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This list of questions and answers is intended to explain the status of the current U.S. disease surveillance systems for detection and monitoring of outbreaks of public health concern, including possible bioterrorism.

What is the current system and authority for reporting and investigation of diseases and outbreaks of public health concern?
· Authority for reporting and investigation is based in state law.  

· Each state has its own rules for what diseases to report, who should report, and how to report. The disease lists in each state are similar but not identical to each other.  States with more resources for data collection and investigation or geographically local problems (e.g., Lyme disease), may make some diseases reportable that other states do not.  In all states, core critical diseases and outbreaks are reportable.

· Health care providers, hospitals and laboratories are all required to report in every state.  For selected conditions including outbreaks of illness and possible bioterrorism events, reporting must be by telephone to assure timely reporting and response.  Each state has redundant on call systems for receiving reports at night and on weekends and holidays.

· Each state is fully accountable for conducting its own investigations of diseases for which there is intervention (e.g., tuberculosis) or of outbreaks to fulfill its statutory obligation to assure the public health of its residents.

What is the National Notifiable Disease System?

· The national disease and outbreak reporting system is a reporting system with states reporting to the Centers for Disease Control and Prevention (CDC).

· Although reporting to CDC from each state is technically voluntary, CDC provides funding for disease control and as part of that, requires reporting to them for those diseases for which funding is provided.  

· Through the Council of State and Territorial Epidemiologists (CSTE), states have formally worked with the CDC for more than 50 years to determine which diseases should be nationally notifiable to CDC.  As a result, there is a nationally notifiable disease list that can be modified annually. (2006 list attached)
Does the current system function well to inform the CDC?

· The current system works.  For most notifiable diseases, reporting occurs in a standardized electronic format weekly.

· For unusual diseases and outbreaks of urgent concern, including instances of suspected bioterrorism, states telephone CDC to notify them and request assistance.  CDC provides confirmatory testing if needed; CDC has also provided laboratory technology to states for rapid diagnosis of bioterrorism agents and unusual influenza strains on site to eliminate the time and expense of transporting specimens to CDC.  Importantly, CDC provides investigation SWAT teams (usually, Epidemiology Intelligence Service officers) on as little as a few hours notice to provide assistance with important epidemiologic investigations.  In other words, there is a highly collaborative system and it generally works well.

Has the current system been made better using public health preparedness funding?

· Yes, at both state and national levels.  The intention of public health preparedness funding is to assure that public health authorities receive timely information whenever a potentially urgent situation exists, and to minimize the potential to miss recognizing an outbreak or critical situation.  

· At the state level, a requirement of funding has been to assure that certain diseases are reportable by providers and laboratories by telephone at any time to each state.  State laboratory diagnostic infrastructure has been built to support rapid laboratory diagnosis within a few hours of most bioterrrorism diseases of concern including smallpox and anthrax, and naturally occurring emerging diseases such as West Nile virus encephalitis, SARS and avian influenza.

· Some states have developed, piloted and evaluated their own systems to minimize the potential to miss initial cases of anthrax and smallpox and large outbreaks of any kind.  These include syndromic surveillance systems based on emergency department visits or hospital admissions that collect and analyze information every 24 hours, requirements for laboratories to report by telephone any blood isolate that initially looks like anthrax to know of a single anthrax case days earlier than depending on clinicians or laboratories to identify it, and rash illness surveillance systems geared to minimize the potential to miss an initial case of smallpox if a health care provider misdiagnoses it.  Around the country, on-site state epidemiologists investigate dozens of possible outbreaks and cases of illness as a result of these systems.  

· States have learned to work with their local police and FBI agents to both immediately report and investigate possible bioterrorism incidents in a way that assures a proper chain of evidence.

· At the federal level, CDC has strengthened its infrastructure to receive telephone reports from states and rapidly respond with investigative support.

· The CDC and the Department of Homeland Security have developed and piloted their own special surveillance efforts based on environmental sampling for possible bioterrorism agents in selected cities (Biowatch) and on collecting syndromic information from hospitals and providers in the same cities using BioSense.

Is BioSense a Substitute for Disease Reporting?
· BioSense is not and may never be ready to be the mainstay of public health preparedness surveillance.

· BioSense is a federally directed collaborative effort between the CDC and Department of Homeland Security to capture electronic health data shortly after it is entered into computers and to use it to try to detect outbreaks as early as possible, to assure they are not missed and to determine the extent of an outbreak detected through other systems such as disease reporting (situational awareness).  

· BioSense is a pilot effort still in developmental phase and has some important limitations.  No one knows yet how well it will work: whether it will be able to identify an outbreak as quickly as a physician calling a health department, or whether it will be able to detect small outbreaks.  Based on the experience of a number of states that have already piloted similar systems, BioSense is unlikely to detect most outbreaks that are detected and reported by healthcare providers or to detect individual cases of illness such as anthrax.  

· In addition, based on experience in states, it takes a lot of time to obtain additional information on possible outbreaks (aberrations in disease occurrence that generate signals when there is automated data analysis) such as an increase in visits for respiratory illness to an emergency room.  Usually, several days to a week of investigation lapse before any meaningful answers are obtained and intervention can be done, making it no more timely than intervention that depends on current methods.  

· Based on experience from state systems, BioSense is most likely to have use for situational awareness when there is a signal from another system (e.g., regular outbreak reporting, Biowatch). 

Are there limitations to the current system?  How can it be further improved?

· The main strength of the current system is that when it works well, it is the fastest possible system for recognition, reporting and response.  Clinicians recognize a single unusual case or cluster of illness, make a presumptive diagnosis without waiting for laboratory confirmation and report it by telephone immediately.  States conduct preliminary investigation immediately without having to travel long distances and without having to overwhelm CDC staff with the many false reports they investigate.  If CDC onsite help is necessary, CDC has a longstanding mechanism for mobilizing assistance without the usual days of delay caused by multi-agency approvals.  

· There are several important limitations to the current system.  First, recognition and reporting of outbreaks and suspect initial cases of diseases such as smallpox or anthrax depends on clinician or laboratory recognition and immediate reporting.  Sometimes, there are human failures.  Second, notification of federal officials to get their involvement depends on states knowing when and who to call.  If reporting is not prompt, federal assistance with both public health and law enforcement investigation will be delayed.  Finally, there are multiple federal agencies interested in knowing of possible threats immediately: CDC, DHHS and various groups within DHS.  Some of them are not part of the current system.

· The current system is being improved using public health preparedness funding.  In particular, efforts are being made to keep healthcare providers informed and to minimize the potential for a mistake to occur.  Nonetheless, there is no failsafe way to eliminate human error.  In addition, the reporting system to CDC could be further improved with more explicit written guidance from CDC for exactly what states should report by telephone, when and to whom.  Such guidance could be developed by a joint CDC and CSTE workgroup and published in the CDC’s vehicle for publishing guidance, Morbidity and Mortality Weekly Report (MMWR)  Following the guidelines could be a condition of accepting federal public health preparedness funding.  Finally, interested federal agencies need to establish mechanisms for sharing critical information that is already coming to the CDC and the FBI in a timely manner.

