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PURPOSE OF MEETING
The stated objectives of the meeting were to (1) finalize the Minimum Dataset (MDS), taking into account feasibility and filtering; (2) finalize the pre-conditions and assumptions document; and (3) discuss the draft slide deck prepared by the staff and agree on recommendations to the Biosurveillance Workgroup. 

On October 2, the staff e-mailed members requesting immediate comments on (1) summaries of the August 18 and September 5 meetings; (2) comments, edits, and questions pertaining to the feasibility, filtering, and the descriptions of the MDS elements; (3) comments on a slide deck prepared by the staff for presentation to the Community; and (4) final comments on the pre-conditions document. 
KEY TOPICS
1. Opening

Rob Kolodner, Interim National Coordinator for Health Information Technology, thanked the members for their important contributions to the work of the Community. He reminded them of the Secretary’s expectations for short-term deliverables.
2. Summaries of the Results of Previous Meetings

It was motioned and seconded to accept the summaries of the August 18 and September 5 meetings as distributed. The summaries were accepted unanimously. 
3. Classifying the Feasibility and Filtering of the Draft MDS
The group worked on feasibility and filtering for the entire meeting and did not consider the other agenda items. 
Working from a draft document updated by the staff with comments from solicited testimonies and the results of the most recent group meeting, participants discussed the feasibility and need for filtering of the elements in the MDS, starting with daily facility summary report elements (Category #2). Participants began by revisiting the definition of and criteria for “feasible,” which they had yet to delineate. Considerations included the acquisition of data through a Web format, the extent to which additional programming and/or transmission in another format would be required, whether a system separate from the ADT interactions was required, acceptability to industry, cost, and consistency of budget cycles with implementation plans. 
Some members interpreted the charge to the steering group as “feasible in 1 year.” There were references to the pre-conditions document, although the current version did not define feasibility. Participants agreed that the draft MDS is not feasible within a 1-year time frame; they questioned whether the MDS should be reduced to some number of elements that are feasible (the number five was given as an example). Presenting the current draft MDS as “feasible” in 1 year would raise questions about the credibility of the group’s recommendations.
It was noted that for the elements in the resource category, data entry into Web-based forms may be required or the passive extraction of the data from an ADT system may require additional programming on the part of the sending facility. A facility may have data that are electronically enabled and capable of being transmitted, but putting the data into a different format for transmission creates a reporting burden – for example, taking data that are currently transmitted as free text and mapping  them with the SNOMED standard.
As the members discussed each of the elements and reviewed the comments noted in the document prepared by the staff, they finally agreed to use three categories of “feasible,” based on the expected implementation time for at least 25 percent of facilities: feasible in 1 year; feasible in 2–3 years; and feasible within 5 years. It was noted that no surveillance system has 100 percent compliance; if 25 percent of hospitals reported on a data element, a significant amount of data would be available for analysis. It was agreed to add this definition of feasibility to the preconditions document. 
In classifying the feasibility of each element, participants relied upon their experiences and expert testimony  of different aspects of the health system and attempted to reach consensus, noting however that they were recording opinions based on very limited evidence. Members acknowledged the need for pretesting or conducting a pilot study of the MDS and appeared to agree that testing should be included in any forthcoming recommendations.
Several members expected that approximately 1 year (on average) would be necessary for hospitals to modify mainframe patient registration systems in order to transmit MDS data. An organization would need to incorporate this work into its planning and budgetary cycle. Resources, therefore, would be required.
The continued discussion of the feasibility of a pseudonymized identifier did not result in agreement. One member, familiar with the BioSense project, believed it was feasible; on the other hand, it would not be feasible for labs, because they do not use a unique patient record number (i.e., Medical Record Number) across all tests. Even in the case of the BioSense participants, the feasibility was based upon the receipt of considerable support for implementation. Most hospitals would not be willing to allocate the funds necessary to implement such a system. 
Once again, the issue of transmitting the same clinical data to local and Federal government agencies was discussed. The local agency needs to be able to trace the information back to a specific patient for investigative purposes, but this is not within the role of the Federal agency. In the case of labs, which report on a huge volume of data, there is generally not sufficient information to link back to a specific patient record number. 
The elements of “age and/or DOB” were discussed. It was agreed to include this element as “either-or” with a standard for Age units (i.e., Months, Weeks, and Days, etc.) of months. It was agreed that the day of birth will not and should not be transmitted. 
A lengthy discussion of the elements referencing diagnostic codes ensued. Members recognized that the volume of data was such that the feasibility for the receiver rather than the sender was the issue. Filtering psychiatric diagnoses would reduce the volume considerably; these diagnoses are of lesser interest to Biosurveillance . It was agreed to obtain a  standardized list from BioSense to inform the decisions about the feasibility of the element “discharge disposition.”
The availability of data on “onset of illness” vs. “chief complaint” was discussed. It was thought that in most institutions, this information was recorded and maintained in paper records, although changes to electronic formats were in process, suggesting feasibility in the 5-year horizon. Hospitals in upstate New York are reporting “chief complaint” in text fields within 24 hours.
It was agreed to drop one element, “provider identifier,” from the MDS after the discussion revealed concerns raised by other groups, such as the Health Information Technology Standards Panel (HITSP), regarding the system to be used for identification. Participants agreed that the inclusion of an identifier likely would have a negative effect upon implementation and compliance. 
Moving on to the MDS category of lab and radiology test orders, one member reported that often there is a lag time between putting a test into production and the assignment of a LOINC code. One must be able to use local coding if LOINC is not available. LOINC is not used universally; smaller labs may be less likely to use it. ACLA may be able to provide information on the extent to which it is used; this information will be helpful in classifying the feasibility of this element.
Regarding laboratory and microbiology results data, the difference between the order number and the specimen ID was described. It was noted that the distinction was the topic of a very significant discussion in ,HITSP. Some orders come with multiple specimens, and many laboratories do not create unique IDs for each individual specimen that is carried electronically. They may assign one order number to the entire test and then use another set of numbers to identify the different tubes or the different samples, but they do not create a unique specimen ID. It was opined that the order ID is immediately feasible but a unique specimen ID is feasible only in the longer term, as it would require significant changes in operation. 
It was also mentioned that the reporting lab may not be the performing lab. This affects the feasibility of the reporting of elements in the case of reference testing. 

The feasibility of obtaining report date and time also raised issues. Is this the date and time of the current transmission or the date and time the report was considered final? Preliminary reports based on a culture are typically followed by other reports. Another issue is time and date of collection. Although requested to do so, physicians do not indicate consistently on the requisition collection date and time. When a courier picks up specimens from a medical site, a received time and date is recorded. It is called the accession time. This date may differ from the actual collection time by a calendar day. 

Staff action items: 
Incorporate the group’s comments and decisions into the MDS document and reformulate the feasibility classification into three categories of feasible: feasible in 1 year, feasible in 2–3 years, and feasible within 5 years. 
Research and incorporate Health Level 7 (HL7), the EHR-Lab Interoperability and Connectivity Standard (ELINCS), the HITSP, BioSense, and SNOMED definitions and codes as referenced in the notes. 
Incorporate the agreed-upon criteria for feasibility into the preconditions statement. 
Circulate all updated documents to members for comments. 

4. Next Steps 
Due to the remaining work to be completed prior to submitting recommendations to the Biosurveillance Workgroup, it was agreed to schedule two additional preparatory meetings.

October 12, 11 a.m.–1 p.m., preparatory meeting 
October 17, 2–4 p.m., preparatory meeting 
Public Comments
No members of the public offered comments. 
SUMMARY OF RECOMMENDATIONS AND ACTION ITEMS
Members agreed that the MDS in its entirety was not feasible within a 1-year time frame. They agreed to use three categories of “feasible,” based on the implementation time expected for at least 25 percent of facilities: feasible in 1 year, feasible in 2–3 years, and feasible within 5 years. 

It was agreed to drop one element, “provider identifier,” from the MDS. 

Staff action items: 
Incorporate the group’s comments and decisions into the MDS document and reformulate the feasibility classification into three categories of feasible: feasible in 1 year, feasible in 2–3 years, and feasible within 5 years. 

Research and incorporate HL7, ELINCS, the HITSP, BioSense and SNOMED definitions and codes as referenced in the notes. 

Incorporate the agreed-upon criteria for feasibility into the preconditions statement. 

Circulate all updated documents to members for comments. 

Meeting Materials:
1. Meeting Summaries (August 18 and September 5, 2006)

2. Preconditions – Revised (September 27, 2006)

3. MDS Worksheet – Revised (September 26, 2006)
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