
PURPOSE OF MEETING   

The Biosurveillance Workgroup (BSV WG) Co-chair Charles “Chip” Kahn noted that since the last WG meeting, the Community had met with the Secretary and had subsequently approved BSV WG’s eight recommendations to address issues with respect to the WG’s Specific Charge. 

Following the WG’s recommendations, the Department of Health and Human Services (DHHS) is in the process of organizing a Biosurveillance Data Steering Group (BDSG), which will focus on data requirements for the biosurveillance breakthrough initiative. 

It was decided that the BSV WG needs to make a transition, over the course of 2006 and beyond, from focusing on its Specific Charge to its Broad Charge. The BSV WG’s Broad Charge is as follows: 

“Make recommendations to the Community to implement the informational tools and business operation to support real-time nationwide public health event monitoring and rapid response management across public health and care delivery communities and other authorized government agencies.”  

The WG will shift its focus over the next six months and beyond to the public health surveillance and response system of the future.  This system will be based on an evolving interoperable health care information infrastructure. 

The Community has identified a three-step process for all Workgroups: 1) Collect information in order to identify the critical components of the Broad Charge; 2) Prioritize these components to create a roadmap and a work plan to drive specific recommendations; and 3) Identify specific recommendations flowing from each component.

The BSV WG will focus on the identification of critical components of its Broad Charge including:

· Development of/migration to a real-time nationwide public health event monitoring system

· Development/coordination of programs for rapid response management. 

WG members pointed out that the key terms within these critical components are “real time” and “rapid response.” Moreover, the “interoperability” of data such as Electronic Health Records (EHRs)—for the information and communication needs of public health and biosurveillance—will be a central focus of this WG meeting discussion. 

KEY TOPICS

1. Data Sources/Access 
The BSV WG discussed which issues would be taken up by the new BDSG and which would remain under the domain of the BSV WG.  

It was noted that: 

· Access to hospital operations data (such as hospital bed counts) needed in times of immediate public health threats will be addressed by the BDSG.

· Biosurveillance use cases have been developed and are under consideration in the standards development process.  

· Ensuring that standards for electronic health systems address public health and biosurveillance needs is a topic for discussion by the BSV WG. 

2.  Case Definitions/Reporting 
Public health informatics experts have hoped for some time to induce the clinical care community to create automatically appropriate case definitions of diseases that can be sent electronically to public health entities. These definitions would then become part of the national notifiable disease system without imposing an additional reporting burden on providers. The creation of automatic case definitions is related to the evolving architecture of EHRs. 

3.  Data Aggregation 

The BSV WG discussed the types of information public health entities might need about hospital operations and what relevant hospital data, such as internal lab reports, might reside in EHRs. Members also discussed whether aggregated data to enable real-time pubic health event monitoring and rapid response management might already exist, (including across jurisdictions) or where such data might exist in the future.

It was determined that BSV WG’s focus should not be on one information tool, such as EHRs, but, rather, on the set of information tools needed by public health entities. In transitioning from its Specific Charge to its Broad Charge, the WG members agreed that the BSV WG should consider broadening its consideration of the types of data that public health entities need and the functionality of this data.   

The WG discussed the importance of avoiding double-reporting when data are derived from multiple sources. While the use of patient identifiers was mentioned, WG members also noted that it might also be possible to design the breakthrough system to avoid double-reporting without use of patient identifiers.  

4.  Bi-directionality of Data Flow and Feedback Loop 

Past BSV WG discussions have referred to the desirability of public health entities feeding data back to providers. This feedback loop would help clinicians to better understand clinical activities in their environment.  It would also provide necessary public health alerts.  The WG also raised the issue of the best way to maintain viable clinician contact information. 

5.  Public Health Systems Connectivity 
The WG discussed the need for faster and better electronically enabled data sharing between various public health jurisdictions—Federal, State, and local. Public health entities need to be able to work with each other as well as with providers and other entities, such as school systems. The BSV WG pointed out that the only certification work in public health information technology systems to date has been conducted by the Centers for Disease Control (CDC) for the Public Health Information Network. Broader input is still needed in this area.  

6.  Adverse Event Reporting/ Medical Practice/Products Alerts
The WG discussed the issue of public health feedback to providers and how this could involve not only reporting back data, other information, or alerts about adverse public health events but also information or alerts regarding medical practices and/or products to ensure patient safety. The WG discussed who would be notified by these alerts, and how and whether EHRs could be involved. 

Concern was expressed by the WG about whether direct Federal government access to individual patient records—either to add information or extract information—would be involved. Further discussion indicated however, such access might be neither warranted nor necessary in order to provide helpful information to physicians and their patients. For example, EHR vendors could design their EHR products to allow automatic alerts to go into patients’ records for further consideration by attending physicians and patients.   Another option is that any notification to patient records or to providers could be designed to be “dead notification.” 

6.1  DECISION POINT: The BSV WG preliminarily agreed that feedback to providers could be divided into two separate areas: feedback that involves public health and feedback that involves medical practices and/or products. Further divisions are likely to be identified in the future.  It was preliminarily agreed that critical component language that addresses feedback to providers and records will need to be carefully crafted to acknowledge patient privacy concerns.  In addition, there are likely to be other as yet unspecified issues to be discussed in the future.  

7.  Response Management 
The WG discussed the data and data flow requirements of response management. Drawing on the example of  a short supply of flu vaccines, WG members agreed that counter measure apportionment and distribution need to be—or optimally would be—informed by data from ongoing surveillance involving both the clinical care and public health systems. 

7.1  DECISION POINT: Critical components of the Broad Charge initially identified are as follows:

· Case reporting

· Data aggregation

· Feedback loops (bi-directionality of data flow from providers to public health back to providers)

· Public health systems connectivity

· Adverse event reporting ( including for patient safety)

· Response management.

ACTION ITEM #1: The Office of National Coordinator (ONC) staff will provide the BSV WG with periodic reports on the progress of work delegated to relevant other entities, such as the BDSG. 
ACTION ITEM #2: a) In advance of the next BSV WG meeting (July 27, 2006), ONC staff will take the initially identified critical components list, and research and outline for WG members relevant, currently funded activities across agencies and jurisdictions. b) ONC staff will outline issue areas. c) WG members will be asked to prioritize, on a preliminary basis, the initial set of critical components for staff in advance of the next meeting and for further consideration at the next meeting. It is understood that new topics might arise in the process and that various iterations and responses are possible before the next meeting.  

ACTION ITEM #3: The ONC staff will update the BSV WG as needed on selection of BDSG members and the BDSG charter.

NEXT STEPS

Dr. Kahn reiterated the Action Items from the meeting and reminded members that the next meeting is July 27, 2006.   

The Community’s Roadmap/Timetable for all Workgroups for the remainder of 2006 and into 2007 is as follows (as drawn from the American Health Information Community Workgroup Roadmaps PowerPoint presentation made available to BSV WG members):  

June: Develop a work plan that lays out the critical components of the broad charge and a process to address them

July: Testimony, background research, analysis of barriers and enablers for the first set of critical components

August: Consider stakeholder concerns and roles and draft recommendations for first set of critical components

Sept.: Testimony, background research, analysis of barriers and enablers for second set of critical components

Oct.: Consider stakeholder concerns and roles and draft recommendations for second set of critical components

Nov.: Prepare letters of recommendations from Workgroups

Dec.: Present first set of broad charge recommendations to the Community

2007: Repeat the process for the next set of critical components for each broad charge

SUMMARY OF RECOMMENDATIONS AND ACTION ITEMS

DECISION POINT: It was preliminarily agreed that feedback to providers can be divided into feedback that involves public health and feedback that involves medical practices and/or products, with further divisions likely.  It was preliminarily agreed that critical component language that addresses feedback to providers and records will need to be carefully crafted to acknowledge patient privacy concerns, as well as other as yet unspecified issues to be discussed in the future.  

DECISION POINT: The BSV WG initially identified the critical components of the Broad Charge as follows:

· Case reporting

· Data aggregation

· Feedback loops (bi-directionality of data flow from providers to public health back to providers)

· Public health systems connectivity

· Adverse event reporting ( including for patient safety)

· Response management.

ACTION ITEM #1: The Office of National Coordinator (ONC) staff will provide BSV WG with periodic reports on the progress of work delegated to relevant other entities, such as the BDSG. 
ACTION ITEM #2: a) In advance of the next BSV WG meeting (July 27, 2006), ONC staff will take the initially identified critical components list and research and outline for WG members relevant, currently funded activities across agencies and jurisdictions. b) In addition, staff will outline issue areas. c) WG members will be asked to prioritize preliminarily the initial set of critical components for staff in advance of the next meeting and for further consideration at the next meeting. It is understood that new topics might arise in the process and that various iterations and responses are possible before the next meeting.  

ACTION ITEM #3: The ONC staff will update the Workgroup as needed on selection of BDSG members and the BDSG charter.
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