TABLE 1: Biosurveillance Data Steering Group (BSDG) Minimum Data Set Specifications (Number of elements: 61)
1. BASE FACILITY DATA ELEMENTS (5)
	BASE FACILITY DATA ELEMENTS

[Submitted at baseline and when changes occur]

	NO.
	BSDG Data Element
	Feasible
 (Y/N)
	Filter
 (Y/N)
	Description (values)
	Notes/Comments

	1.1
	Facility Identifier
	Y
	N
	Unique facility identifier
	General:
· Facility identifier is routinely transmitted; facility name and location are derived.

	1.2
	Facility Name
	Y
	N
	Name of facility
	 

	1.3
	Facility Location
	Y
	N
	City, (county) and State
	General:
· May use FIPS county codes

	1.4
	Number of Facility Beds
	Y
	N
	All physical available facility beds regardless of licensing or staffing status
	General:
· Need better definition, (review HAVE) - potentially active or usable beds at full capacity in a disaster.

	1.5
	Number of Licensed Beds
	Y
	N
	All licensed facility beds in that jurisdiction
	


2. DAILY FACILITY SUMMARY REPORT ELEMENTS (18)
	DAILY FACILITY SUMMARY REPORT ELEMENTS

[Specific data capture mechanisms may be required without HL7 message structures that support these concepts]

	NO.
	BSDG Data Element
	Feasible (Y/N)
	Filter (Y/N)
	Description (values)
	Notes/Comments

	2.1
	Admissions last 24 hours
	Y*
	N
	Number of admissions to facility in last 24 hours  
	

	2.2
	Discharges last 24 hours
	Y*
	N
	Number of discharges from facility in last 24 hours  
	

	2.3
	Deaths last 24 hours
	Y*
	N
	Number of deaths recorded at facility in last 24 hours. 
	

	2.4
	Clinical Status (HAVE)
	
	N
	Facilities clinical resources are operating

· Within normal conditions.
· At Level-1 surge conditions.

· At Level-2 surge conditions.

· Exceeded; acceptable care cannot be provided to additional patients. Diversion or community surge response is required.
	General:
· Should these be decided to report on a daily basis vs. when there is a disaster?  Could be done on a periodic basis to test ongoing capacity; may want to filter based on situational as a form of filtering.

	2.5
	Facility Status  (HAVE)
	
	N
	Facility resources are operating under:

· No limitation adversely affects routine/general facility operations 

· Limited conditions due to damage, operating on emergency backup systems, or facility contamination.

· Severe conditions with active process of partial or full evacuation.

· Closure; facility no longer capable of providing services and only emergency services/restoration personnel may remain in the facility.
	General:
· CDC currently receives these automatically but there has been no have evaluation
Feasibility: 
· May be possible to retrieve from current systems (e.g., EMSystems used in 35% of EDs with over 50% using some system


	2.6
	Facility Operations  (HAVE)
	
	N
	Status of supplies necessary for facility operations

· Meets the current needs.

· Current needs not being met
	Feasibility: 
· Pharmacy stock data should also be gathered, especially with regards to the amount of antibiotics on hand.

	2.7
	Staffing  (HAVE)
	
	N
	Available personnel to support facility operations

· Meets the current needs.

· Current needs not being met.
	General:
· Staffing capacities should be broken down by specialty (i.e. nurse, physician, RT, pharmacist, etc).

	2.8
	Decontamination Capacity  (HAVE)
	
	N
	Capacity for chemical/biological/radiological patient decontamination.

· Not being used, but available if needed.

· In use and able to accept additional patients.

· In use at maximum capacity.

· Needs exceed available capacity.
	General:
· Should this be quantified to determine throughput capability and threshold for rerouting to facilities with residual capacity?
Feasibility:
· No electronic form of these decontamination data exist.

	2.9
	EMS Traffic Status  (HAVE)
	
	N
	Facility capable of:

· Accepting all EMS traffic.

· Some limited EMS traffic due to specific resource limitation

· Receiving no EMS traffic and questing re-route of traffic to other facilities.

· Not Applicable. This facility does not have an emergency department.
	

	2.10
	EMS Capacity  (HAVE)
	
	N
	Number of each triage patient type the hospital can accept.

· Number of victims with immediate needs.

· Number of victims with delayed needs.

· Number of victims with minor needs.

· Number of deceased victims.

· One or more comments.
	

	2.11
	EMS Census  (HAVE)
	
	N
	Number of each triage patient type the overall hospital currently has.

· Number of victims with immediate needs.

· Number of victims with delayed needs.

· Number of victims with minor needs.

· Number of deceased victims.

· One or more comments.
	

	2.12
	Adult ICU Beds  (HAVE)
	
	N
	Capacity status for adult ICU beds
	General:
· These can support critically ill or injured patients, including ventilator support.  This category includes all major subtypes of ICU beds, including neuro, cardiac, trauma, or medical, with the exception that this category does not include burn ICU beds.


	2.13
	Medical Surgical Beds  (HAVE)
	
	N
	Capacity status for medical-surgical beds. 
	General:
· These are also thought of as ward beds.  These beds may or may not include cardiac telemetry capability.

	2.14
	Burn Beds   (HAVE)
	
	N
	Capacity status for burn beds. 
	General:
· These are thought of as burn ICU beds, either approved by the American Burn Association or self-designated. These beds are NOT to be included in other ICU bed counts.

	2.15
	Pediatric ICU Beds  (HAVE)
	
	N
	Capacity status for pediatric ICU beds. 
	General:
· Similar to adult ICU beds, but for patients 17-years-old and younger.

	2.16
	Pediatrics Beds  (HAVE)
	Y*
	N
	Capacity status for pediatrics beds. 
	General:
· These are ward medical/surgical beds for patients 17-years-old and younger.

	2.17
	Negative Flow Isolation Beds  (HAVE)
	Y*
	N
	Capacity status for negative airflow isolation beds.
	General:
· These provide respiratory isolation. NOTE: This value may represent available beds included in the counts of other types.

	2.18
	Available Ventilators
	Y*
	N
	Functional ventilators not in current use
	General:

· The ventilator category - should be expanded to include Bi-Pap machines and other machines that can assist ventilation other than ventilators.  (there are several) 
Feasibility: 

· Not routinely collected – Not collected in BioSense


3. 
PATIENT DATA ELEMENTS (8)
	PATIENT DATA ELEMENTS

[To be transmitted for each admission, discharge and transfer at a facility.  Need to determine if daily messages expected for all hospitalized patients.  Presumes that data are obtained by monitoring HL7 messages]

	NO.
	BSDG Data Element
	Feasible (Y/N)
	Filter (Y/N)
	Description (values)
	Notes/Comments

	3.1
	Pseudonymized Data Linker 
	Y/N*
	N
	A unique randomly-generated, encoded number that links to patient-level information (i.e., name and address) retained at the facility.
	

	3.2
	Encounter Date/Time
	Y
	N
	Time of the patient presentation for care [Encounter has meaning only for outpatient settings]
	General:
· Concerns about duplicates out of the multiple (ADT) sending systems.

	3.3
	Date of Birth (DOB)
	Y
	Y?
	[Limited to month and year]
	General:
· DOB not needed, and introduces identifiably concerns (w/ zip/gender).
Filtering:
· Requires an action or manipulation to remove the day.

	3.4
	Age
	Y*
	Y?
	[Could be calculated] 
	

	3.5
	Gender
	Y
	N
	[[Use standard codeset (e.g., Census)]
	

	3.6
	Zip
	Y
	Y?
	Home address [minimum 5 Digit Zip]
	General:
· 5-digit zip may not be needed, depending on user/ purpose.  (Could follow HIPAA guideline).

	3.7
	State
	Y
	N
	Home address [2 character abbreviation]
	

	3.8
	Date/time last update
	Y
	N
	An expected date/time stamp for all registration (ADT) system transactions
	


4. 
CLINICAL DATA ELEMENTS (11)
	CLINICAL DATA

[To be transmitted for each admission, discharge and transfer at a facility.  Need to determine if daily messages expected for all hospitalized patients.  Presumes 1) data are obtained by monitoring HL7 messages and 2) facility identifier and pseudonymized linker have been associated with the clinical data element record]

	NO.
	BSDG Data Element
	Feasible (Y/N)
	Filter (Y/N)
	Description (values)
	Notes/Comments

	4.1
	Diagnosis/Injury Code
	
	
	ICD-9 code [May vary as more information is acquired]
	General: 

· may not be available in real time
· I also see that there is an injury code – would this indicate major/minor trauma? 

	4.2
	Diagnosis Type
	
	
	Preliminary, Interim, final
	General:
· Correct for Billing but not during encounter or 24 hour capture.

	4.3
	Diagnosis Date/Time
	
	
	[System time stamp of data entry likely to be only associated date and time]
	

	4.4
	Discharge Disposition
	
	
	If discharged, place to where patient was released. 
	General:
· Need to develop a standardized list - does BioSense have one?

	4.5
	Patient Class
	
	
	
	General:

· Need to develop a standardized list - does BioSense have one?
· I don't see the need

	4.6
	Date and Time Illness Onset
	
	
	Recorded by triage or clinician [May not be coded value]
	Feasibility:
· Very useful, but very unlikely to be available in structured format. 

	4.7
	Chief Complaint 
	
	
	Short description, recorded during triage, for seeking care [May be text string or coded (e.g., ICD-9) values]
	

	4.8
	Temperature
	
	
	Recorded temperature during triage
	Feasibility:

· Temperature, pulse oximetry is routinely collected in electronic format at only 1 of 67 surveillance hospitals. 

	4.9
	Pulse Oximetry
	
	
	Record pulse oximetry value during triage
	Feasibility:

· Temperature, pulse oximetry is routinely collected in electronic format at only 1 of 67 surveillance hospitals.


	4.10
	Nursing/Triage Notes
	
	
	Text string written by nurse or health care partner   [May have implications for privacy and security]
	General:
·  I don't see the need 
· Travel history should be collected – but I do not think that there any menu boxes that ask for it. It would most likely be string data from the triage nurse notes.
· Add an alpha string that states where the patient was in the past 24, 48, and 72 hours. (i.e. at a mall, concert, etc).
· Neither nursing triage notes nor provider information is included in the encounter transmission.
Filtering:
· Not always there and maybe some privacy issues (free text).
· Significant privacy concerns.

	4.11
	Provider Identifier
	
	
	Unique facility-specific provider identifier
	General:

· I don't see the need


5. LABORATORY/MICROBIOLOGY TEST ORDER ELEMENTS (3)
	LABORATORY/MICROBIOLOGY TEST ORDER ELEMENTS

[To be transmitted for a subset of all laboratory and radiologic tests.  Need to determine if messages include all hospitalized patients.  Presumes 1) data are obtained by monitoring HL7 messages and 2) facility identifier and pseudonymized linker have been associated with the laboratory/radiology test order element record]

	NO.
	BSDG Data Element
	Feasible (Y/N)
	Filter (Y/N)
	Description (values)
	Notes/Comments

	5.1
	Order number
	Y
	N
	Accession number as defined by reporting laboratory   [HITSP may use the term "specimen ID"].
	

	5.2
	Test/Procedure Name 
	Y
	N
	Procedure name from reporting laboratory
	

	5.3
	Test/Procedure Code
	Y
	N
	LOINC/DICOM code associated with test/procedure
	




6. LABORATORY/MICROBIOLOGY RESULTS (16)
	LABORATORY/MICROBIOLOGY RESULTS

[To be transmitted for a subset of all laboratory and radiologic tests.  Presumes: 1) include all hospitalized patients, 2) data are obtained by monitoring HL7 messages 3)accession number, facility identifier, and pseudonymized linker have been associated with the clinical data element record]

	NO.
	BSDG Data Element
	Feasible (Y/N)
	Filter (Y/N)
	Description (values)
	Notes/Comments

	6.1
	Reporting Lab Identifier
	
	
	Standard national identifier value [e.g., CLIA or CAP laboratory number]
	General: 

· I question the need

	6.2
	Performing laboratory
	
	
	Standard national identifier value [e.g., CLIA or CAP laboratory number]
	

	6.3
	Report date/time
	
	
	
	

	6.4
	Report status
	
	
	Coded value [Need method to convert to a standard codeset, e.g.. SNOMED]
	

	6.5
	Collection date
	
	
	
	

	6.6
	Collection method
	
	
	Coded value [Need method to convert to a standard codeset, e.g.. SNOMED]
	

	6.7
	Specimen source
	
	
	Coded value [Need method to convert to a standard codeset, e.g.. SNOMED]
	

	6.8
	Specimen
	
	
	Coded value [Need method to convert to a standard codeset, e.g.. SNOMED]
	General:
· I question the need

	6.9
	Ordered test code
	
	
	LOINC code associated with test/procedure
	General:

· I question the need

	6.10
	Resulted test
	
	
	[Need to define, ? analyte, check with APHL]
	

	6.11
	Result
	
	
	Includes all test results including susceptibilities, serology's, non-organisms; coded value [Need method to convert to a standard codeset, e.g.. SNOMED]
	

	6.12
	Method type
	
	
	Coded value [Need method to convert to a standard codeset, e.g.. SNOMED]
	General:

· I question the need

	6.13
	Result unit
	
	
	Coded value [Need method to convert to a standard codeset, e.g.. SNOMED]
	

	6.14
	Test interpretation
	
	
	Coded value [Need method to convert to a standard codeset, e.g.. SNOMED]
	

	6.15
	Test status
	
	
	Coded value [Need method to convert to a standard codeset, e.g.. SNOMED]
	General Comments:

· I question the need

	6.16
	Ordering Provider Identifier
	
	
	Provider of record for the test result that is being reported
	



Table 2: Additional Elements for consideration but not selected as part of the BDSG Minimum Data Set (12)
	No.
	Data Element
	Description
	User/Provider

	1
	Mode of conveyance 
	Method by which patients are transported to hospital
	Public health investigator

	2
	Triage travel history
	Any travel information such as malls, concerts, etc.
	Public health & Hospital Safety officer

	3
	Decon loading
	Percent of decon facilities currently utilized
	Hospital Safety officer

	4
	Patient air source
	Room air, face mask, intubated etc.
	Health authority

	5
	Blood Pressure (BP)
	Blood pressure - indication of shock and other clues
	Health authority

	6
	Clinical evaluation notes
	Free text data on pre-diagnostic findings (HL7)
	Health authority

	7
	Number waiting for triage
	Patients massed and waiting for triage at an ER Facility
	Health authority

	8
	Number waiting for beds available
	Triaged patients waiting
	Health authority

	9
	Number admitted but not in licensed bed
	Patients who may be in halls, cafeterias, conference rooms etc
	Health authority

	10
	Ventilator category
	Normal, Bi-Pap, other ventilator-substitute
	Health authority

	11
	Staffing capacities by specialty
	Nurse, physician, pharmacist, RT, etc
	Hospital Safety officer

	12
	Patient treatment history
	Previous facility that may have treated patient
	Hospital EMO


Feasibility Testimony Questions:
1. To what extent are the listed minimum data set (MDS) elements available electronically now within your organization, membership, entity or jurisdiction? What future plans or steps would be necessary to make those data elements available?  What standard vocabularies are in place to enable machine interpretable health exchange (e.g., Level 4 interoperability) with other systems? Please describe the status of those standards in your organization both currently and for the future (including implementation timelines). 

2. What changes would be required in your organization, membership, entity or jurisdiction in order to collect the proposed MDS elements in electronic format?  What are anticipated costs (both human/workflow and infrastructure) associated with those changes toward MDS element collection?  Please include reference to the following in your response:  

· end user workflow 

· interfaces 

· mapping and filtering of elements 

· commercial-off-the-shelf (COTS) products 

· daily reports 

· please add additional items _______________________________ 
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Costs Estimation of the BDSG Minimum Data Set:

1. Someone would need to be assigned the task of sending a daily facility report. Maybe .5 FTE ongoing cost?

Building an interface to the registration system is $50,000-100,000 for startup and three years of maintenance, not including adding the random number generator. So perhaps call it $100,000 total.

Most of the clinical data elements come with the registration data, although keep in mind that the diagnosis is assigned after discharge. Collecting the nursing data (temp, oximetry, notes) requires installing a nursing system. We are doing that anyway. The total cost would be millions, but the system does much more than these few data elements. I do not believe it is reasonable to ask hospitals to collect notes just for this purpose.

An interface to the laboratory system would also be in the $50,000-100,000 range, including the filtering.

So if we skip the nursing elements, perhaps it would be $250,000-300,000 to start up and $50,000-75,000 ongoing to run it. As I mentioned, we are far ahead on the term mapping; others might have more mapping costs.

2. Greatest up-front challenge (and resource requirements) is in standardizing (mapping) terms.
Given finite resources and reliance on clinical systems for much of this data, would advocate extracting value from already existing clinical data (“low-hanging fruit”)
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� The determination as to whether the identified data elements could be collected or captured by using available resources. 





� To select data; filters use patterns (masks) against which all data are compared and only matching data are "passed through," hence the concept of a filter. 
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