
PURPOSE OF MEETING
The purpose of the meeting was to continue the discussion of the “preconditions” document, review the written testimony on the feasibility of the Minimum Data Set (MDS), and discuss the feasibility of and need for filtering of each element in the MDS. 
KEY TOPICS
1. Meeting Summaries
It was moved and seconded to accept the summaries of the July 26 and August 8 meeting as official minutes. The motion passed unanimously. 

2. Continuing Work on the Draft “Preconditions” (assumptions, definitions)

Following the September 5 meeting, the co-chairs and staff continued to work on the preconditions and assumptions draft document.  Co-chair Art Davidson reviewed the rationale for the additions and changes in the version distributed immediately prior to the meeting. The Preconditions for Deciding on Minimum Data Set Elements now consists of 16 preconditions. In terms of the specific preconditions, members asked that the point concerning “no new effort” in precondition number 3 be modified to incorporate the understanding that although additional data entry may not be required, existing data may not be available in the required format, making additional effort necessary. It was noted that this issue is related to the on-going work of HITSP. HITSP is identifying standards for the near future, but is not mandated to address implementation.

Members also raised questions about precondition number 8, asking that consideration is given to the time required for filtering. Each item that is filtered will affect transmission time insofar as it increases the amount of time the data have to be worked on at the source. Another member objected to the term “method,” suggesting the substitution of “approach.”
Preconditions numbers 10 through 12 were adapted from the NACCHO statement. The issue of cross-jurisdictional sharing was raised (#10) and the term “authorized jurisdictions” was suggested. The concept of sharing was modified to “enable sharing” in order to make the point that public health officials would determine what and when information was to be shared with clinicians.  Real time was modified to “near real time” in #13. The co-chairs and the staff will continue to work on the draft. 

3. Testimony on the Feasibility of the Draft MDS
Three individuals were invited to and submitted written testimony on the feasibility of the MDS. They were: Jason DuBois, Vice President, Government Relations, American Clinical Laboratory Association (ACLA); Bill Stephens, MD, Tarrant (Texas) County Advanced Practice Center (APC) Final Report; and
Ron Kasowski, Facility Director of Environmental Safety and Emergency Management, Baylor Health Care System. Only Mr. Dubois’ testimony was discussed during the meeting due to time constraints. A lengthy discussion raised several important issues not yet resolved, one being whether labs will be expected to directly report MDS data or whether they will report to hospitals (and other facilities) that will in turn transmit MDS data. A member explained that labs are currently required to report certain information directly to the local public health authority as well as to the originator. The testimony described numerous barriers—time factors and delays, linkage of lab reports to patient identifiers, anonymization, and delays in data transmissions. Labs do not have a system for linking directly to a unique patient identifier or medical record. The testimony pointed out that if labs are expected to report to a MDS, it may interfere with on-going lab reporting to local health agencies. 
It was reported during the discussion that BioSense is planning to handle receipt and analysis of lab data by examining separately the data that comes from the clinical settings (hospitals, outpatients, data, and emergency departments) and commercial laboratory data, recognizing that some redundancy will be involved.  
Members also discussed the reoccurring question of who is expected to use the MDS data. Kelly Cronin clarified that the recommendations of the Community are expected to guide programs with federal funding, but the secretary wants a MDS that works for all levels of public health. Members were referred to #15 of the draft preconditions document, which states that “although simultaneous data sharing is expected, the scope of shared data elements (e.g., PHI) should differ by jurisdiction and legislative rule.” It was reiterated as in previous meetings of the Group that an anonymized data set will not meet the surveillance needs of local health agencies—that the MDS will not replace public health reporting. It was pointed out that the Biosurveillance Data Steering Group has not reviewed all surveillance systems currently in use and conducted a data element analysis, an approach typically used in identifying minimum data sets.
As one member put it, “are we trying to devise a system so that clinicians can submit the same information to all jurisdictions?” Members were not sure how, or if, this could actually be implemented. If the MDS is primarily of interest at the federal level, however, it should be acknowledged and followed by an honest discussion. Another member noted that in his experience the resistance of local facilities dissipated over time as they saw the value of having access to a regional perspective. 
Discussion moved to the extent to which MDS reporting would have an adverse effect upon the maintenance of existing surveillance systems. Labs are currently required to report to local health departments. Will the MDS impose an entirely new requirement and mechanisms on top of existing ones? The MDS may create competition for resources and continuing efforts on the part of labs to improve required reporting may be affected.
One member pointed out that the testimonies suggested that organizations are interested in receiving information on additional elements, but they are not necessarily agreeable to providing the data. Having used the allocated time in discussion, members were asked to read the testimonies and submit comments to the co-chairs.
Staff action item #1: Analyze and summarize the testimonies received to date for group discussion and consideration for incorporation into the several documents being finalized.
4. Continuing Work on Draft MDS

Following the September 5 meeting, Scott Holter prepared another spreadsheet of the MDS elements with columns labeled “feasible” and “filter” to support the group’s discussion and decision making. (The draft “preconditions” document mentioned above refers to the need for filtering in #8.) Staff and co-chairs asked that members discuss each element in terms of its feasibility of collection and the need to filter, saying that this would constitute an initial pass through of the list to be followed at a later date by a more extensive discussion. Examples of criteria for filtering might be a specific condition or diagnosis, or a high profile patient. Data can be filtered by category, for example, if only laboratory/microbiology results are transmitted. 
Several members objected, one person asking if there a need to filter at all given this is a MDS. Another person wanted to discuss and agree on criteria and principles on which to base decisions about filtering, and to know what is to be accomplished by filtering (and presumably feasibility as well). Once again, privacy and confidentiality were mentioned during the discussion: Local health agencies do not want the burden of protecting the confidentiality of information that they do not need. One member reported that his institution was required to keep a record of everything transmitted about a patient. Another person pointed out that without filtering, the volume of data transmitted would be more than the receiving system could handle. Members agreed to obtain information from BioSense as to how filtering is handled. 

When members focused on the spreadsheet with the list of data elements, there was agreement on several points. The elements under the category “basic facility data” were thought to be feasible and do not  require filtering. The description  of one element (Number of Facility Beds) was refined to “physically available beds” to differentiate between licensed, occupied and operating beds. Members noted that elements 6, 7, and 8 may require data entry. 
A member pointed out that the experience of emergency medical systems and policies of the American College of Emergency Physicians may be instructive. This type is information is used to manage community emergency systems.
Members considered the category of “daily facility summary,” and noted that the elements of “facility status” and “clinical status” may require filtering based on the situation. The entire list of elements in the “resource” category was considered to be feasible. Under “patient data”, the pseudonymized data linker is likely not feasible. Feasible is a broad term including such considerations as technology, funding, staffing, and the implementation horizon. 
Members discussed laboratory/radiology test order elements. One member reported that the lab accession number is HIPAA protected. However, according to other interpretations, HIPAA does not apply to data necessary for public health functions. A factor to be considered is that the accession number typically appears in several systems, such as billing and client services. The storage of all of this information is another issue to be considered in determining feasibility.

Members also discussed that encounter date and time are feasible and do not require filtering, whereas ZIP code and age may require filtering as discussed in a previous meeting. Members mentioned Age versus DOB again, and discussed that Gender is feasible; facilities may vary regarding the degree of specification of transgendered persons. 

Members pointed out that IDC 9 codes are not assigned in real time; therefore their acquisition in real time may not be feasible. 
Staff action item #2: Staff and co-chairs will incorporate the results of the discussion into the spreadsheet, which will then be used in the discussion at the next meeting. Staff will also delineate definitions and criteria for use in determining feasibility and filtering.

5. Next Steps


Staff reviewed the timelines for preliminary and final reports. Dates were the same as announced at previous meetings. The Group will convene to deal with administrative items September 19, 10-12 am. This is not a public meeting. The next scheduled public meeting is October 3, 2:00 - 4:00 pm.

6. Public Comments

No member of the public sought to speak.


SUMMARY OF RECOMMENDATIONS AND ACTION ITEMS
No recommendations were made. Written testimony on the feasibility of the draft MDS was solicited and received from three organizations: Jason DuBois, Vice President, Government Relations, American Clinical Laboratory Association; Bill Stephens, MD, Tarrant (Texas) County Advanced Practice Center  Final Report; and Ron Kasowski, Facility Director of Environmental Safety and Emergency Management, Baylor Health Care System.

Staff action item #1: Distill and summarize the testimonies received to date for group discussion and consideration for incorporation into the several documents being finalized

The members of the Steering Group continued to refine the draft “preconditions” document. The results of the discussion during the meeting will be incorporated into yet another version. The members began to consider the feasibility of and the need to filter each of the elements in the draft MDS. Due to time constraints, they were unable to review the entire list. 
Staff action item #2: Staff and co-chairs will incorporate the results of the discussion into the spreadsheet, which will then be used in the discussion at the next meeting. Staff will also delineate definition for use in determining feasibility and filtering.

Meeting Materials:
1. Pre-Conditions – Revised (9-13-2006)

2. Feasibility Testimony:
a. Jason DuBois: ACLA testimony (9-11-06)

b. Bill Stephens: Tarrant County Advanced Practice Center (APC) Final Report 

c. Ron Kasowski: Baylor Health Care System
3. Minimum Data Set Worksheet- Revised (9-13-06) NEW Tab 2
4. Functional Area Matrix – In progress (9-10-2006)

5. Calendar Revised (9-8-06)

6. Scope of Work – Membership added (9-12-06)
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