2012 CSTE Climate Change Indicators Pilot

Summary Report

Introduction

The Council of State and Territorial Epidemiologists (CSTE) brought together a group of epidemiologists in 2004 to establish the State Environmental Health Indicators Collaborative (SEHIC), with the goal of developing and disseminating a “suite” of climate change environmental public health indicators for surveillance. The Climate Change Subcommittee was later formed out of this effort. 

The Climate Change Subcommittee, after an extensive review of the scientific literature, developed a suite of 25 climate change indicators, including, for each, a set of instructions regarding how to calculate the indicator. Instructions for 24 of these indicators were pilot tested and revised in early 2011. The results of this pilot are presented in the CSTE Climate Change Summary Report. This document and the current indicators are available at: www.cste.org/climatechange.asp. 
To further improve the utility of these indicators and familiarize additional states with their existence, the CSTE Climate Change Subcommittee found it prudent to conduct another pilot, providing health departments that had not previously completed these indicators an opportunity to test them in their state. With the results from this pilot, CSTE intends to further refine the climate change indicator documents and make them available to all state and local health departments and other interested professionals electronically on the CSTE website and via email. 

Methods

States were invited to apply for the opportunity to participate in this pilot in March 2012. Application submissions required contact information for main point of contact, choice of deliverable (completing either all 24 or 13 climate change indicators), anticipated budget, a description of resources available to complete pilot, any relevant technical or professional experience of person completing the pilot, and proposed timeline for completion. Three selected states were notified in early April 2012, and materials including how-to guides, an Excel template, and general instructions were distributed to participants simultaneously. States opting to complete 13 indicators were requested to select indicators most relevant to them from a predetermined framework to ensure indicators in all categories were tested.
Participants were asked to submit all pilot related materials by May 11, 2012, which included a report of the time required to complete each indicator, perceived usefulness of each indicator, and the likelihood that the state health department would adopt each indicator. States were also requested to submit suggested edits to each of the indicator how-to guides tested.
Results

The states participating in the 2012 CSTE Climate Change Indicators Pilot had varying levels of capacity for tracking climate change indicators over time at the state level based on several factors, including: personnel resources and knowledge; data availability within their state; previous experience in measuring vulnerability to climate variability and change; and length of time spent working on climate change mitigation and planning within their state. Therefore, pilot participants were classified as having high, medium, or low capacity to incorporate the indicator documents and tracking for surveillance into their routine work and will be referred to in this manner below. The experiences of the three participants are summarized in this report including their recommendations and concerns. 

High capacity state

The high capacity state opted to complete all 24 climate change indicators. To evaluate the indicators’ usefulness and likelihood of adoption, this participant also asked 42 staff members working on climate change and health related issues in the state to complete an opinion survey.1
___________________________________


 This was an opinion survey and does not reflect the opinion of the participating state’s health department.

In the results from the survey, staff members most frequently cited the following indicators as useful:

· Greenhouse Gas Emissions

· Max/Min and Diurnal Temperature 

· Pollen Indicator

· Rate of Heat Deaths, Hospitalizations, and Emergency Room Visits During Summer Months 

· Injuries and Deaths Due to Extreme Weather Events 

· Human Cases of Lyme Disease 

· Development of a State Adaptation Plan
· Health Surveillance Systems Related to Climate Change 

· Development of a State Climate Change Action Plan
In the staff survey, the following were most often rated as likely to be adopted:

· Positive Test Results in Sentinels and Reservoirs

· Rate of Heat Deaths, Hospitalizations, and Emergency Room Visits During Summer Months 

· Injuries and Deaths Due to Extreme Weather Events 

· Human Cases of West Nile Virus

· Health Surveillance Systems Related to Climate Change
Comments and Concerns:
An important recommendation was that CSTE should add more information about units for each indicator within each respective how-to guide. In addition, the state recommended CSTE provide clearer instructions on the Excel spreadsheet for reporting indicators that required more space than was available (e.g., Min/Max and Diurnal Temperature) or for indicators where multiple station sites were necessary to report (e.g., the Pollen indicator).
Due to time constraints, the state was unable to fully test the Allergic Disease indicator. The state also found it difficult to access and/or translate the data for several indicators (e.g., the Rate of Heat Deaths, Hospitalizations, and ER Visits During Summer Months indicator).
Medium capacity state

The medium capacity state completed 13 indicators. The state found about half of the indicators it tested useful for comparing its work to other states and for gathering information not currently being monitored, such as the number of fires. For some indicators, the state had already developed its own preferred methods for surveillance, and in one instance, had already “adopted” one of the indicators prior to the pilot test.
Comments and Concerns:

The Access to Cooling Centers indicator was highly useful for this participant and will likely be adopted, since the use of cooling centers is listed as a strategy in the state’s Extreme Heat Toolkit for local public health and emergency managers.

This state expressed some concern regarding the interpretation data for the Greenhouse Gas Emissions indicator and the Number of Fires and Percent of Total Acres Impacted indicator. For the former, this state commented that it was unclear how greenhouse gas emissions were being measured in the data source and whether the measurement was consistent between years. Additionally, the state found it unclear whether the Number of Fires and Percent of Total Acres Impacted indicator was intended to include prescribed burning (i.e., a planned burn for maintenance purposes) or only unplanned wildfires. The state acknowledged that for air pollution issues this distinction is irrelevant; however, the distinction is important for contributing burns to increased climate variability.

Additionally, this state has already developed its own methods for calculating certain indicators (i.e., Human Cases of West Nile Virus and Human Cases of Lyme Disease); thus, it is unlikely the CSTE indicator will be adopted. The state also noted some limitations in scope in the data sources for the Heat Island Mitigation indicator and the Percent of Population Living in Cities Participating in the U.S. Conference of Mayors Climate Protection Agreement Indicator. 
Low capacity state
The low capacity state opted to complete 13 indicators. Overall, indicators related to health outcomes and policy were more likely to be adopted than environmental, adaptation, and mitigation indicators. Difficulties in accessing the data and concerns with the quality of some of the data sources were reasons cited that would prevent this state from adopting some indicators. 

Comments and Concerns:

Relevance of pollen counts was high but the limited data available make the Pollen indicator unlikely to be adopted. This was also true for Number of Fires and Percent of Total Acres Impacted; although the issue is important to the state, the data quality was of concern and indicator would not be adopted for this reason. This participant also found discrepancies between the national data source and the state’s office data for Lyme disease and West Nile Virus incidence, and the data source for the Heat Island Mitigation Plans indicator was inaccurate, undermining the perceived usefulness of the information.
Discussion
During this pilot, participants found that the websites for many of the data sources had been updated or otherwise modified since the last update to the indicator how-to guides. This caused some confusion in locating the necessary data for calculating several of the indicators. To remedy this, revisions were made to the indicator how-to guides that included screenshots to guide users to the appropriate data tables. States also reported encountering issues with interpreting and transcribing the data from the sources into the provided Excel template. This has highlighted the need for these guides to be reviewed periodically to determine whether instructions need to be updated to reflect changes in data sources’ websites. 
Conclusion

The results of this pilot has reiterated conclusions made in the previous pilot in 2011, in which states found many indicators useful but also reported that adoption was difficult due to discrepancies between national and state data sources as well as limited access to data (particularly with regard to the Pollen indicator). CSTE will continue to work to resolve these discrepancies and work with the National Allergy Bureau to improve access to pollen count data.
