American Health Information Community

Workgroup on Biosurveillance
Summary of the Web Conference Held on

Friday, December 8, 2006
12th Meeting of This Workgroup

PURPOSE OF MEETING
· Review concepts for expanded scope of the Biosurveillance Workgroup (BSV WG).
· Take testimony on the “Business Case for RHIOs” (Regional Health Information Organizations).
· Review and discuss BSV WG recommendations to the American Health Information Community (AHIC) in the BSV WG’s overarching areas and in case reporting and bidirectional communications.
KEY TOPICS
1. Meeting Opening 

Federal Advisory Committee Act (FACA) – AHIC Director Judy Sparrow opened the meeting, noting that AHIC Workgroup meetings are designed to meet the requirements of the FACA and therefore are broadcast over the Internet as well as recorded and transcribed for later access via the publicly available AHIC Web site.

Agenda and Change – BSV WG Co-chairs John Lumpkin and Chip Kahn outlined the meeting agenda, with one change: Dave Ross, Public Health Informatics Institute, will not provide testimony on the “Business Case for RHIOs” today.
Meeting Summary Approval – The BSV WG November 9, 2006, meeting summary draft was approved without changes.
2. Review Concepts for Expanded Scope of the BSV WG
Dr. Lumpkin noted the “Population Health and HIT [Health Information Technology] Constructs” draft document made available for today’s meeting, which begins to scope out a new, broadened charge to the BSV WG from the Community as a result, in part, of the BSV WG’s visioning work in its four previously identified priority areas (Adverse Events Reporting, Response Management, Case Reporting, and Bidirectional Communications). A more refined document will be presented to the Community at its January 23, 2007, meeting. Dr. Lumpkin noted the anticipation that BSV WG will be working more closely with other Workgroups within its new, broadened scope of work.
Dr. Lumpkin outlined the following from the current “Population Health and HIT Constructs” document:

· The document features five domains as a starting point: Public Health Surveillance, Health Status/Disease Monitoring, Population-based Clinical Care, Population-based Research, and Health Education/Health Communications.
· Public Health Surveillance is generally defined in the document as “ongoing systematic collection, analysis, and interpretation of public health data essential to the planning, implementation, and evaluation of public health practice closely integrated with the timely dissemination of these data to those responsible for prevention and control.”

· Health Status/Disease Monitoring is generally defined as “accurate, periodic assessment of community- and patient-level health status” (e.g., public health’s increasing involvement in chronic disease management).
· Population-based Clinical Care and Population-based Research is generally defined as “research for new insights and innovative solutions to health problems on a population level.” It was noted that this domain might need some boundary adjustments.
· Health Education/Health Communications is generally defined as a process “to inform, educate and empower providers and consumers about health issues using methods such as Health Alerts, Web sites, collaboration forums, and risk communications.”

Comments/Questions/Discussion

Dr. Kahn noted that the broadened scope moves the BSV WG beyond improved collection of better data for classic public health functions to greater involvement with operations that impact individual health.

A number of members and/or designees spoke in favor of the broadened scope but indicated concern about necessary resources.
Brian Keaton proposed that the section on Population-based Research Strategies address the need to evaluate the effectiveness of health services on an individual component level and also on a systems level. Dr. Lumpkin noted the proposed addition.

There was discussion of how to address Response Management and Bi-directional Communications explicitly within the five population health and HIT domains – possibly in Public Health Surveillance. John Loonsk will provide appropriate language for consideration.

Action Item #1: Dr. Loonsk will provide language explicitly addressing Response Management and Bi-directional Communications for addition to the “Population Health and HIT Constructs” draft.
There was discussion of the need to make sure all four of the BSV WG’s previously identified four priority areas were addressed in the document. It was agreed that the document would be updated to ensure that all four priority areas are addressed.

Decision Point: It was agreed that the “Population Health and HIT Constructs” draft would be updated to ensure that the BSV WG’s four priority areas are addressed.
3. Review and Discuss BSV WG Recommendations to AHIC in the Overarching Areas, Case Reporting, and Bi-directional Communications
Dr. Lumpkin noted the draft Letter of Recommendations to the Community and the Secretary made available for today’s meeting (“Draft Recommendations Letter for AHIC”).
Opening Text

Dr. Lumpkin reviewed the opening text of the letter prior to the section entitled “Preliminary Recommendations.” This opening text includes the original Broad and Specific Charges to the BSV WG; highlights key issues regarding the Broad Charge; and provides background and discussion, including of the Workgroup’s four priority areas, in order of implementation importance: Case Reporting, Bi-directional Communications, Response Management, and Adverse Events Reporting. It notes that the recommendations to be forwarded to the Community for consideration at its January 23, 2007, meeting address Case Reporting and Bi-directional Communications as well as overarching recommendations across all four priority areas. It also notes that beginning in February 2007, the BSV WG will take testimony on and begin deliberations leading to recommendations in Response Management and Adverse Events Reporting. 

Preliminary Recommendations: First Set – Overarching Preamble text reads as follows: “The overarching recommendations are interrelated and targeted at establishing the basis on which specific public health use cases can be defined by HHS [the Department of Health and Human Services], prioritized by AHIC and applicable standards can be harmonized by HITSP [the Health Information Technology Standards Panel]. An improved business case would provide the basis for articulating the benefits of automated data/information exchange between public health and clinical care. Public health standards for data exchange and vocabulary exist to varying degrees at the State, local, and national levels, as do functional requirements for information systems that support public health activities. However, a next step is to articulate the need for public health standards in terms of use cases to be prioritized by AHIC and promoted for harmonization by HITSP. Harmonized standards for public health would then inform certification of public health systems used at the local, state, and national levels.”
Preamble Comments/Questions/Discussion 
In later discussion, Dr. Kahn commented that the Preamble to the recommendations places what is being requested in context. There was also discussion of the need to refer back to specific public health use cases toward the end of the Preamble, as well as at the beginning.

Recommendation 1.0 reads as follows: “The State Alliance for eHealth, in collaboration with State and local governmental public health agencies and clinical care partners, and in consultation with HHS, should develop a business case for data/information exchange between public health and clinical care as well as develop a communications plan to improve the understanding of the need for this exchange.”
Recommendation 1.0 Comments/Questions/Discussion
None. 
Recommendation 1.1 reads as follows: “By April 30, 2007, HHS, in collaboration with Federal, State, and local governmental public health agencies, should consult with HITSP to establish a plan for harmonizing public health standards.” 

Recommendation 1.1 Comments/Questions/Discussion

There was considerable discussion of the recommendation’s meaning and of HITSP’s role. Dr. Lumpkin said the recommendation is intended to state to HHS that the BSV WG has found different standards being used in public health systems at different levels, and those standards need to be harmonized. HHS needs to provide leadership and coordination on this issue, and consult with HITSP given that, at some point, all standards relating to both clinical care and public health need to be harmonized.

Dr. Kahn commented that the Preamble to the recommendation provides the context for what is being requested.

After discussion of HITSP’s role and resources, it was decided that Dr. Loonsk will provide language off-line to be discussed at the next BSV WG meeting on how Recommendation 1.1 relates to HITSP’s existing capacity and AHIC’s 2007 priorities.
Action Item #2: Dr. Loonsk will provide language for the next BSV WG meeting on how Recommendation 1.1 relates to HITSP’s existing capacity.
Recommendation 1.2 reads as follows: “By April 30, 2007, HHS, in collaboration with State and local governmental public health agencies, should consult with CCHIT [the Certification Commission on Health Information Technology] to develop a plan to establish an open, participatory process for certification of public health systems.”
Recommendation 1.2 Comments/Questions/Discussion

Dr. Lumpkin commented that harmonized standards would be used to inform the certification process. CCHIT would be consulted to the extent it was interested. Otherwise, HHS would develop the process.
Discussion ensued on whether the certification process envisioned would be in addition to or a replacement for the Centers for Disease Control and Prevention’s (CDC) work on certification. Dr. Lumpkin said that would be up to HHS in consultation with state and local governmental authorities.
Recommendation 1.3 reads as follows: “By June 30, 2007, HHS in collaboration with ASTHO [the Association of State and Territorial Health Officials], NACCHO [the National Association of County and City Health Officials], and other appropriate organizations should, through cooperative agreements, encourage and support the establishment of a proof-of-concept demonstrating that data can be shared from clinical care to public health through a RHIO.”

Recommendation 1.3 Comments/Questions/Discussion 
There was a brief discussion of whether a “proof-of-concept” is sufficient to show the added value that a RHIO brings to the sharing of public health data. There seemed to be a decision to alter the language of the recommendation to reflect that point.
Decision Point: The added value that RHIOs bring to the sharing of public health data will be reflected in Recommendation 1.3.

Recommendation 1.4 reads as follow: “By [a date to be determined], [an entity to be determined] should develop a plan for State-funded public health surveillance programs to be integrated with RHIOs and emerging Health Information Network (HIN) services for clinical care.”
Recommendation 1.4 Comments/Questions/Discussion

Dr. Lumpkin asked for comments on the date and the entity.
There was discussion of whether the entity should be HHS in collaboration with ASTHO and NACCHO, given adequate resources, as well as with the Indiana Health Information Exchange (IHIE) and other appropriate organizations, possibly including the Council of State and Territorial Epidemiologists (CSTE). There was discussion of whether the State Alliance for eHealth should be the entity involved in convening the collaborative effort.
It was decided that HHS would be the principle entity involved in collaboration with ASTHO, NACCHO, IHIE, and other appropriate organizations. It was also decided that a note would be added about the potential for the State Alliance for eHealth’s involvement.
Decision Point: For Recommendation 1.4, the principle entity will be HHS in collaboration with ASTHO, NACCHO, IHIE, and other appropriate organizations.
Decision Point: A note will be added to the section on Recommendation 1.4 about the potential for the State Alliance for eHealth’s involvement.

There was discussion of whether it would be premature for State-funded public health surveillance programs to be integrated with RHIOs and how that integration would be affected. It was emphasized that the recommendation calls for developing a plan, not implementing it, and that use of the word “integrate” implies relevant parties working together.
Dr. Lumpkin asked for proposals for dates and suggested October 2007. It was decided that June 30, 2008, might be a more appropriate but not necessarily certain date. 

Decision Point: For Recommendation 1.4, it is understood that June 30, 2008, is an appropriate but not necessarily certain date.  

Preliminary Recommendations: Second Set – Case Reporting Preamble 

The Preamble reads as follows: “Case Reporting is done at all levels of public health (local, State, and national level). It is predominantly a passive activity that waits for physicians to recognize and report a case. Reporting is typically manual, and therefore not very timely. Currently, notifiable disease lists vary in accordance with law in each State, and disease reports are different across States. Clinicians are often required by law to report to multiple public health agencies in different formats at varying levels of detail.

“In the long-term, it is envisioned that Case Reporting would integrate case criteria and reporting mechanisms into EHRs [electronic health records]. These mechanisms should trigger more rapid recognition of potential cases and at the same time prompt clinicians to approve sending reportable cases automatically to the local/State health departments, with case abstracts being sent in parallel to the CDC. This automation would result in significant reductions in the time it currently takes to achieve a full reporting cycle. Biosurveillance could use clinical care data combined with Electronic Laboratory Reporting (ELR) as surrogates for initial disease information. Authorized public health investigations would be better enabled through electronic queries to clinical care, requesting details to trace contacts, investigate exposure sources, and identify patients for treatment or prophylaxis. Public health officials at each level would be able to see granular data for their jurisdiction and analytic data for the entire investigation. In summary, the case reporting priority area includes: 
· Automated case reporting from clinical care to public health 
· Providing information to clinicians for making diagnoses

· Integrating [ELR] into case reporting and response

· Reporting in parallel to local, State, and national levels of public health
· Integrating with disease registries.
“The initial set of recommendations in this priority area is aimed at automating and creating incentives for the adoption of case reporting. Automation requires that both the list of notifiable conditions to be reported is standardized nationally, and the case definitions for each reportable condition are standardized nationally. A recommendation for Web-based case reporting standards is included to support interim reporting requirements for use until more complete automation can be achieved.”

Preamble Comments/Questions/Discussion
Jim Hadley asked that the Preamble be modified to more accurately characterize the current case reporting system. After further discussion, this was agreed.
Decision Point: It was decided that the Preamble should be altered to more accurately reflect the case reporting process already in place.

Recommendation 2.0 reads as follows: “By April 30, 2007, CSTE, in collaboration with CDC, should determine a process for standardizing national case definitions and defining a standard list of nationally notifiable conditions for all States.”
Recommendation 2.0 Comments/Questions/Discussion
There was discussion of whether the recommendation adequately reflects the process that already exists. It was noted that as the electronic infrastructure advances, the process that exists might not be wholly tenable, as the infrastructure would need to be customized to suit current variances among the States. It was also noted that, to a certain extent, due to variances in State laws, variances will continue to exist. It was decided that the recommendation be altered in some way that indicates that the intent of the recommendation is to codify processes already in place.
Decision Point: It was decided that Recommendation 2.0 be altered in some way that indicates that the intent of the recommendation is to codify processes already in place.
Later, it was proposed that the recommendation be altered to replace “should determine a process” with “should describe [or define] the process.” It was decided that further language will be developed and returned to the WG for consideration at its next meeting.

Decision Point: Recommendation 2.0 will be altered to reflect discussion of an appropriate verb to replace “determine.”
Recommendation 2.1 reads as follows: “HHS should ensure the harmonization of standards for Web-based case reporting (standards adopted by NEDSS should be considered).”
Recommendation 2.1 Comments/Questions/Discussion
None.
Recommendation 2.2 reads as follows: “By December 30, 2007, CDC shall ensure funding provided for case reporting to state and local public health jurisdictions, as well as internal CDC programs, requires use of harmonized standards.”
Recommendation 2.2 Comments/Questions/Discussion

There was discussion of what funding the recommendation refers to and whether the standards referred to are HITSP-harmonized standards. It was agreed that the recommendation should state explicitly “HITSP-harmonized standards.”
Decision Point: Recommendation 2.2 will be altered to state that the harmonized standards being referred to are “HITSP-harmonized standards.”

There was additional discussion about whether funding would be lost if harmonized standards were not in place by December 30, 2007. It was noted that, at present, funding grantees are planning around a 2010 deadline for certification. It was noted that a number of States use Federal agency systems, so Federal agencies may need to make system changes; therefore, it will be important for the CDC in particular to review the recommendation and whether the current date is reasonable.

It was further noted that the recent Executive Order regarding health records may rule in this case. Dr. Loonsk commented the expectation is that the relevant HITSP interoperability specification will be recognized by the Secretary in December 2007, with an expectation that Federal systems, contracts, and cooperative agreements, including with the States, would incorporate that standard by virtue of the Executive Order.

It was agreed that Office of National Coordinator (ONC) staff would work on new language to make sure the recommendation reflects relevant aspects of the Executive Order. It was agreed that BSV WG member proposals for a possibly better date for the recommendation would be considered at the BSV WG at its next (January 5, 2007) meeting.

Action Item # 3: ONC staff will work on new language to make sure Recommendation 2.2 reflects relevant aspects of the Executive Order.

Decision Point: It was agreed that WG member proposals for a possibly better date for Recommendation 2.2 would be considered at the next BSV WG meeting.

Recommendation 2.3 reads as follows: “The [CCHIT] should include certification criteria for automated case reporting of national notifiable conditions in electronic health records by [date to be determined].”

Recommendation 2.3 Comments/Questions/Discussion
Dr. Lumpkin asked for proposals for dates. There was considerable discussion about a feasible date and the need for the recommendation or attendant text to make a compelling business case for the recommendation, given that the legal obligation to report rests with providers, not their EHR vendors. It was noted that HHS is the leader in this area and that it should make sure issues are discussed and all relevant parties take a coordinated approach. The BSV WG seemed to agree on 2009 as the date.
Decision Point: The date in Recommendation 2.3 will be 2009.
Recommendation 2.4 reads as follows: “HHS should convene a meeting to determine a process for defining requirements and implementation criteria for supporting automated case reporting from electronic health records or other clinical care information systems. The meeting should include industry vendors as well as state and local public health officials, with the requirements and criteria being used to inform Recommendation 2.3 above.”

Recommendation 2.4 Comments/Questions/Discussion
It was noted that the meeting called for would take place before the requirements of Recommendation 2.3 would be implemented.
Recommendation 2.5 reads as follows: “HHS, in collaboration with state and local governmental public health agencies, should develop a business case for automated electronic Case Reporting. The business case should articulate the burden associated with manual reporting and the benefits of automating reporting.”

Recommendation 2.5 Comments/Questions/Discussion
It was proposed that the CSTE and perhaps the Public Health Informatics Institute be added to the recommendation as collaborators. It was proposed the providers also be represented, as well as IHIE, and the Physicians EHR Coalition. It was initially agreed that the recommendation would be altered to include, at least, “in collaboration with… provider, vendor, and other appropriate organizations.” There was further discussion of the need to specifically mention CSTE, NACCHO, and ASTHO for consistency. It was agreed that further language on this point will be drafted and returned to the BSV WG for its consideration.

Decision Point: It was agreed that Recommendation 2.5 will be altered to reflect the need for collaboration with a number of different organizations.     
Preliminary Recommendations: Third Set – Bidirectional Communications

Preamble
The Preamble reads as follows: “Bidirectional communication refers to the modes for dissemination and interactive exchange of information not only from clinical care entities to public health entities but also the reverse: from public health entities to clinical care entities. Communication modes include:

· E-mailing alerts
· Collaborative technologies which are used for more discussion-like exchange

· Web pages

· Electronic exchange based on messaging standards (e.g., Health Level 7 messaging).
Communications may vary from secure exchanges for a limited audience to more publicly available information. Both data and information are disseminated using the modes of communication listed above. In biosurveillance, for example, clinical care would provide case reports and clinical data to appropriate public health entities. Public health would derive information from multiple sources of data (e.g., clinical care, veterinary, FDA [Food and Drug Administration], environmental sources) and send this information to clinicians to assist them in decision-making. Public health may provide a variety of communications such as health alerts, investigation findings, updates to case criteria, and guidelines for the general public.

While some standards are available to support this priority area, the standards are still under development, are not always centrally available, and in other cases are not always nationally accepted. The recommendations for Bidirectional Communications are initial steps toward standardizing alerting, and the exchange of contact information among public health and clinical care. The recommendations seek to resolve the additional challenge of providing a centralized authoritative Web site for the management and sharing of national standards for this domain.”

Preamble Comments/Questions/Discussion
Dr. Keaton commented that the Preamble does not identify sufficiently the levels of communication involved in Bidirectional Communications, including clinical care to clinical care, public health to public health, and also to incident command structures. Standards should be developed along that continuum. There was further discussion of whether what Dr. Keaton identified is yet another generation of communication and standards that should not be addressed now. There seemed to be agreement that standards should have the capacity to facilitate vertical as well as horizontal communications and that the focus of the Preamble should be on the first phase – vertical. It was decided that Dr. Keaton would work on appropriate Preamble language to reflect the discussion and send it to Dr. Lumpkin.
Action Item # 4: Dr. Keaton will work on language for the Preamble to the third set of recommendations to reflect today’s discussion on standards for Bidirectional Communications and send it to Dr. Lumpkin.
Recommendation 3.0 reads as follows: “By [a date to be determined], HHS should identify a Standards Development Organization to define requirements, implement and manage a centralized Web site for the sharing of standards, including standards that are being tested but may not yet be fully accepted by a Standards Development Organization.”
Recommendation 3.0 Comments/Questions/Discussion 

There was discussion on whether the Standards Development Organization (SDO) would be an existing or new SDO and whether an SDO was the appropriate entity to do the work, as well as what supporting resources would be needed. There was discussion of using June 2007 as the date for HHS to act under the recommendation. There was discussion of the CDC’s role. It was decided that Dr. Loonsk would review the discussion and refine the recommendation for clarity and feasibility.

Action Item #5: Dr. Loonsk will review today’s discussion on Recommendation 3.0 and refine the recommendation for clarity and feasibility.

Recommendation 3.1 reads as follows: “By [a date to be determined], HHS should ensure the harmonization of standards for formatting health alerts and exchanging directory information.”

Recommendation 3.1 Comments/Questions/Discussion
It was noted that intended receivers of the health alerts would be public health or clinical care providers; hence, the need for contact information through a directory. The content of the health alerts would be similar to what is usually exchanged in terms of information during the management of outbreaks. Formatting standards would be designed to ensure the information does not become garbled.

Dr. Loonsk commented that other Federal agencies are using standardized alerting formats for emergency preparedness activities at the Federal and regional levels and, furthermore, using these, where possible, as well as common data standards, would facilitate automated management of health alerts. Dr. Lumpkin accepted Dr. Loonsk’s comment as a background note to Recommendation 3.1.
It was also noted that the National Health Information Network is discussing how such a directory would be shared across entities, particularly with regard to standards for the appropriate exchange of provider information. It was noted that the desire is to ensure better targeting of alerting to appropriate personnel.
4. Next Steps

A. Co-chairs and staff will provide what is hoped will be a final draft of the Letter of Recommendations for the next BSV WG meeting.

Action Item #6: Members should provide comments on the Letter of Recommendations by December 14, 2006, to Shu McGarvey at smcgarvey@cdc.gov and Laura Conn at laura.conn@hhs.gov.

B. A draft of the BSV WG’s new charge may be available for the next BSV WG meeting, for final discussion.

C. The next BSV WG meeting is scheduled for January 5, 2007, from 12–3 p.m. Eastern.
5. Public Comments

None.
SUMMARY OF ACTION ITEMS AND DECISION POINTS
Action Item #1: Dr. Loonsk will provide language explicitly addressing Response Management and Bidirectional Communications and HIT for addition to the “Population Health and HIT Constructs” draft.

Decision Point: It was agreed that the “Population Health and HIT Constructs” draft would be reviewed to ensure that the BSV WG’s four priority areas are addressed.

Action Item #2: Dr. Loonsk will provide language for the next BSV WG meeting on how Recommendation 1.1 relates to HITSP’s existing capacity.

Decision Point: The added value that RHIOs bring to the sharing of public health data will be reflected in Recommendation 1.3.

Decision Point: For Recommendation 1.4, the principle entity will be HHS in collaboration with ASTHO, NACCHO, IHIE, and other appropriate organizations.

Decision Point: A note will be added to the section on Recommendation 1.4 about the potential for the State Alliance for eHealth’s involvement.

Decision Point: For Recommendation 1.4, it is understood that June 30, 2008, is an appropriate but not necessarily certain date.

Decision Point: It was decided that the Preamble should be altered to more accurately reflect the case reporting process already in place.

Decision Point: It was decided that Recommendation 2.0 be altered in some way that indicates that the intent of the recommendation is to codify processes already in place.

Decision Point: Recommendation 2.0 will be altered to reflect discussion of an appropriate verb to replace “determine.”

Decision Point: Recommendation 2.2 will be altered to state that the harmonized standards being referred to are “HITSP-harmonized standards.” 

Action Item #3: ONC staff will work on new language to make sure Recommendation 2.2 reflects relevant aspects of the Executive Order.

Decision Point: It was agreed that BSV WG member proposals for a possibly better date for Recommendation 2.2 would be considered at the next BSV WG meeting.

Decision Point: The date in Recommendation 2.3 will be 2009.

Decision Point: It was agreed that Recommendation 2.5 will be altered to reflect the need for collaboration with a number of different organizations.
Action Item #4: Dr. Keaton will work on language for the Preamble to the third set of recommendations to reflect today’s discussion on standards for Bidirectional Communications and send it to Dr. Lumpkin.

Action Item #5: Dr. Loonsk will review today’s discussion on Recommendation 3.0 and refine the recommendation for clarity and feasibility.

Action Item #6: Members should provide comments on the Letter of Recommendations by December 14, 2006, to Shu McGarvey at smcgarvey@cdc.gov and Laura Conn at laura.conn@hhs.gov.
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