your jurizdiction. This assessment is
part of a nalional indiative o Improve comamunicatien and collaboralion between polson centers and kecal, state and
foderal public health agencies. The leadarship of this initadhwe includes representalives fram CSTE, the Amarican
Association of Poison Contral Cendars [AAPCC), and CDC. The AAPCC has forwarded a simillaf sssassimant lo e
poison control center members. Responses from haallh depariments will be lnkced fo resuliz from polson center(a)
sening their state for data analysis. Howaver, in actordance with CSTE policy, denlifles of ngividuad respondents will be
held in complete confidence, and only aggregate ssesesmea nt resulis will be inchedad n reporls or publcations.,

Assezzrment resulls are expected to indicade the exdend of cument collaborations. and idenify where Bhane are
apporiunies and bamiers to collaboration. These findings should be useful fo pubic healih officals and palicy makers in
developing slrategies for improving the parinership between health depariments and poison ceplers imcluding identificetion
of addilicnal furclions poison cenlers could provide, parmerships wilh new programs within e baallh deganment, new
methads for data sharing, and best praciices.

Wiz ask thal vou work with program staff inovour health degarment who are most knowledgeable about your poison
cantar {5) to answer all the questions balow, Complation of e assessmenl sha uld take about ro more than 25 minules.

Plaase submit responses by May 4, 2002 | Thank you for your suppodd. if you have any guactions or concems, please
contact Enfn Simms al esimmsfoste.ong, (770) 4583871,

*1, Please provide raspandent information below.
Hama of pareon camplafing and submitling rosEoente I

I

| |

Mealth Departmant name: | ] |
| |

Z. Indicate by job title and program name other individuals who contributed to the
responses (e.g. director, environmental health; chief, communicable disease):

:
¥3, My state is covered by: (Choose only ane)

D Chnes Pokssn Center loaled within my slale

i:ﬂ) O Peiagn Canlar ecatad gunsld e of my slati
O Muliplt Paaan Canlara

Fleasn Bei nama f poson cantana),

i
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Use of Foison Center Data Assessment

* 4. Does your health department collaborate or interface in any capacity {including
receiving data) with your poison center(s)?

()ves = stipte Q7
oL

(:} Bonl knew 4, ﬂ.]r I Q1L

* 5, If your health department does not collaborate/interface at all with your poison center
{s), what are the reasons/impediments you believe are imterfering 'with your establishing
such an interface? (Check all that apply)

D Dond kave funds Lo msli lule a cosl rad

U Bluragnmonlipaicsl doclsan

D Informalian bEchnologyy | elises Saem Ak mpadamenl

|:| Donl see e valss Of polson cenler dats for cur s

[ ] mont bave statfin the heat depastment that woeld hen d this affort

D Himnes (i e past ol could nol sasahieh sn aMecive collsboralion (nclofng persensing Slisianses toen aa 59 mpadinent)

|_I CIEner jobea s Ws @l ofher reasons)

¥

* 6. i your health department does not interface at all with your poison center(s), how
willing would your health department be to establish a working relationship?

D Bleel insasakiac

I::} Smmewhat wiling
O VA EHF LECRL

Fleore prpssde reasons or WOT INTERESTED® or any hesilalSon in eetablizhing & working relationship
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Use of Poison Center Data Assessment

¥ 7. How would you classify the level of interactivity betwaen your health department and
your poison center(s)? (check all that apply)

|:| ldindmal phoraiemall oo niact distarssions as needed on amaroenoy publio aal (ssussialsds only

D Penodic phonesamsll contact on paublic heaih isnses

D Aulomaledéstapual public haallh adesds Fom beeallb dep amend B poison cenlar oF poidoh sanle 1o haalth dipatmens|
D Tl e Tl L] peeralines crmrmim i LmhErel i, g, BC1IWG S O | wlinih Poqibdalad iy g B fegal I gasg ngpeaie:y)

D Cregalneg, cansiilan] sprdcas provafed (Bog. hands haalih degarimasl solla conaalenlly; angoing feod pesoning, sasbcide, rubies, o
Firlling Tor informassan, managpesnant aned naokang)

D ol babwraiinna 't el cantass cuing dirasiam [pamen cantivra (ale lead oo pensdding mmpdicalOndoamafonal <laas lar aoppa oF meiga
CapabaiSien] wivin reguesiag

|| Psien et dais sra pnidad s hasth dpartman on 55w asadad, of inlasnanlly shakiled sl
D Mustomaled upload of potson canler dala on realinesr real ime basks

| I #zlisg ecreborship on hoollh deparimenl plannesg orm iligalon lDams o osmntioes

HECT

ke
=

* 8. Within your health department, which of the following staffiprograms communicate
with and access the poison center staff for information and data described above? (Check
all that apply)

D Inficliols dizsarss program

I:I Envirgnmentds| haallh paograe

D Chesncal dinmase srsllanoa

r__l Frepaeans

|| 1mmumintiars aint

D Glata Egedamiciagial of dosignes

D il e v merirasl] Pl purcg rirics aete] Mladical Sensees

BEN
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LIse of Poison Center Data Assessment

*9, Indicate the current capacities/services that your poison center(s) provides te your
health depariment. {In other words, services to the health depart ment aver and above
service provided to the general public and clinicians as part of their routin e poison center
activities.) Also, indicate if the health department provides additional funding to the poison
center(s) for that service, either currently or in the past (choose only one, either currently
funded or funded in the past).

Currandly Fundad Funded im Pasg

[] [

Healnddedizal informalicm
cals. Plaase spicity below
|AILS, ol med ol

condilicns),

Wanmmy
Informis i Boverss drog

vanle epeing
Raperiablia Bnase
AaliEaEon

QT Medication
actverse doug avenls

Commercal products
adiverns aecils e ponking
Hamardoin meiluesky
inzidadss repaing
Brrexioct suppscit

Pigir hssdls salls aliee
hrisurs

b faadh calls during
day hiaura

Rizal dbmen PO dlala

L s s ]

£ ommuBaiordreporiing far
lab data

Cansulis b aidsoilbater
g bz Ly L

Hilisial o s sbisr plani g
Dzl ige
capabilpisupoan
Pt earhicam i dRsaa R

iz

CARM ek
Erpaad i ]
Sussiance albusn
Supprliack my

Depup baosth
survaillang Emonfenng

Pigfalic; Pl febicalion

I I I O Y 0 A D%
000000000 oodooono O
00000000 O0Oo0oOooo O

=h
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Use of Poison Center Data Assessment

Fa
uu:m:uﬂnnnh nring D D
L]

Bl aamt M iaring, |__-|
Plagsa maeaci by below (iead,
0, arenni, alch

e O 0] O

i,
If Indicaged, phtase specldy,

I |
¥*10. Is your health department currently involved inm any special projects not previously
identified on this survey with your poison center{s)?
) vas
{:} Mes
C:i Orsn't Honmay

I pies, pliass desedbe

L L

=
-]

i«

*11, Is there one program in your health department with overall responsibility for

coordinating contracts or other fiscal aarrang ements with the poison center, or do each of
the programs noted above maintain their own programmatic relationships?

D DT e

O Endivad sl pereagrasss maEnlain their oemn condaoisiTecnl redationship wilk Lhe pol son conder-

() O pemram 1a e lsad Biama of pongram
| |
*12. Does your health department accessireceive dataicase reparts from the poison
center?
(v
(Owe —3 skipto a4
() pont know ——y Fieip b GY
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Lse of Poison Center Data Assessment

#13. What mechanisms are in place that allow for data supply/sharing of poison center
data with your state{s)local health departmeant? (Check all that apply)

D Dinliren, indarrst bagzad wab sardics peovides sdcess b tha Maliana Poison Dala Sysben [MPTES) vwikich alloss depanmenl of heal | s1a0 B
quitsry e el R e Aake Speciio podon conler daia

D A praprictany applcalion is wilized to up'oad posson cenler dala lo & DOH server on & regular basis

D Mttty ot is il sl sl 1T il @0 wosl il (rossl WIPERE) or clri-biased appicilion ke actiis poiaon cenled dila shoded on DO canbar
ol ]

|:I Cads i prossded by posson conler sialf sgan famesl raqusad of hesllb depackmenl alaB | el s Bgdber

|:| s i providsd by podsan chnber sall vpon inBemsl raauas] of hesll degarimant ahalf,
| Il:rnn'l ke

X414, 1rall technalogical and financial limitations/blocks were removed, how likely would
yaur health department be to agree to receiving data for use in public health surveil lance?

O " ari rol o bareld § LInlRedy

Dmum

Fleapa prondcle axplanados for “WE ARE ROT INTEREITED ¢ WHLIKELY™ o Ay healalion in recefving dats

[

rr

*15, How likely would it be for your health de partment to call your poison center for
discussion on a public health issue or threat?

D Vil naser Rappan | iniialy
O Somewihel ety

P lein prirviefles reassng for TIEVER HAPPEN | UNLIKELY" of ariy hesl afon is opening & ditcussos
[=

Er
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Use of Poison Center Data Assessmeinl

*16. How likely would it be for your poison center to call your health department for
discussion on a public health issue or threat?

(:j Wik manvar hampan £ unlilaty

O el ikaly

O tho

O inry Wely

() Dot o

Reasons ko “HEVER HAPPEMN { LWMLIEELY™ or any hiagRalan M opening @ ditcmsaion,

=

* 17, Please consider all your responses up to this point. What do you see as
impediments to establishing, maintaining, or expanding the interface between your poison

center (s) and your health department {Check all that apply and provide additional
response under other)?

D Lok al dedica led Funding avalabds o aalabdish and sogeart such e nleroce

D Lack of fersliary with the dafa and ko it sy ba usad io supgor] poblc ekt

D Poliscad chalengss incheding interpersonal challengs: babween poises cermler and depasineent of health kaderabhip
D Inlormaiion bschnology limilakcers Geguwedan the ol b dsparmend and pasann csnlar dala managamen syslems

D B canmml podnd al kemsd wilhim e i -depanment on 1his s

Other

B
|

*18. How would you describe the role that your poisen center plays in state and local
public health? (Chosse only ana)

O Thes peson cenler i indspansabie 1o B public health of my slabefeisdicion

O The pessos cantar ks selul o he pulic hrallh of my stalefurisdscbon

O The porsoan ceaker s nailher hedpdul nosharmivl B e pesic el of sy Batefurisdicsen
O I don' keowe F B poison cender is uesfl o e poldic haallk almy staladuiadizBan

C_‘_J This pessod canbar does nol paricpaie in e puebic haalh of my slasejuesdcion

s (il devssiiba
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Use of Poison Center Data Assessment

#19. Do you beliave the relationship between poison centers and health departments
naad fa ha ll"_l'.lll'l""l.-ll.ll nafiannilu?

#* 20, How interested would your health department be in a funding opportunity to

enhance the interface, collaboration and possibly data sharing with your poison center
{s)?

() hetinimesed —3 siipte G 22
O%Muiﬁmm
(:)kuwsm

() bentinaw _s skip o G 22

21. if you answered “Somewhat inferesfed™ or “\Very interesied” to the previous question,

how would you use this funding oppoartunity to increase the level of interactivity with your
poison center?

22, If there is any additional information you believe is relevant to the discussion of poison
center-health department interface, or to your specific situation, we offer the following
space to provide additional fecdback:

=
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