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PURPOSE OF MEETING
The purpose of the meeting was to clarify the steering group’s specific, short term scope of work and to begin the process of refining the preliminary minimum dataset (MDS). 
A very full agenda was presented for the 2-hour meeting and the group was not able to consider all items. 
KEY TOPICS
1. Results of Polling Steering Group Members on Functional Areas to Include in     

     Scope of Work
Following the July 7 meeting, the staff prepared a list of 27 functions used in the Public Health Information Network Preparedness project (Loonsk et al., 2006), categorized as early event detection, outbreak management, connecting laboratory systems, countermeasure and response administration, and partner communications and alerting. Steering group members were asked to indicate whether each function was (1) within the short-term (1 year) scope of the group, (2) within the long-term (2-3 years) scope of the group, or (3) out of scope. The staff presented the results, based on the responses of 7 of the 11 members. 
A lengthy discussion revealed that members interpreted the instructions for and purpose of the task differently. They were not working from common definitions of terms. (See the summary of the July 7 meeting on the need for a glossary.) There were also different understandings of the extent to which notifiable disease reporting or Web-based reporting systems should be included in the concept of clinical data “flowing” to public health officials. The charge to the group that a MDS involved getting existing clinical care data out of clinical care sources to public health officials was reiterated. 
The issue of the extent to which the group should be concerned with standardization was raised. (The staff responded that the Health Information Technology Standards Panel had that responsibility.) 
Decision Point Early event detection functional area: Members eventually agreed that the first three functions in the early event detection category were within the short-term scope, and numbers 4 and 5 were not in the scope of this group: 
1. Secondary use of clinical care and other health-related data for early identification of public health events (added as a result of the argument that Functional Areas 2 and 3 were dependent on this function)
2. Reportable disease case reporting from clinical care via the Web and 24/7 call-reporting systems with triage of disease urgency

3. Situational awareness of the size, location, and spread of a health event using secondary use data and case reporting.
Functions 4 and 5 on the list were agreed to be out of scope.
The Co-chairs decided that before moving ahead with the discussion of the four remaining categories, members should be polled again, this time with a set of instructions, definitions, and assumptions to be provided in part by Perry Smith.
Staff Action Item #1: Work with the Co-chairs and Dr. Smith to distribute instructions, definitions, and assumptions and to repoll members on the functional areas to include in the steering group’s scope of work.
2. Testing Preliminary MDS with Five National Planning Scenarios
Following up on a decision at the July 7 meeting, The BDSG  selected a small group of public health officials and asked them to consider the adequacy of the preliminary MDS applied to five national disaster planning scenarios. Dr. Edward Barthell and Laura Conn were tasked with leading this effort. The scenarios were:
Scenario 3: Biological Disease Outbreak – Pandemic Influenza

Scenario 10: Natural Disaster – Major Hurricane

Scenario 13: Biological Attack – Food Contamination

Scenario 7: Chemical Attack – Nerve Agent

Scenario 11: Radiological Attack – Radiological Dispersal Devices

Although there was not time during the meeting for Dr. Barthell to describe how the selected   experts  conducted the analysis, he reported on the results of the ad hoc group’s responses for three of the six categories of data in the preliminary MDS: institutional, daily facility summary, and patient demographic data. (A PowerPoint file e-mailed to participants a few minutes prior to the meeting listed the primary data elements in each of six categories.) He noted that institutional data do not change rapidly; therefore, only an institutional identifier may be necessary. Members generally agreed that information in addition to the number of licensed beds was required to identify resources – for example, not only the number of available beds but their distribution in medical, surgical, intensive care units, pediatric units, emergency department capacity, and the number of negative pressure rooms. The identification of any system problems such as power failures or communications problems also would be necessary. 
One member directed the group’s attention to the official charge of the steering group: The specific charge of the Biosurveillance Data Steering Group will be to identify the requirements for data from ambulatory care, emergency departments and laboratories necessary for multi-jurisdictional biosurveillance programs. There is no mention of inpatient facilities in the specific charge; however, most of the discussion and work to date has focused on hospital data. It was noted that most ambulatory care providers were not equipped to participate in a biosurveillance system.
A discussion of the data elements to be included in the patient demographic dataset indicated considerable interest in including school and work zip codes in addition to zip code of residence. One member pointed out the importance of capturing temporary addresses as well. There was general agreement that the zip code data would be useful in identifying outbreaks; however, these data elements are not typically collected at the point of patient contact.

The discussion moved to the elements of a clinical dataset. Dr. Barthell reported that the  ad hoc group had considered the appropriateness of filtering out for certain diagnostic groups, mainly those specific to psychiatric conditions and HIV. No recommendations were made and the steering group made no decisions about filtering. 
Discussion of another patient clinical data element suggested capturing a nursing  triage note would be more useful than the “chief complaint.” 
Decision Point: Although the group finally agreed that the presence of a fever should be included in the MDS, there was not sufficient time to reach agreement on the inclusion of other vitals measurements such as pulse ox. . 
A lengthy discussion ensued concerning the type of surveillance currently in place in public health agencies. According to one member, most public health agencies have daily telephonic contact with emergency departments during which they inquire about unusual events. Or they can implement such in case of an emergency. Other members believed that medical care personnel find such systems inefficient and burdensome, with the purpose of a biosurveillance system being to replace those systems based upon personal and direct communication. Although the discussion was truncated due to time constraints, the comments indicated that members differed widely on the interpretation of the group’s charge – were they to build upon or replace existing systems.
Finally, a participant pointed out that the lack of agreement on whether (and what) vitals data should be included in the MDS indicated the need to conduct an evaluation to determine to what extent the acquisition of vitals data is worthwhile. 
Decision: There was agreement to recommend that an evaluation be conducted to determine to what extent the acquisition of vitals data is worthwhile. 
The time allocated for the meeting was running short and Dr. Barthell was unable to finish his report, leaving the decisions on vitals data and the discussion of laboratory/microbiology, and  radiology  data elements for another meeting. 
3. Health Information Technology Standards Panel (HITSP)-TC 
Eileen Koski gave a brief update on the work of the HITSP-TC, saying that several new subgroups had been formed, one of which is to investigate the feasibility of migrating ELINCS from HL7 v2.4 to v2.5. The Electronic Health Record Group is making progress. It is important for the Biosurveillance Data Steering Group to coordinate with HITSP-TC and to avoid duplication of efforts. 
4. Next Steps
A meeting is scheduled for Tuesday, August 8, 2–4 p.m. EDT. Tasks include repolling group members to finalize functions for inclusion in the short-term scope of work, completing the review of the results of testing the preliminary MDS against the five disaster scenarios, and beginning the feasibility assessment.

 An all-day meeting is tentatively scheduled for August 18. 
Public Comment

There were no public comments. 
SUMMARY OF RECOMMENDATIONS AND ACTION ITEMS

Although the steering group did not consider all agenda items and reports, several decisions were made.
It was agreed that the first three functions in the early event detection category were within the short-term  scope and numbers 4 & 5 were not in of scope of the group: 
1. Secondary use of clinical care and other health-related data for early identification of public health events 

2. Reportable disease case reporting from clinical care via the Web and 24/7 call reporting systems with triage of disease urgency

3. Situational awareness of the size, location, and spread of a health event using secondary use data and case reporting.

Staff Action Item #1: Work with the Co-chairs and Dr. Smith to distribute instructions, definitions, and assumptions and to repoll members as to the functional areas to include in the steering group’s scope of work.

Decision: There was agreement to recommend that an evaluation be conducted to determine to what extent the acquisition of vitals data is useful for the MDS.

Decision: Although the group finally agreed that the presence of a fever should be included in the MDS, there was not sufficient time to reach agreement on the inclusion of other measurements  such as pulse ox. . 
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