October 31, 2006

The Honorable Michael O. Leavitt
Chairman

American Health Information Community

200 Independence Avenue, S.W.
Washington, D.C.  20201

Dear Mr. Chairman: 

In May 2006, the American Health Information Community approved a recommendation from the Biosurveillance Workgroup to form a Biosurveillance Data Steering committee to address specific issues described within the recommendations.  In June 2006, the Biosurveillance Data Steering Group (BDSG) was formed and was given the following specific charge: 

Specific Charge for the Workgroup: The specific charge of the BDSG will be to identify the requirements for data from ambulatory care, emergency departments, and laboratories necessary for multi-jurisdictional biosurveillance programs. These requirements will build upon previous work completed by the AHIC Biosurveillance Work Group and the Health Information Technology Standards Panel Biosurveillance Technical Committee (HITSP-TC). Recommendations that specify these requirements will also refine and supplement the work of the HITSP-TC.

The Workgroup’s deliberations highlighted a number of key needs that must be addressed to meet the group’s specific charge, including the following:
· Define a Minimum Data Set needed to support key health functions between local, state and federal jurisdictions for biosurveillance.
· Determine feasibility and filtering requirements for the recommended Minimum Data Set.
This letter provides both context and recommendations for how these issues can be addressed to enable the transmission of ambulatory, emergency department, and lab data from electronically enabled health care systems to public health systems.

BACKGROUND AND DISCUSSION
The American Health Information Community (AHIC) Biosurveillance Workgroup identified a Minimum Data Set (MDS) to be used in data collection for biosurveillance and public health reporting. The MDS is needed to meet the key biosurveillance and public health functions, including initial event detection, situational awareness, outbreak management, and response management. The Biosurveillance Data Steering Group (BDSG), formed to address the specific charge listed above, was in response to the AHIC recommendations in May 2006. The BDSG membership represents experts from local, state and federal public health agencies and clinical care. 
The BDSG coordinated their efforts to coincide with those of the Health Information Technology Standards Panel Technical Committee on Biosurveillance (HITSP-TC).  To guide the workgroup’s deliberations and process, the BDSG identified a nomenclature and glossary of terms that provided a working language that can be used throughout the public health community regarding biosurveillance. Data requirements for multi-jurisdictional biosurveillance were determined based on an iterative process that was validated by case studies and expert opinion.  

Through the analysis of biosurveillance use cases and public health scenarios, the BDSG identified additional data elements needed that had not previously been identified by HITSP-TC or the Biosurveillance Workgroup. 

During the identification and analysis of the MDS the BDSG established a set of Preconditions (see Appendix A) that the BDSG considered as guiding principles and assumptions when determining which Minimum Data Set (MDS) elements would support public health preparedness (see Appendix B). 

The BDSG identified five (5) representative scenarios from the comprehensive list of 15 Homeland Security National Planning Scenarios (see Appendix C). The selected scenarios encompassed a wide range of situations that could be used for biosurveillance and test the validity of a Minimum Data Set (MDS). The BDSG also identified several key functional areas and reached consensus on which of these functional areas are in scope and shall be carried forward for the analysis of the identified MDS (see Appendix D). The BDSG solicited input from public health experts to identify the data elements needed for the selected scenarios and performed a gap analysis against the identified MDS. The key functional areas that were identified to be in scope for multi-jurisdictional biosurveillance were then applied and the group performed a ‘crosswalk’ analysis between the MDS and the selected scenarios.

Following the identification of the MDS based on the selected National Preparedness Scenarios, the Biosurveillance Data Steering Group solicited expert testimony from across the nation in order to determine the feasibility of this Minimum Data Set. With this input, the BDSG then refined the MDS by identifying feasible as “Could the data element be transmitted electronically by 25% of reporting facilities with currently available resources in the: short term (< 1 year), longer term (1-2 years) or not feasible (>2 years)?

Expert opinion, implementation guidelines, and current practices guided the BDSG to identify elements (or their components) with potential for  “filtering” based on criteria set forth by the group. For example, an element (or a component thereof) may be filtered because it is not essential for public health functions, or is too sensitive to share for the purposes of biosurveillance. The BDSG, while making these recommendations to the Biosurveillance Workgroup, was careful to consider the balance between the needs of these multi-jurisdictional biosurveillance programs and the highly sensitive areas surrounding public health. Collectively, the feasibility and filtering determination process helped refine and guide the MDS to its present state.

RECOMMENDATIONS

I.
Minimum Data Set
A minimum dataset is necessary to meet the specific charge to obtain data in a biosurveillance program to enable key public health functions including initial event detection, situational awareness, outbreak management, and response management. 
Recommendation 1.0: The Secretary of the Department of Health and Human Services should adopt the Minimum Data Set to guide data collection in biosurveillance programs that involve the simultaneous sharing of clinical data from health care providers to authorized local, state and federal public health agencies.  (Details of the Minimum Data Set are provided in Appendix A)

Recommendation 1.1:  By September 2007, the U.S. Department of Health and Human Services, in collaboration with state and local governmental public health agencies, should work with clinical care partners to implement the short term Minimum Data Set and enable simultaneous data access to local, state and federal public health entities for biosurveillance purposes.  

Recommendation 1.2:  By March 2007, the U.S. Department of Health and Human Services, in collaboration with state and local governmental public health agencies, and clinical care partners, should evaluate implementation models, costs, and determine availability of resources and establish a plan to effect a short term Minimum Data Set implementation.

II. Filtering of the Minimum Data set
The BDSG considered the issues of filtering data coming from clinical care to public health along two axes – the first to ensure confidentiality and privacy protections for consumers of healthcare and the second to share only clinically relevant information in order to enable the public health functions of biosurveillance.  For the purposes of biosurveillance, filtering was defined as “patterns (masks) used to either select or deselect data. Within the reporting facility, where all data are compared to the filter, only those data matching the filter criteria will either be transmitted or withheld, respectively.” 

Recommendation 2.0: Public health agencies and partners who implement the short term Minimum Data Set should filter out some components of the following data elements as appropriate:  date of birth, age, zip code, diagnosis/injury code,  and laboratory test/procedure codes (Details of filtering are included in Appendix  A).  

III. 
Program evaluation

The Biosurveillance Workgroup recommendations include strategies that build on existing programs and capacity in local, state, and federal health departments to implement a biosurveillance program to transmit data from electronically enabled clinical care settings across the country simultaneously to local, state, and federal public health agencies, as feasible. Clear, measurable metrics are needed to guide the implementation, monitoring, and evaluation of this effort in the short and long term. Program evaluation should be designed and implemented by public health officials experienced in biosurveillance programs.  
Recommendations 3.0:  CDC should, no less than annually, involve local, state and federal public health agencies and clinical care partners, in an MDS monitoring process for biosurveillance usefulness and make appropriate modifications as evidence develops to support such modifications. 

These recommendations are supported by information obtained through research and testimony to the Biosurveillance Data Steering Group, which is contained in the supporting documents available at http://www.hhs.gov/healthinformationtechnology/.

Thank you for giving us the opportunity to submit these recommendations. We look forward to discussing these recommendations with you and the members of the American Health Information Community.  

Sincerely yours, 

Sincerely yours,
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Arthur Davidson

Martin LaVenture


Co-chair, BDSG

Co-chair, BDSG
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