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>> 
Good afternoon, everybody, and welcome to the 11th meeting of the Biosurveillance Workgroup. Let me just remind you that this is a public meeting. The notice of the meeting has been put in the Federal Register. The meeting will be transcribed and the minutes will be available at the AHIC Website.

I ask you to speak distinctly and identify yourself as you speak. And at the end, we will have an opportunity for the public to make comments. Please mute your phones if you're not speaking.

And I think we have no one ‑‑ well, we have John Loonsk in the room as a member of the Workgroup; but other than that, Matt, if you could just introduce those on the phone.

>> Matt McCoy: 
Sure. Calling in today's meeting we have Dr. Scott McNabb is designee for Ed from CDC. Larry Biggio from the State of Wyoming, Brian Carnes from Indiana State Department of Health, David Parramore from the Department of Defense, Scott Becker from Association of Public Health Laboratories, Rick Heffernan from New York City Health Department, Chip Kahn from the American Federation of Hospitals. Marie Allen is here today as a designee for Michael Barr, American College of Physicians, and Leah Devlin from the North Carolina Health and Human Services. Did I miss anybody?

Okay. And I'll just repeat what Judy said. Please keep your lines muted when you're not speaking so we don't get ‑‑

>> 
I'm sorry (inaudible) is not yet in, but she will join in a few minutes.

>> Matt McCoy: 
Everybody keep your phones muted on your end when you're not speaking, otherwise we have some of the noise you're hearing coming into the call. When you do unmute your line and make a comment, please say your name first so the people listening in to this or over the phones will know who is speaking at all times.

>> Chip Kahn: 

Okay. This is Chip Kahn. Are you ready for me to make a few comments?

>> 
Yes, please, Chip.

>> Chip Kahn: 

Let me say that for those of you who were at the last AHIC meeting, there was a full discussion of a whole set of priorities across all the Workgroups. But I thought that there seemed to be great receptivity to the issues that we were covering and the ones that ‑‑ and the sort of vision that John laid out. And I'll get to it in a few moments. But there also was, I think, openness in terms of renaming our Workgroup in light of the fact that in a sense our vision as laid out by John and agreed to by everyone really goes beyond us (inaudible) surveillance.

John, do you want to say something before we proceed?

>> 
(Inaudible).

>> Chip Kahn: 
I'm sorry?

>> 
Chip, go ahead. John is not going to be able to join us.

>> Chip Kahn: 
Oh, he's not? Okay. Well, going into the summary section, one, as I said, we have expanded the scope through the priority process that we have gone through as well as through naming as well as through the visioning process. And the Secretary was amenable to us, in a sense, better defining our role by renaming our group Public Health Clinical Care Interface. Actually, Kelly, what was the ‑‑ did we settle on words? Or are we waiting to hear back on the exact words? I guess that was one thing. There was agreement. But it wasn't clear to me whether the agreement was conceptual about the exact words.

>> Kelly Cronin: 

The agreement I think at this point is conceptual. And I think we have a fairly good idea of the fact that we want to, you know, in its new title of the Workgroup, in the broader charge, communicate the connection between clinical care and population health more broadly. Not just sort of traditional public health as we've been looking at it from a surveillance and emergency response perspective, but to also meet some other population health functions and requirements. So I think we'll probably be finalizing that over the weeks, and, Chip, we'll be having a co-chair call and getting some input on how to make sure that the constructs of population health are adequately covered across the Workgroup? 

>> Chip Kahn: 
Good. So as Kelly said, we'll be proceeding. We'll have a name to get back to everybody with. But I think the big issue here is that really all of these matters regarding population as well as the interaction between public health and clinical care that had been brought up are really now under our purview now, will obviously have an effect on our workplan as we work forward. Why don't I now sort of pass it off to Kelly to go over the second round of, and then we'll go to the testimony. 

>> Kelly Cronin: 

Okay. I just wanted to give a very brief update and let you all know that as Chip mentioned we did present the priorities across the Workgroup to the AHIC on October 31, and as you might imagine, beyond our priority areas, there were a lot of considerations and many details across all the Workgroups that we needed to organize and try to put some perspective around all of them so that they could be then translated to those use cases for the infrastructure work in the next year and also for our own activities that we have a good understanding of how a lot of our policy technical and other types of issues we've been discussing can be adequately addressed by all the Workgroups. 

So in our effort to do that we ended up with three different perspectives on the priority areas to the AHIC on the 31st and our work was presented in a context of a secondary use perspective that took into account not only the biosurveillance activities and real-time public health surveillance and emergency response activities, our priority areas, meaning bidirectional communication and case reporting and adverse reporting and emergency response, but we also added in quality measurement and reporting that requires the secondary use of clinical data along with some other considerations. So now we're in a point where we're taking the input from all the different Workgroups and actually having a very high-level description of what might be in a use case that would be predominantly reliant on secondary uses of clinical data. 

So what we'll plan to do is over the next several weeks be drafting that high level description and then sharing it with the Workgroup and the public to get some input on whether or not we are headed in the right direction, are we being inclusive enough, and we'll be able to have hopefully a general discussion around that at our next Workgroup meeting, which the process point needs to schedule for either late November or early December because we have not yet finalized the date that works for the co-chairs and others. 

So I guess the news really is to (inaudible) to stay tuned for a high level description of how we're going to be combining our priority areas with some of the others that also are reliant on, I should say secondary uses of data and then the other perspective that's relevant is how this is meaningful from a provider perspective. 

So for the functionality and processes that are important from a clinical care or provider perspective, you know many of the things we've talked about really rely on their engagement and their involvement and the use of applications as they touch. So it's likely that we'll be sharing both of those with you for your input. 

>> Brian Keaton: 

This is Brian Keaton. I just wanted to let you know I'm on the call. 

>> Kelly Cronin: 

Thanks, Brian. 

Chip, if you're still on, I think we can go ahead and proceed then. Why don't I just introduce both Dan Pollock from the CDC and Randy Levin. They've been extensively involved in the standards development community in recent years as it pertains to public health and I think it had significant roles in working with Health Level Seven in special interest groups and advancing many of the important standards for public health both from an FDA and CDC perspective. 

So we're lucky to have them here today to give you more of a sense before we jump into the discussion around Health IT Standards Panel and the certification on the work that many of us aren't engaged in day‑to‑day but the detailed important work that the standards development organizations have done to get us to the point where we are now where we have many of the standards we need to move forward. 

So with that, Dan, are you on the phone? Actually, I think he might be somewhat delayed. Randy, are you on? 

>> Randy Levin: 

Yes. 

>> Kelly Cronin: 

Great. Do you want to go ahead and get started with a description of the work you've been involved with? 

>> Randy Levin: 

Randy Levin with the Food and Drug Administration, just a little bit of background that at the FDA we have a number, we regulate a number of different products and we have different standards per the regulation. We have a central group that deals with data standards for the entire agency. It's what we call a Data Standards Council. The work of the Council is to manage the health and regulatory data exchange and terminology standards that are used across the different groups in the FDA. And it was put together so we could harmonize across the different centers and eliminate a lot of redundant standards activity that we were undertaking. We work with a number of different standards organizations. We try to, as much as possible, to adopt existing standards when they are available, but there are certain standards that the FDA has been maintaining and continues to maintain. I'll discuss some of those. The way that we work in the FDA, there are business groups that identify the different needs and then they come to the Data Standards Council and we try to work with, get some groups of FDA experts to work with the standards development organization, for developing the standard. We have been doing lot of work with Health Level Seven, a lot of productive work with Health Level Seven for the exchange standards. Our objective in Health Level Seven was when we create an exchange standard, when we use exchange standard, someone is at the airport there.

>> 
I will put myself on mute.

>> 
The exchange standards we wanted to be operable with other standards we are using including the healthcare area. With the activity of the HL7, we thought it would be best to work with that organization for developing our standards so that we would overlap and interact and be interoperable with those standards. We also liked that the open process credited by ANSI. They also have a relationship with ISO, which is important because we work with a number of other regulatory authorities that are in different parts of the world. We and it is ‑‑ participate in a number of the different technical committees. The major one we participate in is information management. And this is a committee actually that when we joined the HL7 and we were interested in developing research standards, standards for clinical research, we along with another organization see this looking to get a single group that would address these kinds of standards and HL7 was very helpful in helping us to initiate that group and to move forward. We also are involved with the electronic health records group and there's some special interest groups, including the patient safety and the public health and emergency response group as well as the clinical genomics group that we're currently involved with. But we work with a number of different organizations and another benefit of this is if they're working in the same in HL1 with exchange standards then we don't have this redundant activity and that our standards would be interoperable. We have just recently been working with our international group for drug regulations. And they are going to start using the standards development organization process, including a Health Level Seven and ISO. So this has become a very important for us. Working with HL7 and developing standards through this process. Basically when in HL7, what we have been doing is that we have been gathering up the requirements from the domain experts, whether it be these international regulatory groups or these other consortiums and then bringing it is to HL7. We've been working exclusively with the RIM-released Version 3. And we do our modeling and testing in the RIM. Then we ballot a standard, get it accredited and then develop an implementation guide so that our -- we can implement the standard. So we've been working pretty much exclusively in version 3. We have developed standards for a number of our, different one is a standard for exchanging product labeling and product information, which is called the structured product labeling standard. It's an HL7 standard. We just completed Release 3 of that standard and it covers a number of different products. Mostly we have been working with drug and biologics, extending this to devices, medical devices, and possibly to other areas like dietary supplements. Another one is the individual case safety, this is for reporting. For our products, we began with, based on our work and our international regulatory authorities, looking at their requirements for adverse reaction reporting. We took those requirements and developed a Version 3 message based on that that covered both drugs and medical devices. We're working now to extend the model so that we can include products, combinations of medicines and devices, as well as product, adverse reaction for animal drugs and for foods. So that's ‑‑ it's already ‑‑ we are working on our second release for that standard. It will actually go to ballot in January.

We have another standard that we are working on for submissions for people and have applications for new products and other correspondence. It's called regulate products submissions message. We are now ‑‑ we passed that into a draft standard for trial use and we are testing it at this point.

We are working on a study data standard that will work with CDISC standards and we're just starting the development of that standard.

We've also developed standards for assessing cardiovascular effects of drugs and have completed an annotated ECG waveform message, which is an ANSI‑accredited standard and we received hundreds of thousands of these reports, exchanging these reports for assessing drugs for cardiovascular effects. And we also have an ANSI‑accredited standard for product stability which we're looking to start to implement. So we've been very active with the developing these exchange standards, these message standards, we've worked the structure product labeling is based on the clinical document architecture in Health Level Seven, and the other messages that were, they are messages that are based on Version 3 of the RIM.

The process has, for the most part, has been very successful. We have been able to engage, at least our stakeholders, in this process and are now engaging our international partner so that it's not just a U.S. standard but something that the other regions can work on, as well. And because the relationship between SO and HL7 has been very helpful for us when we've been working with our international groups. Now the other type of standards that we've been working on for terminology with other government agencies to develop a Federal terminology standard and this has been work between the FDA, the VA, National Library of Medicine, and the National Cancer Institute, especially their enterprise vocabulary services. So we've been working with them, developed a medical terminology standard, which has gone through consolidated health informatics process and these are one of the few standards that actually FDA is actively involved in maintaining certain standards. Some of these standards are related to product identifiers and ingredient identifiers that the FDA, because of the regulatory process, has access to for the entire life cycle of a product in the United States. So because of our regulatory position that we can ‑‑ it's easier for us to maintain the standard than for people who are outside of this regulatory process.

We have also been working with SNOMED and LOINC for terminology.

And in our international regulatory group, we work with a terminology called mEDRA, and one of the ‑‑ this is for adverse reaction terminology. One of the issues that we've had is in our international relationships is that we want to be more involved with the healthcare area so that when we develop or adopt any kind of terminology standard, that it's the same standard that is being used in the health care area so that we can better coordinate with that. When we have adopted, using mEDRA, this is not used as much in the healthcare area, this is one of the issues that we're moving to work ‑‑ we want to work better with the healthcare community and make sure our standards are coordinated.

One of the problems, though, that we've found with the terminology standards is that it's not as ‑‑ with the method standard we were much more successful. Everyone seemed to be involved with Health Level Seven. That was a major benefit for us. But for terminology standards, it's been much more difficult to get things harmonized. The informatics initiative was very helpful for us and we were very active in that initiative because it led us to identify certain terminology standards. Hopefully those standards will continue to be used in the process, the HITSP process. But that has been extremely helpful for us to have that organization and that initiative to identify these standards. If we don't have that initiative, it's going to ‑‑ we're going to have more problems with trying to keep a set of terminology standards. I think that's one of our major places where we've been having problems. Especially now that the health and informatics is finished.

We have worked with other organizations, the NCPDP and working with ways that we can interact with them so that the information that we have in our structured product labeling meets the needs of what they have in their electronic prescribing and we're looking for any way that we can collaborate and harmonize so that we can be interoperable. For the areas with biosurveillance and adverse reaction reporting, we'd like to see that information that's in the electronic health records that we could be able to use that to better monitor adverse reactions that are occurring with products that we regulate. So I think that's kind of background on what we've been doing. Kelly, I don't know if there's any other ‑‑

>> 
Randy, I think that was very helpful.

How much work has been going on over recent years to cover the standards if necessary for medical products and FDA to do their part in public health surveillance and other regulatory possibilities? Maybe we should see if there's any questions. I think Dan Pollock is on the phone. We could move to him. Any questions or points of clarification? Okay. Well thanks a lot, Randy. You may want to stay on the line because I think Dan is not only going to talk about standards development as it relates to CDC and more traditional public health but we will also be, then, discussing a lot of the process for recognizing and adopting standards that are now being worked through the Health IT Standards Panel and the Certification Commission, which is really more of a public and private process. So I'd encourage you to stay on for that in case there's any questions that come up.

>> Randy Levin: 
All right. Just so I will. And I just want to mention that one of our first projects we worked on in HL7 was with the CDC, and with Dan.

>> 
That's great. I know there is a lot of collaboration throughout the years. So, Dan, are you on now?

>> Daniel Pollock: 

Yes, I am.

>> 
Okay, great, thanks. Do you want to go ahead and give your overview?

>> Daniel Pollock: 
Sure. CDC has been actively engaged within HL7 for close to 10 years. 

And much of the work at CDC has been in the area of developing messages or using existing messages constrained with respect to their implementation for public health surveillance purposes. Two leading examples are the work that's been done using existing messages to report laboratory results. Constraining them in the form of an implementation guide so that we have a standard way for large clinical laboratories to report laboratory results pertinent to nationally notifiable disease conditions to State health agencies that have responsibilities for receiving notification of those disease conditions, including laboratory results that are indicative of them. So that's use of an existing HL7 message. Morphed in the form of an implementation guide to better meet public health needs. And as Randy indicated, along the way there's recognition of the need for additional vocabulary and we've engaged with SNOMED and LOINC to make sure that the vocabulary needs, in conjunction with the messages, are developed, as well.

In other instances, separate and apart from the electronic laboratory reporting, there's a need for new messages altogether. And we have worked over a number of years on HL7 messages for nationally notifiable disease case instance reporting. Here the use case refers to reporting from State agencies to Centers for Disease Control. And we have, over time, developed a Version 3 solution. That strategic move now is being reassessed. It's safe to say it's been re‑assessed. And what's under development are a Version 2.5 message for nationally notifiable disease conditions and that indicates another lesson learned within HL7. When the choice of version is under consideration, it's very important to consider what both the sending and receiving systems are capable of generating and absorbing. And as it happens, version 3 is so cutting edge that it is too advanced and too change-dependent to go forward. That led to a decision strategically to move from the version 3 to the 2.5 for the nationally notifiable condition report message.

We've also been working on clinical document architecture solutions. There are projects underway both in the national cancer registry's program and in the program where I'm working now, which is the Division of Healthcare Quality Promotion, formerly the Hospital Infections program in the cancer registry realm. What's under development is a CDA solution for reports from healthcare to central cancer registries at the State level in the health care infections arena, we're working on a CDA solution that will enable hospitals that are using vendor systems for infection control surveillance to report to CDC's National Healthcare Safety Network.

A couple of observations about the engagement with HL7 from a public health perspective, it is, of course, a voluntary organization, HL7. And much of the work that needs to get done is labor intensive and it involves a fairly detailed and in some cases protracted interaction between subject matter experts and experts in the HL7 methodology.

This is not something that can be done quickly or cheaply unless there are substantial resources that are committed to it. And even then, because HL7 not only is a voluntary organization but it's an organization that abides by ANSI approval processes, there is a requirement for new work product to be vetted, to be approved at the committee and organizational level before it can be submitted to ANSI and become an ANSI standard.

So, there are timeline issues. There are resource issues that come up in doing work within HL7. It is clearly the industry‑leading solution for the type of data interchange standards that are needed. And yet at the same time, it's not a situation where public health can send in its requests and expect the organization, HL7, to produce. Public health has to be actively engaged. And that requires political will and resource commitment by public health agencies to get the job done. It can be done. It is being done. But it does require effort and commitment.

That's basically what I wanted to say.

>> Kelly Cronin: 
Okay, thanks a lot, Dan.

>> Daniel Pollock: 
Sure, Kelly.

>> Kelly Cronin: 
Questions from anyone?

>> Rick Heffernan:

This is Rick from New York City. Hi, Dan, and thank you, Randy. I'd be curious to hear either or both of your thoughts on what recommendations could come out of a group like AHIC that would make a difference. Lots of stuff going on out there. What would facilitate that and help promote it in the right way?

>> Randy Levin: 
From one of the things that has been helpful for us is that different groups are working in one location that when we are all working on ‑‑ if we were working in HL7 on these messages, that is very helpful because there's ‑‑ as people get together in their working groups, there's a lot more interaction, more likelihood that we'll be producing messages that will be able to work together.

So supporting that message development in that single ‑‑ at that one organization, working with that one model I think was ‑‑ has been very beneficial or would continue to be very beneficial. That could happen.

>> 
And, Rick, a specific example might be in the realm of a declaration by AHIC as to what the minimum content needs to be to report an event or a case of concern from a biosurveillance perspective at the level of detail that would point to where vocabularies are needed to convey that content in a standardized way.

For example, and a leading example, as you well know, from your work in New York City, there isn't a standard vocabulary used to express chief complaint in emergency department. And, yet, chief complaint in the emergency department is getting a lot of attention in the whole area of syndromic surveillance, early detection, situational awareness.

So from AHIC, a recommendation that represents a priority for vocabulary development as well as the message specification, I think, could be very, very helpful, instrumental in helping generate the political will and securing the resources for the vocabulary work that needs to go on to achieve really genuine semantic interoperability.

>> Kelly Cronin:

This is Kelly. I just wanted to clarify. We haven't been working directly with you on this, but over the last four months, there's been a lot of work of experts, local, State, and Federal public health, mostly Lynn Steele and Dan ‑‑ to actually come up with a minimum dataset for biosurveillance. The technical committee on biosurveillance has done much of the work that you are describing. I probably should have filled you in a little bit beforehand.

>> 
I know some of that. As we speak, Lynn is joining me in my office and she's certainly kept me informed, as has Dan Jernigan. I think the work that's going on is extremely important and valuable and can really shape agendas and programmatic activities. I appreciate it, Kelly.

>> Kelly Cronin: 
We're appreciative of Lynn and Dan's involvement.

I just wanted to clarify, I think a fair amount of the baseline work has been done. But there's a lot more refinement on vocabulary and activities done the road.

>> 
If I could just add, there's a point at which we want to engage with domain experts in the chief vocabulary arena, for example, there's an initiative underway in which many of us who are working in the HL7 emergency care special interest group and others who are involved with syndromic surveillance around the country have begun to meet and talk and scope out what will be needed to develop a standard vocabulary, a microglossary, in all likelihood, of SNOMED terms that can be used for chief complaint concepts in everyday clinical use.

>> 
I think that there is an agenda‑setting that can go on as the data requirements are considered by the Workgroup and by HITSP and there are the domain specialists who can go to work on making sure we've got the is semantic level ‑‑ semantic level requirements for vocabulary that can enable interoperability fully up and running as quickly as possible.

>> Kelly Cronin:

Okay. Well thanks again for that clarification. We also have John Loonsk here. Just to transition a bit, we wanted to give you an idea of a little bit of what's been going on in the standards development community that pertains to public health before we bring the discussion to how does all this, then, fit together with what has been started over the last one to two years in terms of a broader standards harmonization process and software and down the line network services that will all fit together and not just serve the needs of clinical care but could also serve the needs of public health.

So with that, I'll turn it over to John to give you an overview of the work that he's responsible for.

>> John Loonsk: 
Thanks, Kelly. So I guess I'll start in by adding a little bit to what's been referred to by Dan by also referencing the fact that CDC, some of the efforts when I was there was to also tie both the National Electronic Disease Surveillance Systems standards and the Public Health Information Network standards to cooperative agreement language. And I think it's an important thing to mention because as we start to talk about HITSP and start to talk about standards more broadly, there are still a number of issues that are between us and actually having standards‑based systems and one of them is compliance and actual implementation.

So the concept for the Health Information Technology Standards Panel has really been to try to address some of the outstanding issues that exist in the standards community and in their use in health information technology. So some of these issues that are out there include adoption and can point to adoption in the context of the use of standard terminologies, for example, in software systems. Essentially there is a bit of a conflict between what's easy for a doctor to use and what produces the best standardized data recording. If you will, it takes data from a dropdown ‑‑ from a dropdown menu and stores it is a much better standards outcome than to have narrative text or have a note that's dictated. So adoption is an issue that relates to the broad health IT agenda but also relates very specifically to standards in this context.

Another issue is the many standards that exist. And, in fact, there are some notable examples where there's overlap in standards and there's contention between the standards because there is no exact ‑‑ there has not been an exact approach to decide which standard to use in what context. One of the areas that's been very contentious in the past is around summary of care records standards. And that's one of the things that I can talk about in the coming minutes as I talk about HITSP work.

Another issue with standards is obviously gaps. Randy mentioned some terminology gaps and efforts to fill them.

And then another issue about standards has always been the specificity. There have been a couple of references about implementation level guidance. But there are historical activities in the standards domain, whether it be for a message or even for a terminology where just naming a standard, a high‑level standard, does not accomplish interoperability. And the classic example is, I think, in this regard the HL7 message structure itself wherein many people have put data in all different places in it, and the result of that is that it's hard to integrate those messages at times because you have to figure out what data is where and how they used it and how they didn't.

Finally, another issue to mention is testing. And an assurance that, in fact, when someone says that a standard is in place, that it actually accomplishes and is in place in a way that can be reproduced and that can ease the complexity of integrating different software systems.

So into this environment, the Health Information Technology Standards Panel was developed in an effort to help address some of these issues and to support the national health IT agenda. HITSP has over 250 participant organizations and is really focused on not being a standards development organization itself but on harmonizing standards, identifying gaps, and developing specific implementation‑level guidance or using specific implementation‑level guidance wherever possible that sets the exact context for standards to carry out very specific activities.

HITSP is structured, from a process standpoint, it has a panel which is open to any valid organization that's related to ‑‑ or has interest in this area of health care standards harmonization. There's a board that works on process issues related to the general HITSP activity. And then there are technical committees that have been structured around specific activities and tasks around developing the HITSP product, which is named as an interoperability specification.

So this apparatus was developed to get broad industry buy‑in, have people come together in an open consensus‑based fashion and to decide and name what standards will be used in the specific context, carry out an activity and to write that down and to have a very specific cookbook‑like articulation of how that standard can be used ‑‑ getting to a place where systems can be very much more plug-and-play-like and don't demand the kind of integration that currently needs to occur.

The first three of these interoperability specifications, one was on biosurveillance data, one was on registration and medication history data, and another was on the lab result reporting were just last week advanced to the American Health Information Community by HITSP and recommended to the Secretary for recognition as the first suite of standards for this national agenda.
The next steps for HITSP is really to consider the next cycle of activities. We know that one thing that they will be dealing with, as will others, is the needs of an emergency responder electronic health record, and that will represent one of the next suite of things that Kelly spoke to in terms of priorities coming out of the AHIC as manifested through use cases. The use cases are very specific articulations of the need. And the goal here from the standards process is to do the kind of work, the specific work that HITSP needs to do to identify exactly what is used in a particular context, you have to know that context. So in the case of HITSP, they need a use case so that they can say this is exactly where we need these standards so we can accomplish these goals. And the interoperability specifications that went forward are particularly focused on having those standards used for that specific purpose.

From the standpoint of these first three activities, to give you a flavor for this, in the first round of these three activities, over 700 named standard, high‑level standards were identified as potentially appropriate for use in those areas.

In the end, after going through its process where HITSP has developed what are called readiness criteria that help them make decisions about how useful a standard can be in a particular context. Does it have a full standards‑based ‑‑ a standard development organization behind it? What are the attributes of that? Is it an open process that that SDO supports? These kinds of questions are considered as they winnow down the standards and start to get to the specific recommendations for the named standards in these areas.

And on the basis of that process, they took the 700 named standards and worked that down to 30 that are actually in the recommendations that went from the AHIC and now are being advanced to Secretary Leavitt for his recommendation.

So part of this is having a valid process, having open participation, making decisions on what are appropriate to the use case that's been described to them, and then making sure that there is implementation‑level guidance that describes exactly how that standard should be used in that context to accomplish that goal.

HITSP has to do a lot of work with standards development organizations in this process. And they are a significant portion of ‑‑ not numerically, but they're significantly important in the HITSP membership, as well as there are a number of different interactions that HITSP has with the SDOs in the context of beginning to work on identified gaps, in the context of having places where the standards process can be open and participatory, where activities such as information modeling and coordination across standards activities can be sponsored and advanced and where the home for standards, if you will, should occur and in an ongoing way with the kinds of processes that both Randy and Dan alluded to.

So HITSP has just really completed its first work and made recommendations. When you get to this level of recommendation in terms of implementation‑level guidance, there's lots of tweaking and testing that needs to occur. The standards that were advanced and the implementation‑level guidance that was advanced in this context are being tested in a number of different settings and will be for the next several months to tweak the particular context of that guidance as it gets to its next steps in the implementation process.

HITSP itself does a certain amount of testing. It does testing to see that its standard is complete, that the specification is intact. That it, itself, doesn't have issues. But HITSP does not do testing in software systems, per se. And one of the activities that HITSP is working with others on is now implementation‑level testing, which is really about defining this implementation guidance. And the next step in this process, if you're thinking about getting standards into systems, is another step of testing, which is ‑‑ could be considered conformance‑level testing, where you need to make sure that that standard works as hoped in the software. And that when systems use it, that they don't break because there's a certain aspect that's not exactly right or there's an error that wasn't anticipated. Or that a particular data element wasn't ‑‑ was used that wasn't expected.

So that's not what HITSP does, but it is an area that the certification commission for health information technology is starting to look at. So CCHIT is a separate process from HITSP. It's about certification of health care software systems with the broad goal of, one, making sure that it's safe to invest in those systems because you know the system will do what you expect it to do and will meet the functionality needs the security needs, and the interoperability needs for that software that are to be expected for it to work in this broader environment. So CCHIT was formed to certify software products, and it really has two aspects to it.

One aspect is to develop certification criteria. So, what are the functions that those software systems need to perform? What kind of security does it need to meet? And what are the interoperability specifics that need to be achieved?

The second part of that is testing to those criteria. And the majority of the Certification Commission's work has been done by what would be called in some sectors "inspection testing." They use a jury, actual volunteers, who review the use of that software system as it is worked through a scenario. And so this is not a technical activity from the standpoint of one system hooking up with another system. This is a visualized inspection of the fact that that system accomplishes those criteria. 

And last year, the Certification Commission determined ambulatory care criteria, many functionalities, which a goodly number of them came from the HL7 functional model for an ambulatory care EHR system, some interoperability and some security.

They then set up a testing process, which is intended to be non-biased and reproducible. And it is a much more complicated task to do that than one might think at first inspection. But to be able to certify these processes and over the summer the first tranche of certified ambulatory care EHRs were named. 

There's a second batch that was named more recently, and there are over 35 ambulatory EHRs that now are certified to have the certification seal on them saying that they've met these functional criteria, that it is safe to invest in these because they are a ‑‑ they do contain certain functionality that's deemed important in an ambulatory care EHR. And they're on a path, at least, to achieving interoperability capabilities that will allow them to interoperate with the broader health care environment.

This year, CCHIT is developing inpatient criteria. So criteria for inpatient systems. And we'll have a similar certification process for inpatient systems. It's a different task in some respects because it involves an amalgamation of many systems. Where EHRs are somewhat more shrink-wrappable and distinguishable. And then next year the certification system will be working on network criteria and eventually working toward certification process to advance activities like those in the Nationwide Health Information Network for network systems.

I mentioned that the certification process has principally been one of inspection testing to date. But because of the increasing importance of interoperability criteria, because the HITSP interoperability specifications are going to be available to advance interoperability for certification consideration, they're starting to get into the area of conformance testing, which is really an important consideration when one's talking about standards because as I mentioned earlier, it's one thing to say that you use the standard and it's another thing to actually demonstrate in a very practical way that that standard is implemented in your software and implemented in a way that corresponds with the way it's implemented in other systems.

The sort of status of that type of testing is important to understand in the software world, both for clinical care and for public health. Part of the complexity of doing data exchange between systems and having them be able to work together is you have to work through the different permutations of business process that those systems may work through. And when there are many different systems participating, that can become a complicated activity.

One of the ways this is done right now is represented through the IHE process which is called the Connectathon where a variety of different software organizations get together in one physical location and actually, then, attempt to connect up and to work a scenario through their different systems. So it could be several different systems that are playing different roles to accomplish the testing.

This is probably not a sustainable model as we move to a much broader adoption of health information systems in both public health and in clinical care. And so there is a considerable amount of consideration for activities to support virtual testing and having the kind of infrastructure and the term that's somewhat used in this regard is to have what would be called a test harness capability, where it could be online. One could connect up. And both from the standpoint of a developer wanting to test to see that their software meets a certain standard and from, potentially from a third‑party tester like a certification process, be able to validate that a system exactly uses those standards without having to get all the other possible software vendors that they may want to work with together in a room to accomplish that fact.

But that's really an ongoing process. And to come and for the time being the process or determining standards implementation is more than inspection testing or this kind of get together and make sure your systems can connect approach, which is obviously can't be done in a continuous basis and is usually done periodically and from an IT standpoint it's done once a year, which is a significant bandwidth issue.

So I think the last thing I'd just like to touch on briefly is to reinforce the way in which these processes are focusing their attention. I think you've heard that the pieces of this, the threads of this. But to bring it together, we look to the AHIC to identify priorities for the broad agenda that show value, that are potentially in reach of accomplishment, that may have issues that need to be addressed in terms of obstacles or regulation issues, and to identify them as breakthroughs. And then to identify priorities inside those breakthroughs that need to be addressed.

And we have sponsored a process that Kelly mentioned, which is to develop a use case, which is a specific articulation of some of those priorities in a scenario‑like form. We feed those use cases to both or to all of the following, to the standards harmonization process, that's how HITSP got its first set and will get its next. To the Certification Commission for certification of these. We also fed them to the Nationwide Health Information Network to work on broader implications of how things will be considered and how they will affect the kind of network data interchange that we're talking about. And they were also fed, as Kelly suggested, to some other working groups to think about, for example, confidentiality issues and privacy issues and security issues, as well.

So it's very important that as this working group advances that it think about ‑‑ think in the context of how it can both advance appropriate priorities through its processes to the AHIC to hopefully get onto that broad road map, and I think that's the process we have been involved in, but also think about how it can use other priorities that are developed from other working groups. I think one of these that I would point to is as we think about case reporting, the biosurveillance activity we've been talking about has really all been secondary use. It's been what clinical care data can be used for other biosurveillance purposes. But now that it's expanded its scope and is thinking in a broader sense, how can, when you only have some of those data in electronic form in clinical care and you want to try to get a more complete case report like a disease surveillance report, traditional disease surveillance report, how can you prompt someone to complete those data in the context of a clinical workflow. It's actually an issue that comes up in a number of different working groups. It's an example of a cross‑cutting issue that needs to be considered. And one of the reasons we were looking at cross‑cutting issues across these different working groups to see where they are enforcing of each other.

So as much as we want in this working group to think about what the priorities are for population health and biosurveillance in public health, I think we should be looking out at these other areas to see where we can make progress by leveraging the work they do, as well.

>> 
Thanks. Chip, are you on the phone?

>> Chip Kahn: 
Yes, I am.

>> 
(Inaudible) it's hard to talk. I just thought we probably should open it up for questions and then go to our next agenda item.

>> Chip Kahn: 
To answer the question, I just have a process question. When you say next agenda item we're going from John to me or do you want me to go to 7 while I'm still on the phone?

>> 
It depends on what you have time for.

>> 
I'm just worried that I have about 20 minutes. It depends on how long it will take is my question.

>> 
I think we have a presentation lined up next on ‑‑

>> 
It's Perry Smith and Natalie?

>> 
Yes. It depends on how long the folks take. It could be as much as 15 minutes.

>> Chip Kahn: 
I can probably do mine in 5 or 10. I guess that could be okay. Unless there are questions of John?

>> 
Does anyone have any questions on the certification process or the work of the Health IT Standards Panel?

Just to let you all know, we have referred to this quite a bit in our past Workgroup meetings, but we felt it might be helpful to just get a more comprehensive overview since not everyone has been involved with these processes, and they have made a lot of progress and are sort of institutionalizing a lot of what they're doing as we move forward, particularly as the Federal agencies start to adopt these standards and certification criteria. So I think given that we are considering some areas of recommendations that are relevant to both CCHIT and standards harmonization, I think it's helpful to get a more in-depth study of what exactly is involved and how the health community work relates to it.

So, Chip, do you want to go with the presentation and we'll wrap up with your overview of the potential recommendations?

>> Chip Kahn: 
I think if we do it, that's fine. Go ahead and do that.

>> 
Kelly? I wanted to mention that CSTE has indicated that they would probably take half an hour. So I don't know if you want to switch those agenda items to have Chip over the recommendations first.

>> 
Chip, it's up to you.

>> Chip Kahn: 
Let's just start and if I get shaky, I'll tell you.

>> 
Dr. Perry Smith, are you on the phone? They're not.

>> 
They were also planning on joining at 2:20, since they were scheduled for 2:30.

>> 
It might be actually a good time for you to go ahead with your overview, and then we can transition back to ‑‑

>> Chip Kahn: 
Okay. I guess going back to what we've been talking about over the last few weeks and what we got ready for the AHIC presentation regarding the workplan in sort of the near‑term priorities, obviously our priorities as laid out in our last meeting has been working in use cases in the area of bidirectional communications, response management, and adverse events reporting. And as always, we're looking for guidance as to whether we're missing something. And I think that the staff, between now and the next meeting, is going to be working on more sort of fleshing out the use cases, and also I think that an integration will take place between the priorities across all of the Workgroups and sort of our role, or sort of amount of space and resources we get to actually do something under these items will be determined in that process. Is that a correct characterization, Kelly?

>> Kelly Cronin: 
Yeah. I think in terms of the work of the Health IT Standards Panel, the Certification Commission, and then the Nationwide Health Information Network 2007, what we, as a Workgroup, contribute to the use case development will then guide that infrastructure development work in the next year. So really the next step, I think as we mentioned briefly before, is for us to internally take those priority areas, the work that we've already discussed over the last several months, translate that to a very high-level description of the use case, get some public input on that, and then refine it and develop a more detailed use case.

>> Chip Kahn: 
And our goal in process would be to make a presentation in January, right, to the AHIC. So we have between now and then to go through the process you just described?

>> 
Yeah. I mean we will have a presentation probably on January 23 about where we're ending up, but I think the intent really is to also on December 12 with AHIC, to give them an update on sort of the high‑level description of the use case. That means that before December 12, we'll have the chance as a group to take a look at that and get some feedback.

But I did want to point out that the draft outline of recommendations are focused more on sort of the Workgroup process and some of the policy and business case issues in addition to how we all relate to and feed into the infrastructure work. So I think our scope with the Workgroup activities is much broader than the focus on the infrastructure.

>> Chip Kahn: 
Okay. It's fair to say that at our next Workgroup meeting, we're going to make the sort of broad ‑‑ I mean the presentation to put some flesh on all these things, right?

>> Kelly Cronin: 
Yeah, that's right. We'll have more time to look both at hopefully the sort of high‑level use case, in addition to really drilling down on the recommendations that we've touched on, at least in our priority matrix, across case reporting, bidirectional communication, response management, and adverse event reporting. And we have identified, also, some of the overarching recommendations that we presented. Actually you and John Lumpkin presented on the 31st as a part of the division to the Secretary.

>> Chip Kahn: 
Let me ask a question. In terms of the population health aspect of ‑‑ well, actually, if they fit into these use ‑‑ part of these will fit into the use cases, but also other aspects, that will be sort of a next launch of work we would come up with after we finish with ‑‑ is that sort of a correct characterization also?

>> Kelly Cronin: 
I also think that some of the issues will ‑‑ (Inaudible) have already discussed ‑‑

>> 
Kelly, I'm sorry. That was all inaudible.

>> Kelly Cronin: 
What we have discussed and Chip has discussed is to try to craft recommendations over the next two months that we have already started to touch on over the last several months with respect to the priority area. So for those ideas that are well developed and that we're ready to advance in the form of recommendations, we can aim to do that by January 23. But I think there's going to be a lot of complexity in a lot of the issues that we're going to be dealing with when it comes to adverse event reporting, case reporting, bidirectional reporting. (Inaudible) because of many sort of the policy and technical and business processes issues and business case issues are complicated. But in terms of the population health issues that would go above and beyond that (Inaudible) it will also be in scope in 2001, but we'll probably try to address that down the road.

>> Chip Kahn: 
Good, okay. Is there any discussion by others in the group before we move on? I guess this has probably turned out to be more informational since so much of this is obviously still in process.

Are the CSTE people online?

>> 
Perry Smith has just joined us.

>> 
I'm on.

>> Chip Kahn: 
Do we want to proceed to that presentation?

>> Kelly Cronin: 
We'll save a more substantial discussion of the presentation until the next call.

>> Chip Kahn: 
Let's proceed, guys.

>> James Hadler:

This is Jim Hadler. I'm here also.

>> Chip Kahn: 
It's Perry, and Jim, and John Abellera. So whoever is going first.

>> Perry Smith: 
We appreciate the opportunity to address the Workgroup today. Our understanding is that you asked ‑‑ had asked that we speak about standardizing national case definitions, and we did get a copy of some minutes from a prior meeting, so we have a general idea. We also spoke with Laura Conn at length, so we have a general idea of the context in which we're speaking today, but we thought it might be helpful to give you just a very brief background. So what I was going to do was introduce the topic with a little bit of information just with the territorial epidemiologists and a few general comments about surveillance and how CSTE interfaces with surveillance activities. And then the bulk of the discussion would probably be given by Dr. Hadler, who will talk in more depth about some of the surveillance issues which we think will be relevant to your discussion.

And then lastly, John Abellera, from our home office, will conclude with a couple of comments to bring the formal presentation to closure. And then we certainly are welcome any questions or answers. And, in fact, as far as I'm concerned, I think as far as Dr. Hadler's concerned, we can probably keep this informal and you can ask questions as we go along.

Did everybody get a copy of ‑‑ we have five slides and then a question and answer text handout. Has that been circulated?

>> 

Yes, it has been and it's on the screen now of our Webcast.

>> Perry Smith: 

Okay, great. So what I'll do is just quickly run through the first five slides. Hopefully to give some context. And I apologize. I know that people in the Workgroup who know this material very well, but our thought was that there may be some people that are not informed about some of the basic information about CSTE and what we do in terms of notifiable diseases. So I apologize in advance if this is old information for some of you. But going to the second slide in the handout, basically CSTE is a professional organization. Our membership is well over 1,000 public health epidemiologists from all the States and Territories in the United States. Our organization is over 50 years old and has worked very closely for years with the Centers for Disease Control. And our major focus is the epidemiologic aspects of public health and trying to improve public health through the use of epidemiology.

CSTE has a major responsibility for maintaining ‑‑ developing and maintaining a systematic method for maintaining surveillance for reportable diseases. Historically it's been primarily focused on communicable diseases, but we also branch out into non-communicable diseases. And we'll go over some of the details in this presentation.

But, again, taking kind of the bird's eye view, our primary mission is to support the use of effective public health surveillance and good epidemiologic practice. And from those things, do training and capacity development, et cetera.


The third slide I'm not going to go into great detail, but it shows some of the lead people in CSTE for different activities that we're involved with in the informatics arena. And the reason I included this was primarily to give you a flavor for really a great deal of interest in CSTE and a lot of hard work by the members in the different areas that you see outlined on that slide.

For instance, we have a very active group that is involved with electronic laboratory reporting for public health surveillance. They meet by conference call monthly and have the majority of States on their calls, are very large and deal with very detailed issues and have moved things along nationally very effectively. But you can see that we also have groups dealing with other aspects there. And if you have any particular questions, you see the main lead contact people for CSTE listed there.

The fourth slide gets more, I think, to the topic that you asked us to talk about, which is notifiable disease reporting and surveillance. And basically when we talk about surveillance, there are different types of activities that fall under that umbrella. But I think what we're going to focus on today is the traditional public health function of following up on notifiable diseases that are regularly reported and are on formal reportable disease lists where individual cases get reported to public health and then public health staff interview the cases or collect additional information in order to promote prevention and control activities.

The second bullet calls attention to the fact that not all notifiable diseases are amenable to case definitions. Every State has a list of communicable diseases or reportable conditions, but also I think just about every State has outbreaks reportable. And many of us have passed regulations to make any unusual disease occurrence reportable in this age of bioterrorism and emerging infections.

So I was going through, for instance, I think the minutes from your last meeting, and the comment was made that our ‑‑ that the Workgroups end state goals should be automation of all relevant public health reports through electronic health records. And I think we probably all agree that that would be a great end state to be ‑‑ to arrive at. But I think we all need to keep in mind that human judgment is never going to be replaced by computers, and so what we want reported in public health will probably go beyond anything that a computer system or an electronic health record can do since judgment is always involved. And, again, I apologize if this is familiar to you, but running through it very quickly, the national reportable disease system is based on reporting that is typically to the local and State health departments with identifying information. Data is then reported to CDC by the States without personal identifiers in the current system.

CSTE each year approves changes to the list of nationally notifiable infectious diseases, and we'll talk about the process that occurs to do that.

CDC then develops a plan for implementing what CSTE recommends and sends letters to the State/Territorial epidemiologists each year about the change to the list of those diseases. Again we'll go into this list in just a minute.

Again, I just wanted to conclude kind of these introductory comments with my last slide, which just shows some of the activities that CSTE has been involved with regarding surveillance. We just talked about the national notifiable disease list, which generally we have a very formal process each year at our annual meeting through position statements where we add or remove diseases from that list.

We also are the organization nationally that formally addresses the case definitions for reportable diseases and passes those on as position statements to the Centers for Disease Control. But we do a lot of other things, as well. Just recently, we've been involved with CDC reviewing the data elements that are requested by CDC in their national reporting system, the national electronic disease surveillance system, because what's happened with computerization is ‑‑ and switchover of systems from the previous NETSS to NEDSS systems is that elements that were originally kind of optional or not required became required. And so we are formally going through a process with CDC program staff to review disease by disease what elements are really required? And which ones are optional in order to make a case reportable formally to CDC. So it's a laborious but important process that we're working on with CDC.

Another activity which you'll hear about in a little bit more is that CSTE does a national survey of States to keep a complete list of what's reportable and by what entities it's reportable, whether it's physicians or hospitals or laboratories, just trying to keep that up is not a simple task. And we'll go into that in more detail, especially if you have questions.

Another activity is the public health notifiable conditions knowledge base. We have a whole workgroup that is working with CDC very closely on trying to standardize not just case definitions and the format of them, but also standardize and reach agreement on codings, for instance, ICD-9 codes or SNOMED codes that should be used or could be used for reporting to public health. And, again, we can get into more detail if you want to on that.

And then lastly, there are other forms of surveillance that I know you know about, for instance, BioSense, that CDC has asked CSTE to consult with and to work with them on in terms of implementing these early detection systems or syndromic surveillance systems and kind of the use of administrative datasets for secondary analysis. So we're involved in lots of activities.

But I think the important thing to keep in mind is that it's easy to get kind of mix the different kind of surveillance up in our minds. And I think what we wanted to do today was to really focus on the core public health function, the first thing I talked about, which is the notifiable disease list, which Dr. Hadler I think is going to go into similar detail on. So that's kind of a quick overview of some of the activities that CSTE is involved in. Let me ask if there are any questions of people before we move on.

Okay. Hearing none, Jim, are you there?

>> James Hadler: 
Yes, I am. Can everybody hear me okay?

>> 
Yes, we can.

>> 
Yes, thank you.

>> 
Yes, we can hear you fine.

>> James Hadler: 
Okay. What I'd like to do is to go into a little bit more detail about the Nationally Notifiable Diseases Surveillance System. And I'm going to use the handout that you have, the questions and answers about public health preparedness and disease surveillance for part of that, even though it doesn't address everything I want to say because it was really prepared for another purpose, to inform people who wanted to know about the relationship between public health surveillance, public health preparedness, and BioSense. So it's not totally ‑‑ it doesn't totally address everything I want to address today. But I'll use that as a little bit of a basis.

But first a little bit of background that's not on the handout. And, again, I apologize to those of you who come from a local, State, or CDC surveillance background who may know all of this, but I realize there may be a few of you who don't.

First of all, as Perry said, there are multiple ways to conduct surveillance and it really depends on your objective disease reporting of individual cases, disease is only one. You may be aware of the Behavioral Risk Factor Surveillance System and other surveys. There's use of hospital discharge data for some things. Emergency department visit data has been extremely invaluable to do injury surveillance, for instance. Most States have tumor registries to deal with cancer‑related surveillance. And there are other methods, as well. Just focusing on disease reporting, disease reporting is uniquely good for acute diseases with relatively short incubation periods and for which there is a role for public health investigation and intervention at the individual level. I think that's extremely important to keep in mind as we continue to develop electronic ways to enhance this. 
But as Perry said, we may not be able to fully do what we are able to do with our current system. And such diseases would include syphilis, tuberculosis, some of the vaccine diseases, food-borne diseases, individual cases of disease suggestive of bioterrorism or things that have a potent or rapidly spread, like SARS. Or any outbreak of acute disease. I think for all of these, sensitivity and timeliness of the reporting system are critical. And to some extent sensitivity is what electronic surveillance is all about.

The individual case reporting is also used for monitoring the epidemiology and trends at the State and local level in a number of diseases of public health interest, even if there's no intervention at the individual level. And coming from Connecticut, certainly Lyme disease ‑‑ Lyme and other tick‑borne diseases fall into this category. We're obviously very interested in knowing epidemiology in trends of Lyme and tick‑borne diseases. For injuries of this nature, sensitivity of the system and timeliness are much more important. Consistency of the system is much more important than anything else as long as we can always measure the same percentage of the iceberg, we don't really need to measure the whole iceberg.

Then finally another background comment before getting to the question, some of the questions and answers, is it's important to point out that disease surveillance is important at the local health department, the State health department, and obviously the national levels. Each of us has other own objectives with surveillance and our own needs. They're overlapping but they're not necessarily identical. At the local and State level, clearly individual intervention is important. That's not usually very important at the national level. It's impossible to kind of micromanage and deal with individuals at the national level unless it's a single case of anthrax, for example.

At the State and national level, epidemiology and trend data is especially important because it's at those levels that most of the funding is developed, that national level or State level program planning occurs and to have data that can help with that and then to evaluate the effects of public health intervention, all of that is important. So that's, again, important to keep in mind. There's some somewhat different uses, depending upon which different of the three‑legged stool of public health you're in.

Turning to the handout, the questions and answers, I'm not going to go through the whole thing, but I want to focus on a number of questions. I want to start with the first one. What is the current system in authority for reporting an investigation of diseases and outbreaks of public health concern?

First point is the authority for reporting investigation is based in State law. We all have State laws relating to this. It's actually mainly a State function, much less a formal Federal function to ‑‑ where reporting comes and where investigation is done. And no matter what systems you set up in the future, as long as we have the State laws on the books, the State or local laws, State and local health departments are going to need to do that.

Secondly, each State has its own rules for what diseases to report, who should report and how to report. And although the disease list in each State are similar, they're not identical to another. States with more resources for data collection, investigation, or geographically local problems, again I'll use Lyme disease as one of those, may make one disease reportable that other States don't. And all States core critical diseases and outbreaks are reportable, as Perry said. And most of us, but not all of us, have all the nationally notifiable diseases on our list. But for some of them, we don't actually formally conduct surveillances. Which is interesting.  That I'll get into in the next question.

It's important to point out that healthcare providers, hospitals, and laboratories are all required to report in every State.

And, again, from a timeliness perspective, certainly selected conditions, including outbreaks of illness, possible bioterrorism, diseases that may be an index of bioterrorism, reporting is supposed to be by telephone to insure timely reporting and response. The telephone reporting function is a key thing. I know that public health surveillance system is an individual disease reporting system is thought to be passive, potentially slow, manual, incomplete. But also important to point out that actually it does have the most timely feature to it of any reporting system you can get, and that's the use of the telephone when the telephone may be necessary. And something I think that we'll never be able to totally dispense with.

It's important to point out that each State is redundant on call systems for receiving reports on nights and holidays and weekends.

And finally a report that's been another point to make is that each State is fully accountable for conducting its own investigations of diseases for which there's intervention. So for example, tuberculosis or suspect anthrax or outbreaks, to fulfill our statutory obligations, to assure the public health of our residents. So that's one set of points I wanted to just be sure everybody was fully aware of.

The second thing, just getting to the nationally notifiable disease system, and again Perry has touched on this, it doesn't hurt to hear some of this twice. The national disease and outbreak reporting system is a reporting system of States getting the with local health departments in some States, State health departments in others, but ultimately getting the disease information and reporting it on to the centers ‑‑ to the CDC. And although reporting to CDC from each State is technically voluntarily, the only mandatory is to the local or State health department, CDC does provide funding for disease control and as part of that requires reporting to them for which funding is provided. The reality is there really isn't any reluctance from States to report to the CDC. That really hasn't been an issue.

Then the final bullet here, through CSTE, States have formally worked with CDC for more than 50 years to determine which diseases should be nationally notifiable to CDC and what the standard definitions for surveillance should be.

Of course standard definitions have been important as they cross States it's relatively comparable and that national, also so that national level analyses are already sort of pre-adjusted for using the same criteria but don't have to be re-adjusted because one State has something ‑‑ uses a different definition than another.

As a result of this, of course there's the nationally notifiable disease list which can be modified annually.

Just to point out, just to reiterate the process that Perry touched on, the way diseases get added to the list is that resolutions are presented and discussed at the annual CSTE national meeting, which is very well attended by CSTE people. CDC can sort of introduce the idea of making something reportable and also the definition of what would be reportable, but actually they really have to have the CSTE sponsor the resolution. People can't really submit resolutions who aren't CSTE members. There is sort of a CSTE member assigned to work with them. They work out proposed definitions and resolutions in advance so they have the best chance of getting the best discussion and passing without having to spend all the time on fine‑tuning wording.

Each State has one vote when it comes to passing resolutions. The State epidemiologist or his or her designee is the person who votes for the State. You have to be present at the meeting to vote. It's important to point out that some proposals to make things reportable don't pass. Very notifiable one was chicken pox of about more than 20 years ago: chicken pox was introduced to be reportable in anticipation of a vaccine that took another 12 years to get licensed. It was really decided that this wasn't something that States could take on given the volume of reporting or the volume of chicken pox problem at that time none of us felt we had the resource to deal with individual case reporting. We recommended to CDC to give a lot of funding to a few areas, which they did. And that turned out to be an extremely effective way to do surveillance for chicken pox for a long time.

Just to get to the definitions, surveillance definitions, it's important, because this also gets into how you try to extract information from electronic medical records, the surveillance definitions are not necessarily the same as what a physician would use to make a clinical diagnosis and order treatment for a disease. So you can certainly have in a medical record somebody being treated for Lyme disease, somebody being treated for Diseases X, Y, or Z, or started on therapy for tuberculosis and ultimately it's not proven to be that or there's not enough data to know whether they really had the disease or not.

The surveillance definitions we use, we more often than not go for specificity rather than sensitivity. We want them to be accurate. To really pick up real cases of the disease. We don't necessarily care whether they're the most sensitive definitions. So that's one thing. So often we require laboratory confirmation or in the case of Lyme disease, something that's more distinctively Lyme or history of a tick bite. Rather you need to have a (indiscernible) to have a condition of Lyme disease. Unless you get that, if you get the 5 millimeter or greater diameter of lesion, that person is not counted as having Lyme disease. So sort of a challenge for trying to apply some of our case definitions to clinical records that may or may not be complete.

So let me see. There are some diseases, of course, for which sensitivity is extremely important, certainly diseases but potentially indicators that bioterrorism diseases, for which, like tuberculosis, that we want to know about every case and make sure they get onto directly observed therapy. Those are ones that have very sensitive definitions for. So depending upon the disease, the definition may be emphasize sensitivity or may emphasize specificity.

Turning to the next page, I'll skip the next question about will the function well for CDC. That should really be anted by somebody at CDC.

Has the current system been made better by using public health preparedness funding? I want to highlight a couple of points here. And this one is actually missing a key thing. I want to ‑‑ just moving to the second bullet, at the State level, requirement of funding has been to assure that certain diseases are reportable by providers and laboratories, by telephone at any time to each State. And there's also been a State laboratory diagnostic infrastructure that's been built. Important to point out that this means that some diseases are only confirmed at the State laboratory and that if you're ‑‑ in terms of considering data sources for to try to have as complete electronic system as possible of State laboratories become part of that because they're going to have results that hospitals and other medical records may not have or may not have for weeks or months until after a patient has been clinically diagnosed versus suspected of having a disease.

Also important to point out on the third point, third bullet is that some States have developed, piloted and evaluated their own systems and minimized the potential to miss initial cases of anthrax and smallpox and at least large outbreaks of any kind. This kind of gets into one of the systems, for example, that we have in Connecticut, we have a requirement for laboratories to report by telephone any blood isolate that initially looks like Anthrax positive rod so that we can know of a single case of anthrax much earlier than depending upon clinicians and laboratories to identify it. It may be possible to have systems that there's nothing in our electronic system that says anthrax to be able to key on, yet we already had that information in our hands. And that's something, again, that the telephone reporting systems and some unique aspects of our current systems may not be able to be improved upon or even duplicated.

Let me see another point in next bullet is we learned to work with our police and FBI units to report bioterrorism incidents. That maintains the proper chain of evidence. Certainly any aspect of any system ultimately is that in addition to extraordinary timeliness in some situations, it's also to make sure that that information gets to a level where the investigation that goes on can be done in a way to establish a chain of evidence. So it's kind of extreme timeliness in this case to make sure that there's the best possible chance that there's really something intentional about it, there's the ability to make an important case to deal with a perpetrator should a perpetrator be found.

Let me see. One thing that's missing in this list of bullets about the system to be made better is electronic reporting. It's an omission that wasn't as essential to this particular use of this questionnaire, but it's very important to point out, as Perry also pointed out, is that we all realize that the current system that's largely manual in many States and goes through the mail has for any disease that's not telephone‑reported potentially an unnecessarily long lag time to get information to potentially recognize and respond to problems. And there's also, of course, especially with laboratory reporting, the possibility that somebody may not be getting around to reporting something to us by not filling out a form. So that the issues of timeliness and possibly completeness of reporting are real issues that we recognize with our current system once we get away from the telephone.

And so that most of us have been very anxious to get especially electronic laboratory reporting and Web‑based physician reporting so that we can get as complete as possible laboratory reporting in case somebody is on vacation and somebody else forgets to fill out the forms. And so that we can get information in as timely a fashion as possible. And we really look forward to your efforts in that area because a lot of us have really struggled with trying to do this on our own. We don't really have as good an IT structure as many of us would be desirable. So a highly desirable endpoint hasn't always been achieved. I know Perry is in a State where they achieved a fair amount of electronic reporting, laboratory reporting, at least, and they're able to ‑‑ and they're able to do that.

Turn to page 3, just skip the whole BioSense section, you can read that on your own if you're interested, but getting to the limitations of the current system and how can it be further improved is kind of the last set of points I want to make before making a closing statement.

The current system that's been described as passive and manual and incomplete does have the strength when it works well, it is strong when it works well. It is the fastest possible system for recognition reporting and response. And it does have the ‑‑ and it does enable clinicians who recognize something unusual going on, even though they have only seen two possible cases of it to report, here's something unusual going on. And I kind of harken back to the erythema myalgia report that people recognized as a potential issue, the only thing they recognized (beeping) -- hello?

>> 
Sounds like somebody is dialing their phone. Please keep your phones muted while the speaker is making his presentation, please.

>> James Hadler:

Something like that where there was a newly recognized syndrome that was recognized by a clinician who reported it to the State health department and they immediately led to an investigation that resulted in a lot ‑‑ it is probably one of the great outbreak investigations in recent history, is something that could never have been picked up by anything other than an astute clinician because there wasn't anything to ‑‑ no key words to key on and no disease or syndrome to ‑‑ that had a pre-existing name to focus on.

Also important to point out that the current system, because it's based at the local and State health department level, and obviously you can't really skip the local and State health department level, has the resources onsite to rapidly investigate suspect problems of anything and get rid of all the background noise before they find something that's really important and that really is true and then report it to CDC as one of the things that's reportable to CDC for help that's needed. It's important to point out the limitations again. I already mentioned some of those. I recognize the problems that you all in your work are trying to help us overcome and that there's certainly issues of completeness of reporting, there's issues of knowing what to report. There are issues of manual manipulation of information, both the reporting and at the receiving end. And those result in substantial delays.

So I wanted to kind of then finish up with making a couple of summary points. And from my perspective, at least, ideally efforts to mine electronic record data should take into account the three levels of public health system to the extent possible, try to work to meet the objectives at all levels. It's critical to keep in mind the need for individual‑level investigation and who is going to do it. There's certainly needed intervention for some diseases. We need to get more data on other diseases, data that may not have been put in the medical record. And often getting additional information, you find out that actually the patient has something else and you can ‑‑ and that becomes part of the investigation, is clarifying whether the patient really has the possible disease that's been reported.

I think all levels of the public health system will benefit from anything that speeds up routine reporting of some diseases and that assures complete reporting of those diseases that really need complete reporting and that reduces the manual workload. I think electronic reporting and mining of electronic medical information does have the potential to assist surveillance by making sure some of the data comes in faster and assuring more complete reporting from at least laboratories.

It does face several critical challenges. And I think you may well be aware of those. But based on my experience and in talking with others, there may be many potential errors that may need investigation and correcting, particularly with physician reporting. There's certainly going to be false positives when a key word appears in a differential diagnosis, but it's only one of many possible diagnoses and then it's ruled out. And there's delayed information coming in that enables one to rule it in or rule it out. Certainly any aberration detection systems have been shown, at least in the city, to be although useful at times also produce huge amounts of false positive aberrations. And I think it got to the point where they're not even investigating most of them because it takes so much work to investigate false positives. And that's going to be a real challenge, how to make a system as sensitive as possible but also as specific as possible.

Important to point out, again, that another limitation is you can only capture the data that's entered, not the data that's not entered. So, again, some diseases could be followup regardless, even if the intervention isn't contemplated.

And then, finally, just to reemphasize that I think we won't be able to improve on telephone reporting for timeliness or observations of an astute clinician to identify some outbreaks; but on the other hand, I think there's a lot of potential to enhance our objectives through electronic and data mining.

So those are my comments. And I'd be happy to take any questions, especially on the issue of case definitions or what's on the disease list or anything else.

>> Kelly Cronin:
This is Kelly Cronin.  Thank you very much for two excellent presentations.  We have talked, in our previous meetings, about the need to have more perhaps uniformity, or consistency, with the way that cases are defined so that we may be able to incorporate some common requirements into the electronic health record certification process so that as we try to engage the health IT industry in helping public health and enabling case reporting, that we do have some way of specifying what those common requirements are. And I think your presentation was really helpful in trying to understand, you know, how much work has already been done to try to get standardized definitions, but then how might we be able to consider that in coming up with recommendations related to the certification process. 

But I think one of the realities is there might be, even with some standardized definitions there still might be a fair amount of variations from State to State in the reporting of notifiable diseases or cases. And I'm just wondering what your thoughts are with, how to sort of take what's required in current law and that variation that does exist across States and, understanding that, how do we then try to work with industry as a whole in a certification process that applies to all ambulatory and inpatient EHRs to try to advance not only automating, you know, case reports that could be done with existing data fields, so data fields that are realistic. And then perhaps also down the road, how could we be looking towards decision support to be prompting clinicians to consider case reporting and then they could be using their judgment and continuing the process, if necessary, to actually do the report. 

>> 
Yeah. Now, those are, those are excellent questions. I think it certainly may be possible in future data systems, or making modifications to current data systems to have prompts about reporting when people use certain key words. Certainly they will use their judgment as to whether they have to report or not. And certainly if there is a way, you know, to even tie in a basic case report form, not one that gets a lot of the extra information but gets the, at least the key demographics in locating information of the patient so that, which is what we, kind of the core elements for every case report, and then of course we get additional data on those case reports that we decide are important to get additional data on or we are going to followup anyway because we're going to do some intervention. But to potentially be able to have a prompting message and/or, and even possibly a case report form popping up, or a link to a case report form to make it a lot easier that might even be partially automatically populated would be, you know, could be a huge enhancement to reporting, I think. 

We did for a while, in Connecticut, ask laboratories, and they did for a while at least send out a case report form with more detailed information. Whenever they had a finding that indicated possible Lyme disease infection, they would send out a case report form with it. And we increased the number of, we almost doubled the number of reports we got during that time period. But eventually they decided it was too costly for them to do that so they stopped doing that.

It is just an example of how one could get more complete reporting and get reminders to report. 

I imagine you all might have all thought of that as well, but those are some quick thoughts that come to mind. 

Your first question, I'm ‑‑ I don't know if Perry remembers and wants to handle. 

>> John Abellera: 
This is John Abellera. I think, you know, as far as some of the closing that I wanted to sort of bring to this table really talks about some of the projects that CSTE is engaged in now and hopes to build on. I think one of the things we are very interested in how this information is presented and the variability among States. And when we think about some of the past CSTE surveys that we have conducted, you know, we have published in two ‑‑ publications, one in 1989 which looked at the mandatory reporting of infectious disease by clinicians and by jurisdictions. And then also in 1999 mandatory reporting of diseases and conditions by health care professionals and laboratories, again by the various jurisdictions. Since then what we have done is really provided a queriable database on CSTE's Website that allows users to query the specific information. We have updates in 2001, 2004, 2005, and plan to do one again in 2006 which will take place beginning of December, again, presenting reportable conditions by jurisdictions. 

One of the things that we have done with this particular update, which, this project is entitled State Notifiable Conditions Surveillance Queriable Database, is just really one of two projects that we intend to really showcase the types of information that is being asked to be reported. And, you know, so the attributes for the queriable database include the condition itself, the jurisdiction, the reporting entities, which mainly include hospital, laboratories, physicians. And then we also have the other entities, which is really not specific but in some cases can include, say, long‑term healthcare facilities. And then we also decided to include other attributes such as other requirements for reporting, for instance if it was related to an outbreak or work‑related. And then finally I think, which really gets into the heart of what your first question is, does it relate to the CSTE case definition and our States using that when reporting. 

The process for this, really ‑‑ well, again we are planning to conduct this in December and plan to do this every year in mid-November. And the idea that we perform this just before the beginning of the new calendar year is to get an idea of what conditions will be reportable, for instance, in 2007. We plan to do this quarterly and on a trimester basis. But really the attempt, the goal for us is to move towards real-time updates, where States can share this information and that we can provide this information to users in real-time. I think when we talk about the nationally notifiable diseases and the utility of the queriable database, really has many functions. And number one, it will allow users, public health practitioners, laboratory staff and physicians, to query and present a visual matrix of specific notifiable conditions by reporting jurisdictions. And then, second, illustrate how many really false CSTE case definitions to see if there is variability. And then third, this is a new process for us, but we are planning to validate sort of reporting requirements for the MNDSF MMWR each January, and this is something that we're trying to work out this process with the folks at CDC. So we think this particular project has a lot of utility for this group and for public health in general. 

And then second, which I'll not really get into, but if the public health notifiable conditions knowledge base, which really will expand on this queriable database and allow this, for machine to machine operation and will include similar attributes such as jurisdiction, standard codes, which includes ICD-9, LOINC and ‑‑ codes, case classification criteria. And that also includes the time period for reporting and then dates that are effective for reporting. 

>> Perry Smith: 
This is Perry Smith, and if I could just jump in here. Thanks, John, for those comments. 

I just wanted to make a couple of points, and then we can take some more questions. I know we are doing a lot of talking here. But I wanted to just stress there are, or call attention to two things. One was, when we talk about standardizing national case definitions or national surveillance, I think the question was about all the different reportable conditions and the differences State to State. And the point I would make is that, yes, that's a problem in the sense that a laboratory or a reporting entity has a complicated job trying to figure out what's reportable to whom. 

That's one type of standardization challenge. But another one would be, to say that even if we had one national standard, in other words the same diseases were reportable no matter what State you were in, I think it's important to keep in mind that based on Jim Hadler's comments, as he pointed to great detail, that I don't believe that an automated system could ever do all that is done right now with case reporting. I look forward to the day when electronic health records are a standard and they can generate case reports to public health. But I don't think there will ever be a way to standardize electronic health records and case definitions in such a way that a computer will be able to determine whether or not they meet a national case definition. There is still going to be human involvement. But I think that, you know, we have a lot to gain by using the development of the electronic health record to promote the public health reporting. So we are definitely supportive of this effort, but I think the point I'm making is that, as you have heard, surveillance ‑‑ there are many different types of surveillance and many ins and outs that are, not all these needs are going to be met by automation. 

The second point I would make would be that, as I understand it, CSTE has been invited to sit on the Workgroup, or to continue to have these discussions with you. And we welcome that opportunity. I think that, as you have heard, CSTE has a lot of, we have a lot of stakes in national surveillance and would like to see the development of the electronic health record and standardized case definitions where they will promote reporting to public health, is definitely in our interest. So we welcome that opportunity. 

>> Kelly Cronin: 

That's great. I mean, we really would very much appreciate having your permanent involvement in this Workgroup moving forward. And I think we touched on a lot of the complexity today in trying to figure out how to use the electronic health record, and down the road network services to enable reporting to local State and Federal authorities. But in recognizing that there is currently a fair amount of variation, and certainly automation is not going to be the cure‑all to some of the problems in the system. There are some significant opportunities. And part of the complexity, I think we need to grapple with over the next few months, is how to figure out a path forward where we build on perhaps some requirements for electronic health records that at least advance us in the near‑term with some automation of reporting that we think is going to be desirable and feasible. And then down the road, how do we sort of look at the EHR as a tool as it becomes more sophisticated to, through prompting and physician support, and more complicated set of data with more structured vocabulary, how do we use that as a tool to really fully enable various types of reporting. 

But that really will depend on the clinician input and, even feedback, and could incorporate feedback from public health. So I think we should be thinking broadly as we look down the road. But there is also probably some short‑term opportunity that we need to just get started with. 

And it is not so much that I think we have a national orientation but it is, we have to recognize that EHR vendors are not necessarily going to be sensitive to local or State needs when they are developing a product to market within a country or perhaps across multiple countries.

>> 
Yes, we entirely agree. And we are aware of that, and so we welcome this opportunity. I think we are in complete agreement. 

>> Kelly Cronin: 

Okay. Great. Well, I'm sure we will get into better conversations before we actually get to drafting some recommendations to figure out, you know, how we can all work together to refine this. And I think, you know, it is obviously going to be a longer conversation down the road, too, but I know that at least John Lumpkin and Chip Kahn have expressed a desire to move forward with what we think would be good opportunities in the near‑term in January.

>> 
Great. 

>> Scott McNabb: 
This is Scott McNabb in Atlanta. I'm on the call for Ed Sondik. I directed a vision that received the reports from each of the State reporting, each of the ST ‑‑ CSTE groups. And I wanted to sort of commend both Perry and Jim and also John for really an outstanding presentation. You guys did a great job. 

>> 
Thank you. 

>> 
Yes, thank you. 

>> 
Hopefully we did, we were not totally repetitive to what everybody already knew. 

>> Kelly Cronin: 

No. No, we haven't gotten into in this depth, in our depth yet. So I think ‑‑ I cannot speak on behalf of the Workgroup members but I think from ONC's perspective it was really valuable. So thank you. 

>> 
This is ‑‑ Kelly, is this a time for questions? 

>> Kelly Cronin: 

Sure, absolutely. 

>> Rick Heffernan: 
This is Rick Heffernan from New York City. I think this call and the last call, which I missed, have gotten into some nitty‑gritty details. And one of the things that strike me is, so many different standards out there. Should this Workgroup and AHIC be identifying some central repository where people could go to get, you know, the information they need, you know, from the case definition, to the data transmission standard to, you know, the vocabulary, et cetera. I get confused when I'm trying to figure out where to go to for, you know, the standard information, the latest version of the approved standard. 

>> Kelly Cronin: 

You know, that's a great comment. And I think it's probably something we should consider as a potential recommendation when we talk about them in more detail in our next call. 

I mean, I hear that from the healthcare perspective, too, so I think it is probably an issue that warrants more consideration and things like it's a really concrete action that could happen. 

Does anyone else have any other comments about that or questions for CSTE representatives? 

>> Brian Keaton: 
This is Brian. I'm just trying to formulate this in my mind. I'm not a techie. I'm a clinician. And I'm also involved from a RHIO standpoint. And I'm trying to envision in my own mind where we gain strengths by routing some of the surveillance reporting, the case reporting through the RHIO, is that, may or may not exist in an area, as opposed to pulling the data from individual healthcare providers and individual laboratories. I would like to hear comment on that. 

>> 
Are you asking CSTE to comment? 

>> Brian Keaton: 
Yes. 

>> 
Okay. I ‑‑ maybe some of the others, other ‑‑ Jim or John would want to comment, too. I'm not sure that I would take a stance either way. I mean, I think it could work either way. The responsibility for reporting is obviously with the provider, whoever ‑‑ or the entity that has and collects the data by, in a sense, putting an intermediary in between by asking the RHIO to do the reporting, you ‑‑ I could see that that might undermine the authority for public health to get the information and may be confusing to clinicians who will, you know, say well, my RHIO is going to take care of that. That's not my job. 

Whereas, and I ‑‑ virtually every State it is the laboratory or the hospital or the clinician whose responsibility it is. So from that standpoint, it might be a disadvantage for public health to have a RHIO do the, submit ‑‑ be the submitter of the data. But practically speaking, I think it could work either way. Because if the hospital or the lab contracted with the RHIO, and the MOU with the RHIO was that they would do the reporting, but the ultimate responsibility stayed with the, you know, with the laboratory, public health, I think ‑‑ I think it could work either way, is kind of the bottom line, just on first blush thinking about it. But I would be concerned about absolving the provider of any responsibility. That could be a down side. 

>> James Hadler:

Right now ‑‑ this is Jim. I mean, I think the mechanics of it don't make that much difference. For example, hospitals have their ICPs do a lot of reporting on behalf of the hospital. And certainly having somebody, some designated, whether it is inside or outside entity do the reporting, from our perspective, doesn't make any difference. I mean, the ultimate responsibility is with the person who is supposed to report, as Perry says, because that's what the law says. And how they do it is up to them to figure out how they do it. 

I would just want to make sure that, especially if there was an outside intermediary involved, that the timeliness issues for anything that was, for which timeliness is really critical, and obviously there's some things for which it is not as critical as others, that the timeliness issues would be ‑‑ timeliness in reporting would be compromised by going through an intermediary. 

>> Brian Keaton: 
The argument that I've heard as we've tried to work on this is that hospitals are making substantial efforts to link any data point role into any real mechanisms. And they are not necessarily devoting those kind of resources to be able to directly connect to their local public health or their State public health in that way.
 

>> Kelly Cronin: 

Yes, I think ‑‑ we might want to talk to Shaun Grannis and others from Indianapolis who have tried to figure out the architecture and the data flow to public health using their existing network, which seems to work well for them. 

And I think in general, when we have talked in the past about how to mobilize date from clinical care for biosurveillance, it's been sort of ‑‑ we have not really been mindful of the process of case reporting. And perhaps as we talk about this moving forward, we need to think about how the data flow needs might be, or the data flow, or the process might be slightly different for case reporting versus ‑‑ reporting and biosurveillance. And you know, if one requires more potentially clinical judgment at the point of care, it could be quite different from just getting information out of systems that is ready to go that could be used for, you know, analysis on an aggregate level. 

But it seems like when we talk about the business case in particular, which we have focused on recently for health information exchange, there is probably a variety of scenarios we need to think about within that context to meet the various needs of public health because it's, case reporting will be just one of many aspects that we will need to enable. 

>> Brian Keaton: 
Again, I didn't ‑‑ say I had the answer, just the question. 


>> Kelly Cronin: 

Well ‑‑ 

>> 
Well it is a good question.
 

>> Kelly Cronin: 

Are there any other questions from Workgroup members? 

Okay. Well, thanks again to everyone who presented today. I think we have had some really very substantive recommendations that will give us a lot more food for thought as we start to think both in the short-term and longer-term about all these issues. 

I just want to point out that, in the outline of recommendations that we shared with the Workgroup, that we noted that we have not heard that much testimony yet on adverse event reporting and response management. And for us to really understand the current environment and everything that is a funded activity or a real program at various levels of public health, we probably ‑‑ it probably would be helpful to the group to get a better handle on that before we start thinking about recommendations. So if any of you have ideas on what we should be hearing about we can start, staff can start to line that up for our next meeting. 

And in the meantime, we will also hopefully start work over the next six weeks to come up with recommendations in the areas we feel like we have enough information, so we could plan to advance those in late January. 

And I also wanted to point out that we don't yet have a late November/early December meeting scheduled, although December 8 is looking like the best date at this point. So we will be sending out some followup correspondence to make sure that that works for most of you. 

We think if we wait all the way until January we are perhaps going to lose our momentum and good progress that we have had over the last two to three months. The holidays will be an extended period. Some of our brain cells will not be sort of fresh next year as we re‑engage in all of this. So I think to meet potentially December 8 would be a good idea.

>> 
And we might also start that meeting a little earlier, if possible. 

>> Kelly Cronin: 

Yes. 

>> 
Around 11. 


>> Kelly Cronin: 
It is starting ‑‑ a looks like for a few folks, 11 a.m. would work best, so we will follow up with you shortly on that. 

And I think as Chip Kahn already mentioned, we are working on a broader scope and a broader charge going beyond real-time public health surveillance and emergency response. And again, that's not to say that in the next three to five months we need to be jumping right into that broader scope that will encompass other aspects of population health. But it is just noted by many people that are involved with the community, and really people across HHS, that there is a need to address population health issues more broadly. So this Workgroup will be the primary home for that effort, and over the next year we will likely be embracing these broader issues. So you will hear more from us in the next Workgroup meeting on that.

And then another item that we need to do in preparation for the next meeting is to think about the top 10 public health reports that we should start considering for requirements for health IT. We talked about this in previous meetings and had alluded to it in our vision. But we have not really had a lot of engagement yet. I think North Carolina may have done more and did get back to us with some ideas on what would be the top 10 report we could start with in terms of requirements or certification criteria for EHRs and getting standard harmonization around those.

But we would like to hear from all Workgroup members. And now that we have had much more information to work with from CSTE, hopefully we will able to have a more informed discussion around that during the next meeting. 

So are there any questions from any Workgroup members or any comments about the Workgroup meeting today or the one that is planned? 

>> Brian Keaton: 
Kelly, this is Brian. I just wanted to let you know that as we move forward with the more technical aspects of this, I'm going to have Ed Barthell play a bigger and bigger role just because of the time constraints that I'm under as ACEP President and some of the stuff that's going on there. 

>> Kelly Cronin: 
Yeah, we figured you were going to have a huge amount on your plate this year as president. So, Brian, we appreciate you just staying engaged. And Ed, as you know, was a tremendous help with the Data Steering Group. And any involvement that, or any kind, you offer us would be very much appreciated. 

>> Brian Keaton: 
Okay, great. 


>> Kelly Cronin: 
Okay. Well, I guess that's it for today. Thanks, everyone, again for their presentations and good discussion. And we will be in touch soon. 

>> Kelly, do you want to give people a minute for public comment? Just for ‑‑ 


>> Kelly Cronin: 
Oh, yes. Yes, I'm sorry. 

>> Matt McCoy:

‑‑ follow the rules here? Okay. Same as we usually do, if there is anybody who is listening, you will see very shortly ‑‑ there it is now ‑‑ instructions on the Webcast for calling in and making a comment. And if you have some folks call in during the course of this meeting, just press star one on your phone and we will wait about 30 seconds to see if anybody calls in. 

Doesn't look like anybody is calling in today. 

>> Kelly Cronin: 
Thanks, Matt. Thanks, everybody. Happy Thanksgiving. 

>> 
Bye now.
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