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Health Research and Surveillance
Potential to Partner with 2-1-1
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For more than 50 years, information and referral
professionals across the U.S., working in United
Ways and a variety of nonprofıt organizations and

overnment agencies, have responded to people with un-
et health and human service needs by offering a com-
assionate ear, skillfully assessing callers’ needs, and re-
erring tomyriad community-based services. In 2000, the
ederal Communications Commission (FCC) recog-
ized the value of information and referral (I&R) services
y assigning the three-digit dialing code 2-1-1 for autho-
ized use by information and referral providers. In their
eport and order, the FCC underscored the public need
hat exists for an easy-to-use, easy-to-remember N11
ode to effıciently bring community information and re-
erral services to those who need them, providing a na-
ional safety network for persons to get access readily to
ssistance.1

Today, more than 200 programs operating in all 50
states, the District of Columbia, and Puerto Rico have
been authorized by their respective state executive, legis-
lature, or public utility commissions to use the 2-1-1
dialing code to accelerate access to the broad network
of community, government, and faith-based services.
United Way operates roughly 40% of the 2-1-1 program,
and 60% are operated by a variety of nonprofıt and mu-
nicipal agencies. In 2011, more than 16,000,000 calls re-
sulted in connections to programs and services.
There are approximately 1.5 million nonprofıt organiza-

tions in the U.S. plus scores of government agencies and
programs, and2-1-1providersmaintain comprehensiveda-
tabases of themyriad services available tomeet the needs of
callers and online inquiries. Resource database records in-
clude eligibility factors, application processes, days and
hours of service delivery, and specifıc service/site locations,
aswell as fees charged,where applicable.Additionally, 2-1-1
information specialists collect information on the callers’
demographics, which may include ZIP-code, destination
where services are needed, problems or needs expressed,
gender, age, race/ethnicity, language spoken, and special
situations suchas veteranor activemilitary status, homeless,

From the United Way Worldwide, Alexandria, Virginia
Address correspondence to: Linda S. Daily, MS, Director, 2-1-1 and

Disaster Services, United Way Worldwide, 701 North Fairfax Street, Alex-
andria VA 22314-2045. E-mail: Linda.daily@uww.unitedway.org.

0749-3797/$36.00

ihttp://dx.doi.org/10.1016/j.amepre.2012.09.021

S422 Am J Prev Med 2012;43(6S5):S422–S424 © 2012 Amer
pregnant, or recently unemployed, aswell as follow-up con-
tact information as appropriate.Although the data collected
by different 2-1-1 systems can vary, these rich data paint a
dramatic and unique picture of real-time needs and a com-
munity’s health.
These 2-1-1 data can play a signifıcant role in surveil-

lance activities. Community-based data reviewed in the
aftermath of Katrina show how migration patterns af-
fected the health and human service needs of host com-
munities that welcomed the evacuees. Surveillance data
based on calls inquiring about the severe acute respira-
tory syndrome (SARS) in Toronto and H1N1 across the
U.S. in 2009–2010 led to focused health messaging. In
fact, the economic recession that began in 2008 was fore-
cast in the reviews of 2007 data. That year, 2-1-1 systems
in United Way for Southeast Michigan and Greater
Cleveland Ohio began to notice that call trends for utility
assistance continued to rise. But more importantly, a
signifıcant number of calls for low-cost housing search
assistance, foreclosure counseling, and bankruptcy were
on the rise as well. The surveillance provided by these
2-1-1 systems led to conversations with county and state
coalitions. The looming crisis was identifıed and preven-
tion strategies were launched. The early intervention by
the Cuyahoga County coalition reported saving 600 fam-
ilies from housing foreclosures. Thus, future surveillance
partnerships and activities of 2-1-1 systems may lead to
more effıcient and outcome-oriented prevention strate-
gies and allocation of resources.
As you will read in this supplement to the American

Journal of PreventiveMedicine, 2-1-1 information and refer-
ral programs offer a rich environment for partnershipswith
researchers,media, andpolicymakers. The articles2–18 dem-
nstrate inspiring possibilities for ways in which 2-1-1 sys-
ems and their partners can cooperate and collaborate to
nfluence vulnerable populations by encouraging healthy
ehaviors, by raising awareness of preventive services, and
y breaking down barriers that prevent access. In addition,
-1-1 data and research results have the potential to greatly
nhance thenational dialogue abouthowweachievehealth-
er andmore resilient communities.Although theseprojects
nspire, they also raise questions for 2-1-1 practitioners and
esearchers alike.
In several cases, the projects detailed in this journal
ssue have led callers to avail themselves of services be-
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yond presenting needs. For example, a low-income
mother seeking rental assistance also was able to access
preventive cancer screenings and assistance, because ad-
ditional questions were infused into the assessment pro-
cess. The 2-1-1 systems and researcherswill need to assess
carefully the value of the add-on assessment questions to
ensure the appropriateness of communications with the
caller as we work together to achieve positive health out-
comes. Thus, 2-1-1 systems will need to ensure that addi-
tional assessments are aligned with the 2-1-1 mission.
The infusion of a research or pilot project into 2-1-1

operations will require additional capacity and/or a spe-
cialized skill set of competencies for program staff if they
are expected to effectively deliver research-related ques-
tions and outcomes. This means that 2-1-1 providers will
need to increase their capacity to continue to provide
quality services for all callers, even as program staff work
to integrate research initiatives into their operations. Re-
searchers will need to conduct advanced planning with
2-1-1 staff to include the cost of increased staffıng capac-
ity into project budgets. For example, typical calls today
average 5–6 minutes. Additional call time needs to be
accounted for as additional assessment questions are
built into a research script.
Partners also may have to anticipate what will happen

to the research project if or when a natural or man-made
disaster strikes a community and call volume surges.
Would the research project temporarily be placed on
hold? The fındings from Eddens and colleagues13 in this
supplement demonstrate that this is a real, not hypothet-
ical, scenario.Might a technologic solution be established
to enable staff with a special skill set to continue to answer
non–disaster-related calls while the research project
moves ahead as planned? What relationships must be
nurtured and/or systems developed for successful future
partnerships, particularly when research is involved?
How effectively will the 2-1-1 network strive to stan-

dardize data management practices in order to provide
researchers with a common environment for research
projects across jurisdictions? As the paper by Hall and
colleagues18 correctly points out, though 2-1-1 programs
ollect information about callers and their problems or
eeds, the current 2-1-1 network lacks standardization
n specifıc data sets. To be full partners, the 2-1-1 net-
ork will need to standardize on a minimal set of data
lements with standard defınitions to facilitate compara-
ive analyses. In addition, 2-1-1 systemswill need to agree
o a consistency of practice in how and what data are
ollected aswell as forwhat purposes.Moreover, theywill
eed a means to aggregate and share data across geo-
raphic regions.
Finally, how will 2-1-1 leadership and our partners
ssess whether or which research or pilot projects are
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truly scalable?What functionality and capabilities will be
necessary? Will a program that works in St. Louis or
Detroit be replicable in Connecticut, Omaha, Atlanta, or
Houston? How can we use the examples shared in this
journal to promulgate best practices for working in part-
nership with the research community?
The 2-1-1 network provides a rich environment inwhich

diverse groups of people in a variety of vulnerable states call
to access help. Together with our partners, the 2-1-1 net-
work will be able to expand access to services, even as it
provides a rich laboratory to inform future policies, pro-
grams, and investments in healthy communities.
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Did you know?
The latest AJPM news is available online.

Visit www.ajpmonline.org to see the “News from
AJPM” section on the homepage.
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