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INTRODUCTION  

Local public health agencies (LPHA) play a pivotal role in the 

health and well-being of the communities they serve. Key pieces of 

public health service delivery have grown and evolved since 

LPHAs were formed in the late 1800s.1 Providing services such as 

adult and pediatric immunizations, sexually transmitted infection 

testing, personal and family planning services, and breastfeeding 

counseling have been staples to LPHAs and the overall public 

health mission.2 Changing global dynamics and integration of a 

systems-thinking approach have greatly enhanced the roles, re-

sponsibilities, and expectations of LPHAs’ other core functions 

including emergency and disaster preparedness, epidemiological 

surveillance, and regional public health collaboration.3 

A key component of this public health infrastructure is point of 

dispensing (POD) sites. The POD sites are utilized by LPHAs to 

rapidly dispense medical countermeasures (MCMs), medications 

or vaccinations, to the public before or immediately following a 

public health emergency.4 While the concept of POD sites is simple, 

the logistical need for credentialed staff, proper working environ-

ments, and community support is pronounced for LPHAs. The Cen-
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ters for Disease Control and Prevention (CDC) and the Assistant 

Secretary of Preparedness and Response have a joint agreement to 

house, maintain, and deliver MCMs to any public health jurisdic-

tion in the United States within 12 hours of request, when availa-

ble.4 The overall POD framework was then subdivided into open 

and closed PODs. Open PODs serve the general public, are man-

aged by LPHA staff, and are located at large facilities (eg, arenas, 

schools, and community centers).5 Closed PODs are staffed and 

managed by individuals of a specific organization (private or pub-

lic) and would only distribute MCMs to individuals who have a 

direct relationship to that organization (staff, immediate family of 

staff, and inpatient residents when applicable).5 Both open and 

closed PODs utilize the same planning and implementation strate-

gy. Targeting specific populations (socially vulnerable minorities, 

refugees, non-English speaking populations, etc) for MCM distribu-

tion would need to be taken into account for open POD operations 

or as a separate initiative by the LPHA.  

While the concept and planning for PODs started soon after Sep-

tember 2001, the first example of LPHA mobilizing PODs post-

September 11, 2001, for a nationwide public health emergency, 

was in 2009 for the H1N1 influenza strain.3 H1N1 was the first 

post-September 11, 2001, instance where public health as a disci-

pline was catapulted into the national spotlight for emergency 

response and the first opportunity POD plans were tested for a 

real-world emergency.3 The H1N1 outbreak of 2009 yielded sever-

al lessons learned about POD site logistics at the local government 

level including improved POD plans and procedures, recruitment 

of additional closed POD sites for LPHAs, and LPHAs integrating 

with hospitals and health care facilities.6 Focusing collaboration 

with hospitals can allow LPHA staff to leverage interventions for a 

large portion of the jurisdictional population through the health 

care system. Providing hospital staff with MCMs allows the hospi-

tal to continue critical operations during a public health emergen-

cy. The coronavirus disease 2019 (COVID-19) pandemic has 

shined a light on the importance and need for POD planning, train-

ing, and exercise across the public health enterprise. 

While the concept of utilizing hospitals as closed POD sites is prac-

tical in theory, implementation of public health programming 

within the scope of a hospital is not a regularly ventured concept. 

Health care systems are complex and require coordination by sev-

eral administrators to begin implementation of a new program.7 

Even though the aforementioned challenges exist, several public 

health initiatives have been successfully initiated within the hospi-

tal setting in the past (eg, breastfeeding coaches, smoking cessa-

tion).8 Several organizational factors that gave rise to public health 

program success within the hospital setting include hospital cul-

ture and engagement, identifying where programming would fit 

into mission/vision, integration into organization structures, and 

program buy-in by administration.7 

Local public health agencies are often stretched thin on staff, time, 

and finances to successfully implement a large-scale program 

within their respective field. This study focused on creating a com-

prehensive MCM toolkit and determining its implementation po-

tential for LPHAs and hospitals within a jurisdiction. Additionally, 

the study looked at the feasibility of the MCM toolkit across urban 

and rural areas of Ohio. By creating a common MCM planning pro-

cedure, which the toolkit may provide, across LPHAs and hospi-

tals, a unique opportunity exists for hospitals and LPHAs to work 

more in tandem and ensure continuity of health care across a com-

munity during a public health emergency. 

METHODS  

Setting 

Local public health agencies, hospitals, regional hospital  

associations, and emergency management agencies (EMA) across 

southwest, west central, northwest, northeast, and central Ohio 

participated. 

Community, Participant Characteristics, Recruitment  

The project leader identified individuals involved in emergency 

preparedness activities from LPHAs, hospitals, regional hospital 

associations, and EMAs across 44 Ohio counties to participate. 

These individuals were recruited by the project leader based on 

professional contacts established through current and previous 

employment opportunities. Inclusion criteria included (1) employ-

ment in the field of public health emergency preparedness, emer-

gency management, or health care; (2) working in the state of 

Ohio; and (3) being known by the project leader. No formal exclu-

sion criteria were established.  

Design 

A mixed methods study was conducted using qualitative and quan-

titative data analysis from May 2020 to July 2020. Cross-sectional 

surveys were conducted electronically and by phone to identified 

participants from public health, emergency management, and 

health care to capture MCM toolkit feedback. 

Procedures/Program Description  

Various POD procedures, grant standards, and guidance materials 

from state of Ohio and CDC resources were consolidated to form 

the MCM toolkit. Toolkit documents were categorized into 4 pri-

mary sections: planning resources, training modules, sample  

exercise, and custom graphics. All documents were uploaded elec-

tronically into a cloud storage account. A document outlining all 

toolkit contents and potential implementation instructions accom-

panied the toolkit.  

An electronic survey was created utilizing Microsoft Forms 

through Microsoft 365. The form collected reviewer information 

(name, contact information, jurisdiction, agency/profession, and 

date completed) as well as feedback on the toolkit. Toolkit docu-

ment review information was ascertained based on Likert scale 

and open-ended questions. All open-ended questions were struc-

tured as strengths, areas of improvement, and additional com-
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ments for each section. Online survey questions were created by 

the project leader based on the Homeland Security Exercise and 

Evaluation Program (HSEEP). The HSEEP provides a common ap-

proach to exercise program design and development, evaluation, 

and improvement planning.9  

Following the completion of the online survey, the project leader 

conducted a structured, 30-minute follow-up phone interview 

with toolkit reviewers. The project leader facilitated the discussion 

to determine information specific to POD implementation poten-

tial. The project leader developed follow-up questions focused on 

4 Consolidated Framework for Implementation Research (CFIR) 

constructs: intervention characteristics, inner settings, outer  

settings, and process.10 A thematic analysis of all open-ended ques-

tions was conducted to determine frequency of common respons-

es from each respondent. 

Measures/Outcomes  

The online survey contained quantitative and qualitative (open-

ended) questions on MCM toolkit documents. Quantitative ques-

tions were structured on a scale from 1 to 5 where 1 represented a 

‘poor’ rating and a 5 represented an ‘excellent’ rating. Open-ended 

questions were used to determine general strengths, areas of im-

provement, and general comments for each section within the 

online survey. All questions were to be completed to ensure uni-

formity in survey results and a full data comparison. Implementa-

tion potential was based on the combined weighted average (out 

of 5.00) from quantitative survey data. Implementation potential 

was categorized as either low (less than 3.00), likely (3.00-4.00), 

or high (greater than 4.00). 

Qualitative data from the online survey were used to determine 

applicability of toolkit documents and identify possible implemen-

tation barriers. A thematic analysis of all open-ended questions 

was conducted to determine frequency of common responses from 

each respondent. Follow-up phone interviews provided qualitative 

data that identified individual agency issues to MCM planning and 

POD site mobilization. A thematic analysis was also conducted on 

phone interview responses. 

Statistical Analysis  

Two primary analysis techniques were used for this study, 

weighted average and thematic analysis. A weighted average was 

conducted on all quantitative survey elements using Microsoft 

Excel. The weighted average was conducted rather than a normal 

average to ensure the importance of the scale values is reflected in 

the results. No data points were missing from the electronic sur-

vey as all questions were deemed ‘required’ by the project leader. 

A thematic analysis was conducted on open-ended questions from 

both the electronic survey and the follow-up phone interviews. All 

thematic analyses were conducted by finding similar themes from 

respondents in open-ended questions and then counting frequen-

cy of those occurrences. Additionally, no data points were missing 

from the follow-up phone interview questions as they were also all 

required by the project leader.  

RESULTS  

A total of 38 (n=38) surveys were completed and obtained by the 

project leader with Table 1 showing respondents by organization. 

All survey respondents comprised emergency preparedness plan-

ners for public health, hospitals, hospital associations, and EMA 

personnel. A 59% participation rate can be attributed to other 

priorities faced by respondents for the COVID-19 pandemic re-

sponse. 

Table 2 provides the weighted averages (out of 5.00) of each docu-

ment in each section of the toolkit. A combined weighted average 

for the toolkit was 4.71/5.00. Because this value is greater than 

4.00, this demonstrates the MCM toolkit’s high implementation 

potential across public health, health care, and emergency man-

agement. Tables 3 and 4 show results from the qualitative themat-

ic analysis of toolkit strengths and areas of improvement. This 

analysis was conducted by finding like-themes across all respond-

ents (n=38) and counting their frequency. The thematic analysis 

data reflect the concise nature of the toolkit as a whole by combin-

ing procedures and grant guidance materials into a single product, 

ability to implement, and scalability. While all toolkit materials 

were collected based on current state of Ohio and federal guid-

Table 1. Toolkit Respondents by Organizational Area for Participation Request and Provided  

Organizational area Participation request Participation provided 

LPHA 37 20 

Hospital 15 8 

EMA 7 6 

Regional hospital associations 5 4 

  (n=64) (n=38) 
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Table 2. Likert Scale (out of five) Weighted Averages Results by Toolkit Review Element (n=38)  

Planning resources 

Closed point of dispensing (POD) mobilization and response guide 4.70 

Memorandum of understanding (MOU) and training agreements 4.70 

POD staff roster template 4.76 

Hospital closed POD planning guide 4.65 

Public health cold chain management standard operating procedure (SOP) 4.81 

Training modules 

POD access and functional needs training 4.59 

Organization chart 4.86 

Job action sheets 4.84 

Medication registration form template 4.59 

Vaccine registration form template 4.68 

POD overview training PowerPoint 4.89 

Sample exercise 

Exercise evaluation guide (hospital) 4.54 

Exercise evaluation guide (public health) 4.59 

Exercise player scenarios 4.73 

Sample exercise - medication 4.65 

Sample exercise - vaccine 4.68 

Training evaluation (pre and post) 4.65 

Custom graphics 

Registration section look and design 4.70 

Screening section look and design 4.70 

Treatment section look and design 4.73 

Support section look and design 4.62 

Exit section look and design 4.73 

Average (across all sections) 4.71 

Theme Frequency 

Well organized; clear and concise information 19 

Ability to implement; ease of use 13 

Modular and scalable 4 

Customizable 3 

Graphics 2 

Theme Frequency 

None 20 

Spelling and/or grammatical revisions 4 

Customization (graphics, PowerPoints) 3 

Exercise scenario modification 3 

Document length (longer than preferred) 2 

Table 3. Thematic Analysis of Qualitative Electronic Survey Results by Observed Theme-General Toolkit Comments–Strengths (n=38) 

Table 4. Thematic Analysis of Qualitative Electronic Survey Results by Observed Theme-General Toolkit Comments–Areas of  

Improvement (n=38) 
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ance, few respondents felt the toolkit was customizable enough to 

fit the needs of their organization.  

During the follow-up interview, reviewers identified the POD 

toolkit as an item that will be integrated into current POD planning 

activities for internal and external partners. Comments supporting 

this finding included 

“This toolkit will be utilized by my entire hospital system. Every-

thing laid out provides enough information for our hospitals to 

quickly become a closed POD site. Additionally, we can easily 

work with the health department to get up to speed on what is 

needed to be an official POD site for them.” (hospital planner);  

“We can add to what is already in place for POD planning with 

the addition of this toolkit. Everything is laid out very nicely and 

can be very easy for patients who would be moving through a 

POD using this model.” (LPHA planner); and  

“The toolkit really brings home the point of engaging public/

private partnerships. We have never had to do so much with the 

health department until the COVID-19 pandemic – we now real-

ize how much more we have to rely on the private sector,” (EMA 

director).  

These comments highlighted both the implementation potential 

for the toolkit and the need to engage public-private partnerships. 

Emergency management directors discussed the complexity of 

public health emergencies and the need to have a coordinated 

response with the private sector. Both hospital and LPHA planners 

cited the ease of implementation for new or existing MCM plans. 

While the concept of establishing a closed POD within the hospital 

is new, both LPHAs and hospitals agreed that it is not only attaina-

ble but that it would be beneficial to each agency during an emer-

gency.  

When asked about potential internal implementation barriers, 

respondents unanimously agreed that coordination of POD plans 

between LPHAs and hospitals should occur at the jurisdictional 

and regional levels. Comments that support this finding included  

“Regional and local planning needs to happen with the POD 

toolkit - even without. Our plans are all different and we each 

do things a little different in each county. This should be done 

with all of our plans, honestly,” (LPHA planner); and  

“Regional planning allows hospitals and LPHA to have better 

handle on resources and move resources around as needed – it 

provides a more coordinated response. That is critically im-

portant for a POD and movement of life saving resources. We 

need to have better coordination in our regions,” (hospital asso-

ciation coordinator).  

The comments cited above underscore the importance of jurisdic-

tional and regional planning. While these comments only capture 

an LPHA planner and hospital association coordinator, the senti-

ments were shared by a majority of respondents. Ensuring prepar-

edness planning efforts encompass all relevant partners is para-

mount when a real-world incident occurs.  

DISCUSSION  

This work provides a foundational baseline for other practitioners 

and academicians to better understand an integral piece of public 

health practice and public health infrastructure. The significance 

of public health emergency preparedness has never been more 

understood given the COVID-19 pandemic. The MCM toolkit pro-

vides a mechanism for practitioners in public health, health care, 

and emergency management to implement and evaluate their 

overall preparedness planning for a public health emergency.  

Findings from follow-up phone interviews with LPHAs and hospi-

tals suggest that hospitals can be leveraged by LPHAs to serve as a 

closed POD for the community. As evidenced by the COVID-19 

pandemic, LPHAs and hospitals are both tasked with a myriad of 

responsibilities to safeguard the public’s health. The introduction 

of hospital closed POD sites not only expedites the MCM distribu-

tion process within a jurisdiction, but it will allow for better conti-

nuity of operations for both entities. This concept reinforces the 

notion of utilizing systems-based approaches to complete public 

health services.11,12 Funding for this initiative would be a joint 

partnership between the LPHA’s and hospital’s respective general 

revenue funds or preparedness grants.  

Systems thinking can also include leveraging public-private part-

nerships. Leveraging public-private partnerships was cited by 

toolkit reviewers in follow-up interviews as a need for LPHAs 

moving forward. DeSalvo and colleagues point out improved  

partnerships throughout the community are necessary to sustain 

public health services.13 The Federal Emergency Management 

Agency’s (FEMA) revised emergency support function (ESF) 14 

also outlines a new approach for public-private partnership  

integrating into emergency response for local, state, and federal 

emergency management.14 Revised ESF 14 can assist LPHAs to 

recruit hospitals as closed POD sites, as well as other private  

organizations in the future, by providing a planning framework for 

local EMA directors to coordinate the process.  

Findings from the electronic survey (Table 3) suggested that the 

MCM toolkit is modular, scalable, and can easily be implemented. 

While establishing hospital closed POD sites was shown to be a 

vital component for LPHAs in the follow-up phone interviews, the 

widespread dissemination of an MCM toolkit must show itself to 

be scalable, modular, and customizable to best fit the needs of a 

jurisdiction. The prepared MCM toolkit provided a method to in-

corporate these differences by integrating HSEEP principles. The 

HSEEP has been used as a methodology to conduct planning, train-

ing, and exercises as modular and scalable units.9 This method has 

been shown to be the most effective for adult learning and applica-

bility to various sized jurisdictions.9,15 The HSEEP provides a 

means to underscore general lecture style training that is capped 

off with a discussion-based or action-based exercise. Because of 
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the various types of emergency response partners within a com-

munity (public health, hospitals, emergency management, hospital 

associations, law enforcement, etc), scalability is needed to encom-

pass the strengths of different sized response agencies. This con-

cept is also true for understanding the roles and responsibilities of 

these agencies. 

The CDC’s public health emergency preparedness capabilities have 

been utilized to demonstrate the applicability of concepts to both 

urban and rural jurisdictions and were shown to be an effective 

metric for preparedness performance.16 Counties across Ohio vary 

in size from over 1 million individuals in urban areas to less than 

14 thousand in rural areas.17 Each jurisdiction is also vastly differ-

ent in resources, political structure, and staffing capability. The 

respondents for this study encompassed both urban and rural 

counties across Ohio. Based on the results in Table 3 and the fol-

low-up phone interview quotes, this study demonstrated that the 

MCM toolkit allows for scalability and customization by LPHAs and 

hospitals regardless of jurisdictional size or geographical location 

through the state of Ohio. Additionally, the modular nature of the 

materials allows for LPHAs to conduct planning, training, and exer-

cise that fits into a cycle that best fits their needs. Scalability is imper-

ative because it allows individuals to utilize the toolkit to the fullest 

extent necessary for their respective jurisdiction. This ensures that 

the basic principles of MCM response are maintained from the toolkit 

while allowing for flexibility during implementation.  

Finally, this work provided evidence to highlight the importance of 

regional planning efforts within the state of Ohio. As evidenced by 

the implementation barriers in the results, regionalized planning 

is a concept that had not been well received by local jurisdictions 

in the past and can be seen as loss of control or a means of political 

conflict. Planners within public health and hospitals often use their 

social networks to collaborate on different projects, deliverables, 

and grant requirements within regions. Individual jurisdictions 

may implement a common planning structure (eg, MCM toolkit) 

and the structure is then used with LPHAs and hospitals within 

their respective jurisdiction. This conceptualization could then 

graduate to being adopted by other counties within a region. Pro-

gression from individual jurisdictional planning to a regionalized 

approach could be a possible framework to be considered by LPHA 

and hospital planners to address concerns outlined in toolkit im-

plementation barriers.  

Harris and Clements highlighted the need for information ex-

change between public health practitioners through their social 

networks.18 Loss of experience based on personnel turnover with-

in public health increases the need for these social networks and 

other unique approaches to ensure public health services are 

maintained at the local level.3,13,18 Sharing of resources and  

personnel, as well as the ability to save on costs and general over-

head, were cited as major benefits to regional planning.3 This con-

cept was also shown to provide a foundational approach to allow 

POD planning for all jurisdictions to ensure continuity among all 

LPHAs and hospitals. This allows for a unified approach between 

LPHAs and hospitals to expedite the MCM distribution process to 

residents within jurisdictions.  

A limitation to this study was generalization of results. Because study 

participants were obtained through a convenience sample, external 

validity may not account for the larger public health system.  

PUBLIC HEALTH IMPLICATIONS  

The implication of MCM toolkit dissemination would substantially 

benefit the public health community across Ohio and the United 

States. Toolkit reviewers determined that the scalability and im-

plementation potential is applicable for both rural and urban  

areas. While not explicitly reviewed for this study, exurban and 

suburban areas would need to be considered as part of the prima-

ry jurisdiction. The MCM toolkit has implementation potential for 

jurisdictions across Ohio and the United States. Additionally, the 

use of regionalized planning can be utilized by local-level partners 

for other planning considerations outside of MCM response  

(eg, epidemiological outbreak, environmental health emergency, 

etc). Leveraging regional planning efforts streamlines processes 

and allows for a shared area of responsibility among similar part-

ner agencies.  

Revised ESF 14 guidance produced by FEMA encourages the coor-

dination and utilization of private partners when responding to an 

emergency. While hospitals are the first step toward leveraging 

the public-private partnership for MCM distribution in communi-

ties, revised ESF 14 will better equip local EMA and emergency 

operation centers to identify additional private partnerships by 

designating specific planning considerations for partnership  

integration. Private pharmacies, grocery stores, and biotech com-

panies have been leveraged and engaged during the COVID-19 

response for testing purposes. The same principle of resource 

identification and integration may be utilized by LPHAs and local 

EMAs to cultivate additional public-private partnerships.  
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PUBLIC HEALTH PRACTICE 

1. What organization do you represent?  

  Local public health agency 

  Hospital 

  Regional hospital association (eg, HCNO, GDAHA, etc) 

  Local emergency management agency 

2.   What is your name?  

3.   Name of your organization's county of residence.  

4.   What is your email address?  

5.   What is the best phone number to reach you for follow-up questions?  

6.   When reviewing the PLANNING RESOURCES folder, please provide your 
feedback to each of the following items. One (1) reflect a rating of "poor" 
while a five (5) reflects a rating of "great."  

  Closed Point of Dispensing (POD) Mobilization and Response Guide 

  1 (Poor)    2   3   4   5 (Great) 

  MOU and Training Agreements 

  1 (Poor)   2   3   4   5 (Great) 

  POD Staff Roster Template 

  1 (Poor)   2   3   4   5 (Great) 

  Hospital Closed POD Planning Guide 

  1 (Poor)   2   3   4   5 (Great) 

  Public Health Cold Chain Management SOP 

  1 (Poor)   2   3   4   5 (Great) 

7.   Please describe notable strengths for the PLANNING RESOURCES materi-
als.  

8.   Please describe notable areas of improvement for the PLANNING RE-
SOURCES materials.  

9.   Please include any additional comments for the PLANNING RESOURCES 
materials.  

10.  When reviewing the TRAINING MODULES folder, please provide your 
feedback to each of the following items. One (1) reflect a rating of "poor" 
while a five (5) reflects a rating of "great."  

  POD Access and Functional Needs Training 

  1 (Poor)   2   3   4   5 (Great) 

  Organization Chart 

  1 (Poor)   2   3   4   5 (Great) 

  Job Action Sheets 

  1 (Poor)   2   3   4   5 (Great) 

  Medication Registration Form Template 

  1 (Poor)   2   3   4   5 (Great) 

  Vaccine Registration Form Template 

  1 (Poor)   2   3   4   5 (Great) 

  POD Overview Training PowerPoint 

  1 (Poor)   2   3   4   5 (Great) 

11.  Please describe notable strengths for the TRAINING MODULES materials.  

12.  Please describe notable areas of improvement for the TRAINING MOD-
ULES materials.  

13.  Please include any additional comments for the TRAINING MODULES 
materials.  

14. When reviewing the SAMPLE EXERCISE folder, please provide your feed-
back to each of the following items. One (1) reflect a rating of "poor" 
while a five (5) reflects a rating of "great."  

  Exercise Evaluation Guide (Hospital) 

  1 (Poor)   2   3   4   5 (Great) 

  Exercise Evaluation Guide (Public Health) 

  1 (Poor)   2   3   4   5 (Great) 

  Exercise Player Scenarios 

  1 (Poor)   2   3   4   5 (Great) 

  Sample Exercise - Medication 

  1 (Poor)   2   3   4   5 (Great) 

  Sample Exercise - Vaccine 

  1 (Poor)   2   3   4   5 (Great) 

  Training Evaluation (Pre and Post) 

  1 (Poor)   2   3   4   5 (Great) 

15.  Please describe notable strengths for the SAMPLE EXERCISE materials.  

16.  Please describe notable areas of improvement for the SAMPLE EXERCISE 
materials.  

17.  Please include any additional comments for the SAMPLE EXERCISE mate-
rials.  

18.  When reviewing the CUSTOM GRAPHICS folder, please provide your 
feedback to each of the following items. One (1) reflect a rating of "poor" 
while a five (5) reflects a rating of "great."  

  Registration Section Look and Design 

  1 (Poor)   2   3   4   5 (Great) 

  Screening Section Look and Design 

  1 (Poor)   2   3   4   5 (Great) 

  Treatment Section Look and Design 

  1 (Poor)   2   3   4   5 (Great) 

  Support Section Look and Design 

  1 (Poor)   2   3   4   5 (Great) 

  Exit Section Look and Design 

  1 (Poor)   2   3   4   5 (Great) 

19.  Please describe notable strengths for the CUSTOM GRAPHICS materials.  

20.  Please describe notable areas of improvement for the CUSTOM 
GRAPHICS materials.  

21.  Please include any additional comments for the CUSTOM GRAPHICS ma-
terials.  

22.  Given the OVERALL TOOLKIT, please describe notable strengths for all 
the materials presented to you.  

23.  Given the OVERALL TOOLKIT, please describe notable areas of improve-
ment for all the materials presented to you.  

APPENDIX. Electronic Survey Template   POD/MCM Online Survey  


