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>> Matt: Mr. Secretary, we have the entire workgroup on the line right now.  So if you want to go ahead with your comments, we're all here and ready to listen.  

>> Secretary Leavitt: Thank you very much.  I couldn't tell if you had started or not.  It is now clear to me.  Thank you very much for spending time with us and being willing to serve.  I'm not able to spend the entire hour today, because I am off to a pandemic summit.  Ironically, as you know, that is a matter of great concern to me and to the country. In large measure, it is, what, the urgency for the workgroup that you are engaged in, and pandemic is one of the reasons that biosurveillance is so important.  But it is clearly motivating me right now.  Bioterrorism and many other public health measures would be dramatically improved by the success of your endeavor.  I feel a great urgency that we get this done this year.  And for that reason, I'm interested to hear of your outcomes for the March meeting.  I know that you have an agenda that will lay out a means by which that can be accomplished.  And I just want to thank you all and tell you I am aware of your efforts and express appreciation for your service.  

Now, Mitch and Julie, thank you for letting me interrupt, at least for this moment, and I'll let you get back to your work.  

>> Dr. Julie Gerberding: Thank you, sir.  We will do our best to keep this on track.  

>> Secretary Leavitt: Thank you.  Goodbye.

>> Dr. Julie Gerberding: Bye-bye.  

>> Matt: Okay.  Dr. Gerberding, so, looks like we have most of the workgroup members on the line now.  I will start by explaining the call-in procedure, take a quick roll call, and turn over to Dana Haza from the Office of the National Coordinator, if that works for you.

>> Dr. Julie Gerberding:  Perfect.

>> Matt: Okay.  For all the workgroup members on the phone and listening right now, I'm going to review the procedure by which you make a comment very quickly.  As you probably have figured out by this point, your lines are set to Listen Only during the bulk of the conference.  If you want to come in and ask a question or make a comment, you need to press star 1 on your phone; that will put your name in the queue we can see.  From the queue, we’ll be able to recognize you and open up your line.  If, at any point while you are waiting in the queue, you feel as though somebody has answered your question and your comment is no longer relevant, press star 2 to take yourself out of the queue and just keep the meeting going.  

The only other piece of technical information we need to get out of the way: if you are following along on the Web, please do not click any of the buttons to change the slide.  You all have a live interface open, which means any changes you make will be seen by everybody.  

So we're going to start and take a roll call very quickly.  I think, Dana, you have one or two workgroup members in the room.  If you'd like to start with them, and if we have everybody say their name, organization, and maybe 30 seconds of background, that will give us enough time to get the next lines opened and queued up.  

>> John Loonsk: This is John Loonsk, and I’m with the Office of the National Coordinator for Health Information Technology at Health and Human Services and have spent the last 6 years or so at the Centers for Disease Control and Prevention working on biosurveillance and other related issues.  

>> Dana Haza: And Matt, that is our only worker member here at HHS.  

>> Matt: Thank you.  Please open Lieutenant Dave Parramore's line.  

>> Dave Parramore:  Good afternoon. Lieutenant Colonel Dave Parramore, representing the Department of Defense and the Assistant Secretary 

Defense for Health Affairs.  Good afternoon.  

>> Matt: Open Barry Rhodes’s line, please.  

>> Barry Rhodes: Hi, I'm Barry Rhodes.  I’m not actually a workgroup member, but I've been asked to address you on the issues around BioSense Initiative at CDC, the issue on biosurveillance.  

>> Matt: Open Edward Sondik's line, please.  

>> Edward Sondik:  Hi.  I’m Ed Sondik from the Centers for Disease Control and Prevention.  I’m the Acting Director for the National Center for Public Health Informatics.  

>> Michael Barr:  Hi, this is Michael Barr. I’m Vice President, Practice Advocacy and Improvement at the American College of Physicians, and prior to joining the call, I was Chief Medical Officer of a community health center in Baltimore and responsible for emergency preparedness.  

>> Brian Keaton:  Morning. I’m the President-elect of the American College of Emergency Physicians.  I'm a practicing clinician for 25 years in Akron, OH, currently heading the effort to create a RHIO PH in northeast Ohio and sit on the boards of the eHealth Initiative and Connecting for Health.  

>> Adele Morris:  Hello, my name is Adele Morris.  I am the Senior Economist at the Office of Economic Policy at the Department of the Treasury.  I work on, among other things, policies dealing with technology and science.  

>> Leah Devlin:  Hi.  This is Leah Devlin.  I’m the State Health Office for North Carolina, currently serving as the Acting President.  I have with me Dr. Jean Marie Maillard, who is a medical epidemiologist and very close to the biosurveillance work that we are doing in North Carolina.  And I’m very happy to be a part of this workgroup, Julie.  Thank you for the invitation.

>> Larry Biggio:  Hello.  I’m Larry Biggio. I’m the Chief Information Officer for the State of Wyoming.  I’m relatively new to biosurveillance, but have been involved in health care IT for sometime now.  

>> Scott Becker:  Hi, I'm Scott Becker, Executive Director of the Association on Public Health Laboratories, and we have a number of biosurveillance and informatics activities under way.  

>> Mark Rothstein:  I’m Mark Rothstein.  I’m the Director of the Biologics Institute at the University of Louisville School of Medicine.  I'm also a member of the National Committee on Bio and Health Statistics, where I chair the subcommittee on privacy and confidentiality.  

>> Thomas Frieden:  Health Commissioner for New York City. We have an active biosurveillance system up and running here.  And I do want to mention, for the process, I have to step out before 2, and I'll be back a little after 3, but Don Weiss, who actually runs our program, will be on the call at that point.  

>> Mary Brady:  National Institute of Standards and Technology, and I have a background in standards and testing.  

>> Matt: I see. And operator, our other Co-chair has just joined us, Mitch Rubin. Can you please open his line and leave it open for the entirety of the call?
Thank you.  Dana, that is all the workgroup members.  

>> Dana Haza: Okay.  Thank you.  We appreciate everyone's joining today for their time and for their input into this important effort, as the Secretary cited just a few moments ago.  

Each of the work group members should have been sent an agenda, a contact list, milestones, and a briefing document.  And then today there were additional briefing documents that were forwarded.  I'd also like to acknowledge Kelly Cronin, who is with the Office of the National Coordinator and who is the point of contact for this workgroup.  

Now, at the conclusion of the meeting, we will have time for public input.  But at this time, we ask that only the workgroup members have input on the call as directed by Matt, and that is by the star 1, and then Matt will acknowledge you.  But if you are a workgroup member and have to step out, then please let the group know who your designee will be so that we can open up their lines if necessary.  

And at this time I'd like to defer to the Co-chairs.  Dr. Gerberding?
>> Dr. Gerberding: Good afternoon, and I really appreciate everyone taking their time to join the call.  We'll try to be as efficient as possible, but we do want to encourage all the participants to offer their input and to have a chance to bring their ideas and their suggestions forward as we move through this call.  

I'd like to make sure that we start with a frame of what exactly our charge is, just to remind everyone that our broad charge is to make recommendations to the Community to implement the tools of business operations that support real-time national public health event monitoring and rapid response management across public health and the health care delivery communities and other government agencies.  And just say we need to emphasize: this is about event monitoring as well as response management.  Our specific charge is to make recommendations to the Community so that within a year, essential ambulatory and emergency care visits information is electronically available, and that it is transmitted in a standardized and anonymized format to authorize public health agencies within 24 hours.  This is a fairly specific charge with a very challenging timeline and content.  

Just to bring you up to date on what has already happened at AHIC in the area of biosurveillance, we have arranged a few brief presentations so that we can set the stage for some ongoing discussions, and before I begin that, I'd just like to ask Mitch Rubin if he wants to chime in and add to this destruction.  

>> Mitch Rubin: Thank you, Doctor.  My only point here will be that the Secretary, I think, has given –- I was trying to get to the call and couldn't.  I'm sure the Secretary discussed his sense of urgency that he is -- and the President have sent on to the members of AHIC, and as we work through these issues here, I think it is important to not let the perfect be the enemy of the good.  We have a very short timeline here, and you know, we may not create the perfect system out of the box, but I think it is important that we demonstrate very tangibly how important this kind of information system can be.  Thank you.  

>> Dana: Great.  So, John, are you prepared to give us an overview?  

>> John:  Yes, I'm here.  I will go through relatively quickly the briefing that was given to the American Health Information Community on biosurveillance that helped to lead to this workgroup and the charge.  The briefing was developed in consultation with Tom Frieden, myself, Leah Devlin, Dick Sondik, George Hardy, and Laura Conne.  And the briefing focused on a series of issues beginning with the fact that health IT has a number of different potential benefits for public health.  It is not just about surveillance, although obviously we are here focused on surveillance, as it’s part of the discussion.  

There was a little bit of background given on what surveillance is.  There was an emphasis on the fact that surveillance is not just about the initial detection of an event but indeed about detecting additional cases of monitoring distribution and spread, estimating the burden and impact of disease, also prioritizing the allocation of resources, and understanding the epidemiologic components of the outbreak or the event.  

There was discussion in that context of what biosurveillance represents as part of public health surveillance, and quite frankly, the group did not come to a finished definition of biosurveillance, and the discussion ranged from biosurveillance representing all of public health surveillance to the focus of biosurveillance on the needs of emergency health events, such as major disease outbreaks, biological and chemical terrorism, and mass casualties.  Despite this variance in definition, there was agreement that information technology can improve surveillance both for routine public health activities and health emergencies and there can't be two separate infrastructures that are developed for those two eventualities.  The potential sources of information were discussed at a level to include clinical care, laboratories, and coroners and a variety of other sources.  

The next part of the briefing related to an environmental scan.  And the major thrust of that scan was that there are a wide range of activities that are under way at the Federal, State, and local levels, as well as in the private sector.  And the briefing touched on three examples that I think are going to be deferred to a later step in this agenda.  But they were related to activities at the CDC, at the national level, at the State health departments, and at local health departments.  So I will not go into detail for those, because I believe there will be separate presentations on each of those.  But there was a point in the briefing, too, that there were others involved in this and others that are doing things in this space, including some hospitals and clinics, other medical providers, that the epidemic community was involved, that there are veterinarian and wildlife professionals involved in surveillance.  And there are other Federal agencies, such as Homeland Security, the VA, FDA, DOD, and other interests as well as groups like the pharmaceutical industry and vendors and others.  

The briefing detailed some of the stakeholders who have an interest in this activity and, first and foremost, the public in the context of protection from health threats and improved public health outcomes.  It went on to talk about the stakeholders at the State and local public health agencies and at the Federal level, as well as those that are in care provision, and what some of their interests are in advancing surveillance capabilities.  Law enforcement was named as a stakeholder as well, and also those who pay for health care, the broader preparedness community, and, as I mentioned, researchers also have an interest in this area.  

The briefing then discussed some of the major needs, and it was not an inclusive categorization of major needs, but some of the major needs that were touched on to advance biosurveillance included the standardization of reporting of clinical care data to public health.  And this clearly, then, eventually became a major, or the major, component of the specific charge: the facilitation of real-time data reporting, the need to address gaps in emergency detection and response.  And then other aspects of need that relate to advancing some of the more developmental areas of initial and early detection of events and methodologies that could be pursued to improve on biosurveillance capabilities.  

Other major needs cited include the assurance of patient privacy and confidentiality.  Some work to develop best practices and share best practices in public health, to advance and improve what is now a variable State and local health IT capacity, and to increase coordination of surveillance activities among the State, local, and Federal health authorities.  As I cited earlier, there are a wide variety of activities that are now under development, and at the same time, there was a desire to move forward with a more consistent infrastructure and the need to advance rapid implementation of improved nationwide surveillance for such things as pandemic influenza and a possible bioterrorism event.  There was also clearly stated the need for local investigation and response in terms of the activities that follow the identification of events.  

The briefing then went to some potential implementations and acceleration opportunities.  And again, this is not a complete listing, but some of the activities that were cited included determining and advancing best practices, advancing ways of improving the capacity of health IT at the State, local, and Federal levels, the need to establish lab result reporting and to advance lab result reporting as one key data source, the need to advance other capabilities that are supportive of the surveillance activity, and the important need to resolve a lot of the policy issues and concerns around privacy.  And that was explicitly stated, as well.  

The final part of the briefing identified potential IT breakthroughs for public health.  And they included strengthening existing public health IT systems.  Number two was promoting the delivery of standardized health care data to public health for biosurveillance purposes, which tracks pretty well to the specific charge that the Community came up with.  And number three was building a nationwide system that collects information from different jurisdictions and/or clinical facilities.  

That was the briefing that was presented, and there was significant discussion among the Community, as well as a charge, as the Secretary indicated earlier on the call, from the Secretary to indeed expedite these activities because of pressing needs he felt in advancing the national capabilities.  

>> Dr. Gerberding:  Members who have anything to contribute to this excellent summary? Just give you a minute to push star 1 if you do.  Are there any questions for John?  If not, John, do you want to move on to give a review of the process and outcome of the use case assessment?  

>> John:  Sure.  As some of you may know, there are a variety of activities that are being advanced by the Office of the National Coordinator, some of which have direct relevance to this and some of which are moving toward creating a national infrastructure for the President's health IT agenda.  One of the activities that we have engaged these various pieces in is to begin a pretty specific detailing of some of the possible breakthrough activities.  There are great needs when one gets to specific implementation in software to have very specific articulation of what the activity is, to be able to communicate that unambiguously.  And so we have engaged six different processes and contractors into developing an articulation of what three of the four breakthrough working groups are talking approximate.  

This articulation, this documentation of what these breakthroughs may be, has led to the development of the questions that are in the briefing documents.  So the questions that I believe that the working group may talk about later in this call or subsequently, in terms of modeling the project, defining the populations, and other, are largely derivative of the variance in these different articulations that are the different use cases.  

The goal of this use case process in terms of biosurveillance is to track this working group and to try to have by the end of -- or by March 7th, a documentation of some of the issues and the specific activities that are going to be pursued in this particular area.  So it is really intended to be a documentation of the activities that are discussed here.  There is a lot of detail under those covers, and some of it is shared with you already in terms of these questions and there may be opportunities to share more as these six different use cases on biosurveillance are harmonized into one.  But largely, what we hope to do is to have a time when those -- that single use case that represents biosurveillance can be presented to some of the contractors, such as the nationwide health information contractors, such as the process for harmonization of standards, and allow them to carry on with subsequent work that will help also advance this breakthrough.  

So it is a relatively arcane and complicated area, but suffice it to say that the goal of the use case that we will have in the biosurveillance realm is to represent an articulation of what needs to happen in this short term in biosurveillance and to be supportive of that.  

>> Dr. Gerberding: Could we have that document or that output?  

>> John: We are in the process of harmonizing the six different ones into one that can be as digestible as possible by a group such as this.  And so it is that harmonization is almost complete, and we could share that with the group.  It is not intended to be a decision document in terms of “This is what it is, and this is what it is not.”  At this point, it would be intended to be descriptive of the different possibilities, and there would be significant need in scoping and detailing and issues around how to accelerate, etc., that would come from the working group.  This would be –- and I just want to put it in the right context -- an effort to have something in documentation that could be specific enough that people could work off of after the working group advances.  With all those caveats, I think when we have a harmonized product, it is something we certainly can share with the group and that, from a time frame standpoint, would between this call and the next one.  

>> Dr. Gerberding:  Great.  That's great.  Any questions for John on this particular issue?  

If not, I think we can move now to have three very brief presentations on some of the biosurveillance activities that are currently ongoing at various levels, and with apologies to the presenters, we will have to keep it to the 5-minutes-or-less time frame only because we want to spend the majority of our agenda focusing on the work product that is expected of us, and these presentations aren't meant to be a perfect example, but just to give those who aren't familiar with them the flavor of how some of these activities currently exist.  

So Tom, are you still on, and if you are, do you have enough time to give your presentation before you have to scoot off?  

>> Matt: Operator, please open Thomas Frieden's line.  

>> Operator: Give me one moment, please.  

>> Thomas Frieden:  Yes, hello; thanks very much.  No problem with time. I have about another 20 minutes or so, and then I will be back a little after 3. I have to take a break for a meeting in another building.  

Good afternoon, everyone.  Do you want me to just -- I will just go through it.  I don't know if everyone has access to the slides that were sent around.  

>> Dr. Gerberding: Go ahead, Tom.  

>> Tom Frieden:  All right.  Just summarize very briefly a little bit of what we do in New York City and what it has been used for and then finally look at the costs, which are really quite modest, for the ongoing maintenance of the system, which we separate from the costs for development, which are not nearly as modest.  

The first slide shows what our data sources are.  I want to go through it for a moment.  We get chief complaint from our emergency departments, with a variety of other fields as well, that allow us to provide, for example, age and sex breakdowns of things like the flu.  So each year, we're able to describe the pattern of flu as it hits in different age groups and see differences, for example, when we put that with other surveillance systems of Flu A and how that differs from Flu B.  We have a volume of about 10,000 individual reports per day; that represents about 90 percent of all emergency department visits in New York City.  We went to the larger ones, so it is about 77 percent of the 62 emergency departments that we have.  The geographic resolution that is available is both by hospital and by zip code of residents, and so we are able to look by resident.  The second row here has to do with the ambulance system; this is call type, about 3,500 per day.  We get almost all of these and resolution by zip.  We have a pharmacy system in New York with one of the over the count-– sorry, not over-the-counter -- one of the pharmacy chains which has about a third of all of the in-pharmacy prescribing, so not the e-prescribing or e-fulfillment that might happen through some place like drugstore.com, but one of the bricks-and-mortar pharmacies in the city and that give us over-the-counter and prescription close to 40,000 events per day.  We only have the store zip of that, not the zip of the residents of the person who filled the prescription.  

There is the pharmacy NRDM system, which, as you know, gives OTC by syndrome category and has approximately 30 percent coverage.  There are school health visits, where this is -- one of the systems that is in development now will ultimately be much larger and allow us to look at potentially more vulnerable population and worker absenteeism from certain Web sites.  At those Web sites, we have –- I’m sorry, at the worksites, we have full compliance.  

The next slide shows example of the utility of the system from the blackout in 2003, where we were able to see spikes.  On the left, you can see the respiratory spikes.  On the left, you can see through the EMS calls and the emergency department visits, the number of excess visits, and we are able to kind of make an estimate, which MWR published, of what the population impact was by giving some kind of hypothetical correlations between, “If this many people had respiratory symptoms or diarrhea in the hospital, how many would that represent in the community as a whole?”, by correlating it with some such survey -– form survey data in which we ask specific questions about the event.

The next slide shows an example of spatial detection.  This is an area where, using the scan program, we are able to look at -- for example, this is a 1-day cluster of diarrheal illness, where it was clustering a whole neighborhood in the south Bronx and we were able to then investigate and do important followup on it.

The next slide summarizes very briefly what we think have been examples of what this has been good for, and there are five types of things here.  The first, we find the citywide outbreak of norovirus, rotovirus, influenza, or asthma first with the system we have in place.  And in addition, it gives us age-specific influenza illness information.  Second, as I showed, allowed us to track the size, the distribution, and the extent of the diarrheal and respiratory signals after the blackout. We did a follow-up case control study showing that was -- diarrhea was associated with what food products and what health messaging, for example, that people who had not heard our public health messages were more likely to become ill, and what food products were involved.  It has been less useful for detecting localized outbreaks, partly because it generates huge, massive data, many signals at the local -- at the sublocal level that we do not investigate.  It has an extremely useful -- from my standpoint, in providing reassurance when there are no citywide signals -- SARS in 2003 plague, and we had a couple cases in 2002, anthrax in 2001. That is actually a very useful case for it.  

And finally, there have been noncommunicable diseases, for example, monitoring trends in cigarette sales and treatment of tobacco cessation, aids around our tobacco control program.  Similarly, we were able to look at other noncommunicable trends from this, whether it is suicide around certain events or drug use or other problems.  

The final slide just gives you a sense of the modest annual operating costs.  Again, not including development, research, or evaluation, it is basically less than half a million dollars a year for the system I've just described, which does account for about 60,000 health events per year -- sorry, per day, and provides us with what we think is a useful set of information for public health.  I would conclude by saying that we think that this is something which, if other jurisdictions don't have, they could have fairly easily.  I wouldn't underestimate the need for setup of it, but that could be standardized for the need for analysis.  Obviously, data is only good as it is used, and a key part of our program is to investigate, analyze signals and patterns, and then do followup as appropriate and indicated on citywide and sometimes on spatially clustered findings.  So that is a brief summary of our system.  

>> Dr. Gerberding:  I'm going to ask others who have questions or comments to press star 1, and Tom, I am just going to ask you, do you think the addition of any laboratory test requests laboratory test results would offer any enhancements of this system?  

>> Thomas Frieden:  Absolutely.  Let me mention two different aspects of that.  First, in terms of laboratory reporting overall, we have mandated that by July 1 of this year, all diseases which are reported to us must be reported electronically.  So we're working with all the labs that are licensed in New York City to get that online.  It is not easy.  It ends up being enormously more complicated than I think, certainly, I would have anticipated given what we would think of as fairly straightforward laboratory diagnosis. But between different testing methods, different cutoff levels, different information systems, it has been a challenge, but we continue to work toward that goal in terms of the signals, what we'd very much like to do and actually have a grant from Homeland Security.  We’re working with one of the large municipal hospitals in the laboratory department, trying to correlate signals with laboratory results so that we'd have a better sense and ability to validate the kind of analysis that we are doing.  And I think this is two very important messages that I would like to give to the group.  One is that doing laboratory surveillance generally is extremely important, but a lot harder than might at first appear.  And two, that it's really critical that we evaluate what we are doing, and that includes everything from whether the signal detection algorithms make sense, whether the syndrome definitions make sense, whether other definitions make sense, whether cut points would make sense, and how that might correlate with definitive diagnosis.  

>> Dr. Gerberding: Thank you.  Other questions for Tom?  

>> Matt: Dr. Gerberding, we just got a comment.  Adele Morris's line.  

>> Adele Morris:  My question is, are there other kinds of data that you think would be particularly important for detection of bird flu outbreaks or other animal-derived diseases?  I'm thinking West Nile, for example.  Are there any pieces missing that you think we should be thinking about as well?  

>> Thomas Frieden:  Thank you.  In terms of human influenza, we think this is actually quite a good model.  We have three or four different surveillance systems for human influenza, sentinel physicians, nursing home outbreak, laboratory reports, and syndrome surveillance. And generally, syndrome surveillance or biosurveillance, however you want to call it, has been first to the post in recognizing those outbreaks.  It has also been the only system able to give us some quantitation, demographics, and distribution information.  Actually, for influenza, this system is quite a good system for human influenza.  

For animal outbreaks, obviously that is a different situation special we learned the hard way in West Nile, that we need a better relationship with the veterinary community.  We did mandate the reporting of veterinary diseases, and we're working with laboratories that provide service to vets to get some laboratory reporting of certain potential diseases.  However, that’s -- I would say that's a big challenge. We have much more to do with West Nile. The cases are sporadic enough so that we have not been able to use this -- any of the systems usefully for West Nile virus.  That still relies on overt clinicians, as much public health will always rely on.  Also relies on laboratory-based surveillance of meningitis.  However, we have used -- just for interest, we have used the syndrome surveillance system quite usefully to determine the presence of, or lack thereof, adverse effects of pesticide spraying, which, when we had to do that for West Nile virus, that has actually been an important thing both in terms of the publicity around that and in terms of some of the litigation from the groups that are opposed to spraying for mosquito control.  

>> Dr. Gerberding: Other questions or comments?  

>> Dana Haza: This is Dana Haza.  We just want to let you know that the presentation that Tom gave, as well as John gave, will be posted on the Web for your access.  

>> Dr. Gerberding: With no other questions, I would like to move now to Dr. Leah Devlin, the State Health Director from North Carolina Department of Health to give us her view of activities that are under way in North Carolina and thank you for joining us.  

>> Leah Devlin: Hi.  This is Leah.  Can everybody hear me?  Our system is called North Carolina DETECT.  And I hope you have two documents, one of PowerPoint, which I have, and then a summary of NC DETECT, and that stands for North Carolina Disease Event Track Epidemiologic Collection Tool.  And much of what Tom has covered is what we are also doing in North Carolina.  

If you go to the third slide, that shows the umbrella, it is our public health information network, and if you look on the left-hand side, you will see that NC DETECT has in it primarily five data sources coming into this database.  It is the preadmission to the hospital information, with all of the emergency medical services.  We have our veterinary lab at Tennessee State, data into here.  The hospital emergency departments, all 113 hospitals in North Carolina with 24-hour emergency departments, download their information every 12 hours to the system.  We have the poison control center information, and we have wildlife; one of the four wildlife centers is a pilot project for us.  

So, this just gives an example for NC DETECT.  That is our early detection surveillance piece of our public health information network.  And on the right, you see the more traditional funds and nets for project programs for physician reportability.  

Moving on to the next slide -- skip the next slide and go to the next.  That shows the emergency department elements that are required to be reported by law in North Carolina.  Our legislature passed that law last year, and of course, the preadmission hospital data is also required by law in our State to be reported. 
So this gives you the different data elements that we get.  It is fully compliant and goes to the zip code level.  Now the users -- we have a number of users that we allow access to this information on a secure portal entry, very highly controlled access.  But we built this capacity at the State level with some of our regional response teams, as well as some of the local epidemiologists.  We have also added 10 epidemiologists into our largest hospital as a part of strengthening the brain tower, which has to go along with these technology surveillance systems.  

If you would, move to the next two slides down: systems operations.  One of the things that we've talked a lot about, because we just rolled it out this year, the hospital-based emergency department data system.  And that is in two parts.  I just mentioned it is in 113 hospitals.  We will be fully reporting from all of those hospitals by April.  

Now, the first part of that is the data that comes in that we use our CDC ears reporting for overt detection.  Then, when we see something that requires a closer look, we have the ability to do an investigative monitoring capability.  We call that IMC, and that basically allows us to go back through the hospital to check electronically available records, whether it is lab, radiology, nurse notes, anything that is captured in the hospital, so we can actually do the investigation there.  

We do have a number of ways of looking at data, whether it is a map that shows the counties where the events are happening.  We can make it a line listing, and you can see the peak on the chart that shows a flag of something that needs further investigation.  And then on the next slide, you can see how we would use our look-back capabilities to get further results within that hospital.  Now, 50 or so of our hospitals covering two-thirds of the admissions will have this look-back capability.  And just a word about cost: we did fund this through our Federal preparedness grant through the CDC.  It is a $3.5 million initiative over 5 years.  So again, this has been very low cost.  We provided -- within that budget, we gave each hospital a $5,000 grant to implement the first part, the emergency department download of those data elements. Then, for those that are going to look back or IMC hospitals, we gave them $50,000, recognizing that they are going to incur costs to come into compliance with this law.  

I've included a couple slides here that show how we are using it, and many of the things that Tom described we are doing also. But influenza monitoring -- you will see, we have the ED line, which is the higher one, as compared to the sentinel provider network.  We also drop some screens down during our Katrina evacuee experience in North Carolina to see if there were any adverse effects on the residents coming to the emergency departments from Louisiana, Mississippi, and Alabama, in North Carolina.  

We have done some things, too, around adverse effects with vaccines.  For example, we've used it for food-borne outbreaks.  We use it everyday.  Someone looks at this twice a day in North Carolina.  And it is interesting: we just had an explosion in a furniture plant the day before yesterday, and we immediately saw increased calls coming into the poison control center on our system.  

So the future is to bring in more systems -- data systems that are out there that are electronically available.  We do look, when we get into identifying the event, the epidemiologist can access, in essence, the military records, the rod pharmacies in North Carolina, and we do have some schools reporting in Mecklenburg County, looking at absenteeism.  We are currently looking at six syndromes with this system ranging from the things you see in the report, fever, rash, to respiratory illnesses.

And the closing point that I will make is that we built this DETECT in partnership with the private sector, with the North Carolina hospital association in particular.  We're strong leaders, and we used their vendors they were already working with to do electronic billing and administrative data and built on that foundation.  And the hospital association also said, “Work with us, and we will deliver the hospitals,” and they did.  

And then we also had a partnership with the legislature, which I've mentioned, and with academics.  We built on some work that we had funded the University of North Carolina at Chapel Hill, the medical school, in 1999, which started -- funded them to start studying how we would do syndrome surveillance looking at data and what data meant and how you clean it up and that sort of thing, and so we were able to build on work there at the university.  

With that, I will close, and if you would like for me to answer questions, I'll be glad to try to do that.  

>> Dr. Gerberding: Comments for Dr. Devlin?  

>> Scott Becker: Dr. Devlin, thank you for that.  I was wondering whether you had any of the same experiences or challenges with laboratory data that New York City experienced?  

>> Leah Devlin:  That was one of our challenges.  I’m going to ask Dr. Maillard if he will comment further on that.  

>> Dr. Maillard: We are faced with (inaudible) electronic laboratory surveillance.  And we know it is going to be hard.  We’re talking with people who are working with the case (inaudible) from IDM, because we would like to leverage what they know how to do to help us deal with ours.  We completely recognize New York City as being a challenge here.  

>> Scott Becker: Thank you.  

>> Thanks very much for the presentation.  Could you say something about the analysis side and the amount of resources going into that?  Also, I notice on the write-up, it strikes me that analysis is very much a distributed activity, because you have a number of users who can sign into the system.  

>> Leah Devlin: Thank you very much.  We do control access to the users.  We have funded two new positions here at the State level whose responsibility is together to completely monitor this data.  And the people that we allow to access this data are –- that is highly controlled by their need to know and their area of expertise and certainly an investigation back into the hospital that would be very limited.  

>> Barry Rhodes: Thank you.  Thank you, Dr. Gerberding.  I want to take a few a few minutes to talk about recent developments in BioSense. I’m assuming you have the slides in front of you.  The first slide really addresses the fact that BioSense really has two components to it.  The first really is detection, and I think you have heard a little bit about that already.  The second piece, which we have been working very hard on, is what we refer to as situational awareness.  This is really an aspect of biosurveillance that deals with what is going on after an event is either suspected or confirmed.  You want to know things -- to know things like, is there really something going on? Where is it? How big is it? Is it spreading? Is our response working? And maybe most importantly, is it over?  Can we reopen airports or schools, if that was an issue? So we have been, over the last 6 months to a year, really focused on this aspect, but we still maintain our early event detection capability.  

The vision for BioSense RT, which is what we are referring to it as, is to provide situational awareness for suspect illness and possible disease cases.  And to help, as I said, confirm or refute the existence of an -- monitor the size and so forth.  

The approach has been to facilitate the real-time delivery of emergency room and acute-care data from hospitals.  And I would like to note that what we have been doing is receiving data from the hospitals, aggregated and sent to CDC every 15 minutes.  And while this isn't necessarily real-time, we certainly refer to it as “really timely.”  This is a lot of data coming in very quickly, and our ability to monitor this data greatly increased.  

A little bit about the target data sources and the data types we're looking for: currently, we have agreement hospitals to receive hospital resource and utilization data. This is bed counts and so forth; patient demographics, with obvious identifiers removed; diagnostic procedure codes; chief complaints; discharge disposition; all orders for things like lab, radiology, and pharmacy; and ultimately laboratory results as well.  

We have just completed the first phase of our hospital recruitment, and I'll give you an update on that in a minute.  Our approach has been to approach large metropolitan -- or hospitals in large-metropolitan-area, high-volume emergency departments.  We typically look for health systems with multiple hospitals so that we can tap into a single IT source.  We look for timeliness of data, and we look for support of the local health departments in the area.  And we are aware of and continue to attempt to work with local public health in all situations where we approach hospitals.  

So, some of the implementation concepts.  Again, we make an effort to be coordinated with local, State, public health, early event detection, situational awareness.  These real-time connections of existing clinical diagnostic and health information are sent, as I said, every 15 minutes.  We're using the public health information network standards, so all of these messages are HL7 295 pipe delimited, actually.  And the data that we're getting from the hospitals can be split from the hospital and sent directly to CDC, but also directly to public health departments should they have the capability of receiving it and processing it, and of course, a lot do.  

Skip over to value to public health; I think those are fairly obvious.  We've talked a bit about that, about some status.  BioSense has early event detection system in production since 2003.  BioSense RT receiving data from 10 cities, which are represented by nine hospital systems, for a total of 32 hospitals.  So it is -- the data we are currently getting now is being, as I said, aggregated and sent to us every 15 minutes.  We have a goal for 2006 of a minimum of 21 additional cities and a goal of 350 hospitals, and this is for enhanced pandemic flu preparedness.  

The initial system -- we are targeting user groups in the next several months, including users; local, State, public health participating hospitals because they are very interested in seeing the data that we aggregate from their systems; and applied researchers to help us analyze the data, present it in a way that is meaningful and specific to our partners.  

And that is a brief overview.  I'll take questions if anyone has them.  

>> Dr. Gerberding: Just a reminder, star 1 if you have questions or comments for Dr. Rhodes.  

>> Michael Barr:  Hi, thank you.  All three presentations were excellent.  Question for you, probably sharing a little bit of my bias coming from a small physician office environment.  Most of these surveillances are taking place in large institutions, emergency departments.  What have been the efforts for small and medium-size practices? And just because I was writing something recently, I happen to know 80 percent of ambulatory visits in 2002 were delivered in physician offices of nine physicians or fewer, and that represents a wide variety of types of practice; collecting data might be very interesting.  I was wondering about any of the speakers, if they have experience with that.
>> Barry Rhodes:  It is -- this is Barry Rhodes again.  --- to actually aggregate that information.  What we hope in the future, though, is that, you know, as the RHIOs start to materialize, that these will be areas for aggregation of information like this.  Of course, the discussions are ongoing; that is one mechanism by which we might be able to approach the local. Otherwise, it becomes a very difficult IT issue to actually tap into all those small IT shops.  

>> Brian Keaton: Thank you.  Just a couple comments.  One, to piggyback off of what Michael just said, it seems like the emergency department is the primary data source, with the ambulatory and the lab a little bit more difficult.  One of the things that is ongoing -- and it fits in with what CDC is doing within HL7 -- the Deed 2.0 standard is being developed.  And certainly, if we took the triage and the disposition portions of that, that would not only give us the data we are getting now but allow us to move closer toward the data that BioSense is looking for.  

The other comment is, I think we would benefit a lot if this is a two-way communication.  When you talk about situational awareness, the ability using the same channel to send a message back saying, "Are you seeing this?" or, “Will you do the test on the next 10 patients that present with the complaint?” or, “We think you have an outbreak; we suggest these measures on your part both in terms of protecting yourself and treating patients.”  That type of system exists in the systems we use for monitoring ambulance diversion and emergency department status.  It covers a third to half the country already with an existing system.  

>> Barry Rhodes: Clearly, that concept is something we have been investigating and we imagine will occur at a future time.  Much of what the NHIN and AHIC has been charged with is the standards around which that can occur, and you know, as those standards mature, I think it would facilitate us doing that.  There is certainly a need for it; I agree.  

>> Leah Devlin: Yes, just a comment.  One of the things that I do think would be helpful is if we could get some clarity around the data elements we are going to capture as a Nation.  And because we’ve taken our stab at it, New York is doing theirs and so on.  And our hospitals are reporting to an aggregate spot, just the database.  So I think that, you know, clearly the next step would be to get to urgent care centers and to some subset of private practices.  But I think standardizing the dataset would be a really good next step.  And I guess our issue here in North Carolina -- and we've had some of the, you know, strong leadership from CDC up to Sentinel -- the question is, as these different systems pop up, how are we going to integrate those into BioSense?  I know that is something that we would really want to do.  

>> Adele Morris: Hi.  My question is about the institutional capacity of BioSense.  We have a timeline of a year to what might be a great expansion of the BioSense program.  And I guess one thing we're going to have to grapple with is, is the ultimate work product of this group going to be an expansion of BioSense?  Is it going to be something else?  If so, what is it?  Maybe you could just talk for a second about your goals for the coming year and how you might, you know, relate that to what the objectives of this group might be.  

>> Barry Rhodes:  Well, I certainly think that the goals of this group and BioSense -- the objectives of BioSense are in alignment and will continue to be so.  We have been constantly informing Dr. Gerberding and the Secretary on what we have been doing.  

Our goals are to increase our hospital participation to allow for a greater number of hospitals participating, increase our coverage.  We're also looking to some of the large major laboratories, the national laboratories like LabCorp, Mayo, and Quest, for data, poison control center data, and in conversations with others as well.  But I think we are pretty much in alignment, and as these standards become more evident, and as these datasets become more well-defined, we'd certainly move in line with that.  

>> Larry Biggio:  Thank you.  A number of folks have talked about trying to expand the coverage out to smaller providers.  Do you think those folks have the capacity to report in terms of their tracking systems within their own offices?  

>> Barry Rhodes:  I don't think that exists widespread now, no.  I do think, again, as this concept to RHIO PH becomes more and more a reality, I think that might be the way to go.  But it's unlikely that we'll have that capability at the local levels to report in a standardized way at any time in the foreseeable future, near term anyway.  

>> Dr. Gerberding:  John, I don't know if you are still on the call. You might want to comment from your vantage point on looking across the various trailblazer working groups to the extent that the whole health IT process is going to have to address ambulatory care issues, you know, how that might match with what this articulated need is with trying to get outpatient ambulatory care data into a biosurveillance system.  

>> John:  Sure.  There actually are a number of different potential sources for aggregating ambulatory that currently get ambulatory data; for example, clearing on houses, labs, and others that work with those data and at times have those data available in a relatively rapid fashion.  Some of this is obviously not, but some of it is.  They're increasingly -- claims clearinghouses are connected with billing systems in ambulatory care practices and can produce at least billing ICD code, and billing relates to encounters in those practices as well.  So there are some opportunities out there related to some of these other data aggregators or data and care participants that may have data that can cover some ambulatory care facilities.  

>> Dr. Gerberding: Thank you.  

>> Michael Barr:  Hi.  I'm not going to advocate this, but I wanted to show how we did it at Baltimore Medical System in Baltimore, because in late ’01, we started collected data reporting into the city health department through a very manual process.  But just real briefly, we got the demographics on the visits to take prior from practice management system, and clinicians kept track of six syndromes, six symptomatic syndromes, and would present those, and they were manually tallied and sent to the city for their surveillance program.  Clearly not ideal, clearly not something we want to promote, but I just wanted to share with you that it is being done at some locations.  

>> Dr. Gerberding: Thank you.  That is a nice time for me to just remind everyone that aware there are more than the three systems that we've described today who are and developing lessons learned from biosurveillance.  We are going to be dealing with this in a survey form, and so that form is being drafted and will be distributed, I think, tomorrow to you and to others to help collect and collate additional perspectives ongoing biosurveillance activities right now.  We are aware there are more than three opportunities to learn, and we will try to capture as much of that as we can, but we didn't want to wait until we assembled the world's experience on this, until we moved forward, to really define working the deliverables the Secretary had requested.  So, what I'd like to do now is to remind everyone of exactly what those deliverables are that we owe in really a month.  

So our work is going to be fast and furious in the next several weeks.  I think the most important thing is a very short page -- two-page document or less that describes exactly what our functional outcome or goals are for this biosurveillance project, with an updated timeline on how we will get where we want to go and then some recommendations for the AHIC to overcome the major barriers for implementation.  

So on one hand, this looks like a very short list of deliverables.  On the other hand, the size goes beyond the functional outcome, and overcoming barriers is going to take a lot of brainstorming from people on this call, but also people who aren't on the call who have the technical awareness and understanding of how those barriers may be reflected in capacities or technological issues.  

So, what we're proposing to do at this point is just vary slightly from the original agenda, which had listed some specific questions for a discussion among ourselves to focus in on a set of slightly more specific questions that was provided to us by the National Coordinator's office prior to this meeting.  And I'll just take a stab at knowing that we're going to need to hone in on some of these elements either offline or in more detail as we go forward.  

There is, I think, a really important frame question, which is more or less the concept of how can we actually model this whole project.  In other words, what are the biosurveillance functions that we can actually support with advanced, enhanced, or real-time transmission of electronic health data?  We have mentioned event detection.  Several have mentioned situational awareness being important.  We haven't talked much about outbreak management or response management support, but those are also elements that are clearly highly relevant elements to public health perspective, and I guess I'd like to ask the group for their perspective on these four functionalities and whether or not there are additional functionalities that might be important enough to include in this project but haven't been specifically mentioned so far.
And if you have the briefing document that was labeled Biosurveillance Briefing Document, Office of National Coordinator for HIT January 30, 2006, I think on the second page, Modeling the Project is listed at the bottom with the functions I've mentioned and some framework for additional discussion that we'll be following as we go forward with the conclusion of this call.  

So remember to push star 1 for your input.  

>> Mitch Rhodes: Julie, could you ask somebody to send that again?  At least I did not receive it.  

>> Dr. Gerberding: Dana, can you make sure that all of the people on the call have received the document?  

>> Dana: I'll be happy to; thank you.  

>> Dr. Gerberding: Basically, I'll just read to you exactly what I was referencing in my first frame, and that is which biosurveillance functions can be supported with enhanced transmission of electronic health care data. One, initial event detection.  Two, situation awareness.  Three, outbreak management.  Four, response management support.  And I'm asking, number one, are these four functions things that should be included in this project? And number two, are there other functions not listed here that should be added or at least considered?  

>> Edward Sondik: I'll take a stab at an answer.  I think all four of those are really important, especially the latter three.  I think the real challenge is the initial event detection, which requires -- and in there, it's a matter of maybe very, very small amount of data that actually tells us of an initial event, and it may not be the data alone but the combination of the data and human interest and intellect.  So -- and I would endorse all four of these as part of what we're talking about.  

>> Dr. Gerberding:  Any other comments or perspectives?  Does anyone believe one or more of these should not be included?  

Then I will, by absence of negation, assume there is consensus among the group that we should be addressing at least these four functions.  Are there any functions that should be added?  

I think, then, unless we hear otherwise over the next day or so from you by e-mail or by phone, we're going to operate under the assumption that we need to be addressing these four categories of functionality through this biosurveillance project, and we need to be sure that whatever recommendations we come up with are applicable in supporting all four of these functions.  

The next question on the briefing document is, what are the minimum lab ambulatory lab and ER elements needed by public health? I think, Leah, you asked this question as well.  And we know that there are data elements that are mentioned in all three of the presentations today.  I don't know if anyone has done a crosswalk yet of the content of these three systems, but that might be an interesting starting point.  

>> Brian Keaton: Sorry, waiting in line to get in here.  The one thing I want to be sure, on the last topic we talked about, is that inherent to that is we consider again the two-way communication.  When you start talking about situational awareness and talk about the response management, it becomes extremely important, not only the data flowing in, but information has to flow back to the clinicians taking care of the patients.  

>> Dr. Gerberding:  I think that is a very important point, and is there more discussion on that point as to whether it should be included as a fifth articulation of functionality?  

>> Leah Devlin:  I didn't want to respond to that; I wanted to say something else.  Do you want me to wait?  

>> Dr. Gerberding: Go ahead, Leah.

>> Leah Devlin: I was wondering if another data element that we might want to mention is animal health linkages somehow.
>> Dr. Gerberding: In terms of the functionalities of the projects more to the specific data elements?  Are you on the second question?  

>> Leah Devlin:  I see.  Well, yes, I guess I was thinking there may be other data elements that relate to things we would want to get about what is going on in the animal community, getting back to that point of zoonotics and veterinarians and stuff like that, maybe that is a whole data element set.  

>> Dr. Gerberding: Any comments on that perspective?  

>> John Loonsk: I'm sorry. We are having technical problems here; I can't get into the queue. but the concern about -- there are actually, when you start to delve into this, an increasingly broad realm of data that one could consider.  One in the animal realm, one could go to the environmental realm, etc.  While lots of that may be important, it is critically important that we consider the very specific charge that the group has been given in terms of a deliverable inside of a year.  And that, I think, may be something that has to scope us in terms of some of the activities we pursue.  Relative to the other comment, about the need to get information back, I think perhaps it is a more detailed expression of some of what is in the first question, that as to who receives the data, but certainly the situational awareness piece of that would -- could certainly be interpreted, including clinical care, in the context of their awareness of activities inside the community.  But maybe that needs to be more explicit.  

>> Dr. Gerberding: Yeah, and adding to that concept, control professionals who are often not only sentinels (ph) but also first responders.  So yeah, I think you are wise to refer back to the specific charge of the work group.  We can deliver a very focused formulation that deals with the ambulatory emergency care context, that doesn't preclude add-ons to that core system as we go forward over time or enhancements, or it doesn't mean to discourage people who are already thinking ahead to inclusion of other data elements from such a system, but just trying to get the Nation to focus on this specific question is -- it is probably a big chunk of change.  

>> Matt: No further comments.  

>> Dr. Gerberding:  I think in order to get to an answer of this question, we may want to refer back to the Office of the National Coordinator to see what kind of crosswalking of the existing systems they may be able to help us with already, since presumably that would come up, and perhaps that is something that the contractors have looked at as well. I'm not sure if that would be the use case analysis.  

>> Brian Keaton: A comment on the data elements issue.  As I look through the list here and look at the data elements that we gather in my emergency department, it strikes me that every hospital that admits a patient to the emergency department or elsewhere registers that patient and that admission discharge transfer system known as ADT Systems gather all of this data.  Many of them are done remotely, where they've already started to correlate that data, so that as we start to try to build the scope of something that is doable and try to do it without having to build out a lot of new data systems, we may need to be creative in terms of the source, that is, we look to that may already have the data that we need.  

>> Kelly Cronin:  Yes.  I just wanted to respond to Dr. Gerberding's comment about the National Coordinator trying to facilitate or do some back search and do the crosswalk across the three case studies that were reviewed earlier. We certainly are going to try our best to support all of the work that has to get done over the next 3 to 4 weeks and moving forward from there.  But we do have limited staff internally within the office.  We will be reaching out to the workgroup members and trying to solicit more detailed information from them and bring in other experts as needed.  But I will try to coordinate all those efforts and work with you to get that crosswalk done.  

>> Dr. Gerberding: One proposal we had that might be useful in helping people think about required data elements would be to propose a short list of scenarios, learning from the friends in New York City and other contexts in which these approaches are potentially useful or have been shown to be useful to help people think through, “Okay, if this is the kind of opportunity for a system to be useful, then what information would be relevant, at least in theory?” and to make sure that the design incorporates those elements most likely to be effective or useful in these various scenario situations.  So, when we work with the ONC, we would be interested in your perspective on which scenario would be the most helpful or the most likely and how that could inform decisions about specific data elements.  I think we know right now that the Secretary has a high-priority interest in surveillance for influenza-like illness or pandemic influenza, so that got to be the minimum amount of information that we would need to address, but there are obviously other important scenarios where at least we can have a short list of scenarios that might help frame your thinking on this.  

>> Kelly Cronin: That would be very helpful on this.  I don't know how you would like to get input from the members on what the list of scenarios could be, but if we could get that relatively quickly, then we can get something done within the next week or so.  

>> Dr. Gerberding:  I think CDC could very quickly come forward with some startup scenarios for your perspective and then reach to the workgroup for additional, you know, honing in on those.  

>> Kelly Cronin: Okay.  Great.  Thanks.  

>> Leah Devlin: I just wanted to mention that in addition to the data element, that is, we presented to you in our little PowerPoint, that in the investigative monitoring, which I guess really gets to the outright management part of the definitions, the language that we're use nothing this handout, we have the patient identify a number so that we can go back and do the investigation on that patient electronically.  So I just wanted to mention that.  We get -- of course, we get under the HIPAA requirements with what the public health need to know.  I thought I would just mention that.  

>> Dr. Gerberding: That is great, because it is a segue to the question about patient privacy and how can we protect that while still supporting public health investigation.  So I think what you are really saying is it is possible to do that, that we can be HIPAA-compliant because of the need to know information for public health services, but at larger scales of aggregation, the link back to the specific patient need not be Federal or need not be regional, that it is most important that it applies as jurisdictional level that has the authority to actually investigate and respond to the case.  

>> Matt: No more comments.  

>> Dr. Gerberding:  There may be some variability across States in terms of privacy and data security issues, and I -- you know, again, this is probably a construct that is applicable broadly to the HIPPA and AHIC process.  So John or Dana, I don't know who is engaged in that, but we certainly want to know if there are additional functional requirement that are going to vary from State to State in addition to HIPAA.  

>> Dana Haza: Yes, there is a difference from State to State, and we actually have one of our other directors involved in a project that is addressing that variance, and one of the things we could propose is to have her do a presentation at the next meeting in 2 weeks on that variance if that would be helpful.  

>> Dr. Gerberding:  I think in -- a fairly high-level presentation of that might be useful so people at least under the spectrum of requirement that will influence what we hope to be a one-size-fits-all core capacity here.  

>> John Loonsk: Just a caveat on that, just to scope it, that the majority of that activity is oriented to provision of clinical care, and I'm not sure how far it does go into the public health aspects of data management and privacy and security.  So I think it is one possible place to look, but it may not have all the answers.  

>> Dr. Gerberding: Great.  Um, you know, in terms of thinking through the scope of this -- and you know, I think what we're trying to get our hands around the scope that is useful but doesn't require us to bite off even more than we could possibly accomplish in a year.  First of all, we are having discussion around defining the population: basically, how should the need to have a broader network of sentinel sites be balanced against broad conference coverage in the major metropolitan area? We can't do everything all at once; we will try to deepen the effect of the country, where other investments are being made because of a hypothesis they are at higher risk for health events of this nature. Or is it more important that we include the largest number of jurisdictions, even if coverage was -- in the jurisdiction is incomplete?  

I guess it is sort of like saying a very broad, shallow net or a few really deep nets.  I don't know if that was Morse code or if we could have some comments on that; that would be great -- --- --- -- 

>> Matt: We don't have anybody in the queue, Dr. Gerberding.  

>> Dr. Gerberding:  Questions.  I guess Tom is probably off the call, but maybe we can have a perspective from New York City, which seems to have made the case that these data are useful on a city level but haven't been as useful on a very focused level within a specific community or neighborhood, and this is one dimension of this dilemma.  

>> Leah Devlin: I'll help you out, Julie.  I guess one thing, of course, North Carolina would not be even on the radar probably, but with maybe Charlotte being down the road a little bit.  We don't have a BioWatch seed or anything.  But we see that our system for North Carolina and we are, what, maybe the 10th largest State but very rural.  But we're the fifth largest State in terms of growth.  And so our population is going to go from 8 million to 12 million in the next 25 years or maybe even less.  But anyway, we see this system, which we have been able to bring up pretty cheaply across our whole State, is something that is very useful every day in North Carolina, whether it is a hepatitis outbreak or checking to see if there are any adverse effects or monitoring for injuries with a hurricane, which we have lots of.  It seems like a lot of States it may not come up from, you know, may not be one of the big cities in them -- is there any way this can be used to improve public health?  

Now maybe that is kind of beside the point for what our charge is, but we just need the real benefit of this every day for many, many things.  I think Tom described some of those other things, as well, in our daily work.  But very much so is communicable disease and for national disaster, food-borne outbreaks, and so on for minimum investment, so I guess my thought is that, why can't we do both?  I mean, I know we have limited resources.  But if we can put opportunities on the table for State-led initiatives as well as going deeper in the major metropolitan areas, I think that would be great.  We just need to figure out how to incentivize that.  And I know that is one of your other questions, create innovation and sharing best practices so we can be as cheap about this as we can.  Just some rambling.  

>> Don Weiss: Hi, this is Don Weiss.  I’m sitting in for Tom.  He had to go to another meeting.  I’m over the syndrome and surveillance program, and Marcie Laden is the other person I work with fairly closely.  This is the opinion of our group, and that is, the sentinel idea is probably not very useful.  If an event happens, it may happen locally and you will probably want more detail in worthy opinion that building upon existing systems is the way to go, in getting that foundation data, which is what we're getting now, is what we find most useful.  Having one hospital in New York City, they gave us detailed-level data on patients that we could drill down into probably wouldn't be very useful unless the event happened to occur just at that one hospital.  

>> Dr. Gerberding: It sounds like you are kind of arguing, in a sense, for the same thing Leah is, which is, we need to have the comprehensive coverage as a priority to maximize the utility for not just the data surveillance purpose but for a broader set of habitual health functions.  

>> Don Weiss: Yes, I would agree with that, and as much as you can use the systems set up and get the foundation level first.  And then, as your second layer, move on to some of those more difficult to get data elements.  

>> Brian Keaton:  Just a couple comments.  Most times, in these episodes, you are going to find that the initial diagnoses are made by student clinicians.  And the utility of the system are going to be to monitor spread, to monitor severity, and to guide our response, and also to be able to answer that question when is it over.  So from that standpoint, I think the wide net will be most useful.  

The other thing that you're going to run into is, from time to time, you will see that there is an outbreak that is so widespread that it kind of went underneath the radar screen, like the sporidium problems we had in Milwaukee several years ago.  Those are places where having that baseline data and then being able to compare one like geographic area to another and then saying, “Wait a second; there is something that sticks out here; we need to go look further.”  I think you are going to have a lot of benefit from that.  Both those would argue for the wide net.  

>> Dr. Gerberding: Thank you.  Good point.  Is there anyone who is would argue against the wide net approach for any reason?  

I'm assuming this means that no one on this call has a strong reason why we wouldn't want to cast a fairly broad net.  And a different dimension of comprehension relates to the timeliness of the reporting system.  Our specific charge mentions a 24-hour time frame to collect information.  We've heard about real-time or “really timely,” and I didn't really get a complete sense of what the time frame was in New York or North Carolina for the core data elements, but do we need to -- is it going to be a problem to have at least 24-hour access to information from these systems? I mean, Leah, what is the time frame for acquisition in North Carolina for most of the core elements?  

>> Leah Devlin: Julie, our data is from the hospitals every 12 hours.  If we see something we need to look at, we can collapse that to a much shorter time interval, every 15 minutes if we needed to.  

>> Dr. Gerberding: Great.  And in New York?  

>> Thomas Frieden:  Information comes every 24 hours.  We have a subset of hospitals that send it every 12.  We don't have the capability at the present to go any shorter time frame than that.  

>> Dr. Gerberding:  Given the magnitude of what we're proposing here, I'm going to suggest that we specify 24-hour time of acquisition and knowing that in the future, we might want to push the envelope on that or set intensive flexibility of that timeline.  If there is anyone who disagrees with it, please speak up; otherwise, we will put that forward as sort of a frame for the work that we are doing.  Anybody think that that is too long a period of time?  
We'll take that as a “no” just for now.  

We also have a set of questions here that really address some of the more practical issues in terms of getting information, and one of those, of course, that specifically relates to our charge is, what are the incentives, or how can the clinical sites be encouraged to provide standardized data? And how do we get them to actually give us the data in the first place? And what are the ladders? And separately, should a standard message be used even if we don't have standard vocabularies?  This is getting down to nitty-gritty and walking a fine line between the concept and some of the technical aspects of data acquisition.  But I do think it is important to at least recognize this is going to be a major issue.  

>> Edward Sondik: Well, I actually -- we're slightly time delayed here.  I actually had a comment on the last question.  So since the line is open, let me make it.  It strikes me, it would be very useful for us to have a nominal set of targets, not the only targets, but the idea of what it is we're looking for, and you kind of relate the idea of whether we should be looking at -- for 24 hours or every 12 hours, whatever.  But give us an idea, if you will, of the size, for lack of a better term, of the -- that we're actually looking for.  It might be that there are a few, and it might help us in our modeling if we had a few of these that had different characteristics, and we could continually ask whether or not our addressing one or the other of these.  

>> Dr. Gerberding:  Thanks, and I just want to ask Matt, technically, is it possible for you to open all of the lines of the official members of this working group so that we would not have a technological barrier to having a conversation here?  I know that under the rules, we can't open up widely at this point.  If it is technically possible to simply open all of the member lines for conversation, that’d facilitate some of this asynchronous communication.  

>> Matt: Yeah, Dr. Gerberding; it will take us a minute.  If that is the route you want to go, let me just say to all the workgroup members, please mute your phones on your end when you are not speaking.  If we go from having 2 or 3 open lines to 15, there will be a lot of open chatter.  So you will have to be vigilant on your end with your mute button.  But we'll go through and open up the line. Just wait a second as I work with the operator, and then we can -- I'll let you know. Dr. Gerberding, you can conduct the conference that way.  

>> Gerber: Thank you.  No unfair typing on your keyboard while you are on the conference call.  Because make sure you are on mute.  

I'll pose a question here that is probably -- speak to the targeting concept as well.  Really has to do with how data can be provided. The information means multiple levels at local, State, and national level.  

We know that experiences (indiscernible), and anthrax and other public health emergencies have shown the need for all levels of public health to have information available to them, not just local or State or Feds, but collectively.  We’re in a situation now where they are increasing expectations across government agency access information such as emergency response; homeland security; public health; and then the additional aspects of, for example, metropolitan-specific areas that are two or more States and the kind of accessibility that would need to be built into a system like this.  So that speaks to both how data are provided for multiple levels and also how they are shared in the same across both jurisdictions.  I guess I hate to take on New York, but I could ask our colleague from New York to comment on that because certainly he must have had to deal with this with your close proximity to New York and New Jersey and et cetera.  

>> Dr. Gerberding, if you want to hold off another 30 seconds, I’m having the operator open all the lines, and they are working their way down the line.  So we will have New York open in just a moment here.  

>> Dr. Gerberding: Thank you.  Does anyone whose line is open want to chime in? Feel free.  This is actually a good time for me to ask my Co-chair, Mitch, whether he wants to add anything to the discussion or it there, because I feel like I have been -- we are not in the same room, so I'm not able to have eye contact and recognize when he has a different perspective to offer.  

>> Mitch Rubin: Very comfortable with everything.  Doing great.  

>> Matt: Dr. Gerberding and all the members of the workgroup, your line should all now be open. Feel free to jump in as you see fit. 

>> Dr. Gerberding: John, if we could just go back to the issue with New York and ask people to identify themselves before they speak, that would be helpful.  We don't have voice recognition yet.  

>> Don Weiss: As I understand the question, whether it would be beneficial for New York City to see regional data and those regional partners, Connecticut, New Jersey, and the outlying counties to see our data.  And I think the obvious answer to that is yes, but I don't think it replaces the communication that has occurred, because we don't have that system.  So we're speaking to our epidemiologic colleague in all those jurisdictions, frequently a case of pneumococcal disease, and, “What are you seeing in your jurisdiction?” And I guess I fear if the data is fed that it might in some way replace that communication, and I think that we have to be very careful not to do that.  

>> Dr. Gerberding: So you're talking about redundant channels on communication that complement each other like (inaudible) and person-to-person networking.  

>> Don Weiss: Yes, I think a good example presented -- I don't know who made the point, but one, we agree, is New York City 100%.  Most likely we will get a call from an astute clinician if something happened, rather than picking up an unusual frequency of fever and flu-like illness.  The same applies to when we are looking at something that crosses jurisdictions.  It is like when someone notices something and says, “I better check with Nassau County and with New Jersey, because they are in the same area and they might be seeing something similar.”  

>> Dr. Gerberding: Point well-taken.  

>> Leah Devlin:  One of the things that I think has been important for our hospital in North Carolina is that they know us.  This is a relationship that we feel between public health and the hospitals, and they have gotten comfortable with who we are and how we're going to manage data, because when we have that look-back capability, we can go all over that hospital.  So I think that sharing this data beyond our State is something that would have to come in time.  I don't think that would apply in our State right now.  We would have to use that other redundant communication channel of person-to-person.  

>> Dr. Gerberding: Just to hone in on that a little bit, Leah, you are speaking about the ability to have a patient identifier that links it to a hospital or medical record system, and absent that capability in terms of qualification of events, more anonymous evaluation of events, is that going to be a problem for your hospital?  

>> Leah Devlin: I think that is true.  I think that that would be easier obviously to share.  But we'd still have to be in conversation with them about that.  

>> Dr. Gerberding: Absolutely.  

>> Scott: Julie, this is Scott.  I would agree with what Leah said and also New York City.  The lab experience has been quite similar.  There has definitely been a challenge when you don't have a human component to it.  It is sort of like we are from the government and we are here to help.  There is a concern there.  But I think that if there be added networking component as a redundant system, if you will, that would be helpful.  

>> Dr. Gerberding: Great.  Excellent points.  We didn't have all the lines open when we asked the question about how to encourage clinical context to provide this data.  I think I heard Leah say that for a nominal $5,000, that was enough to get some hospital cooperation.  I’m wondering what was -- the experience in New York has been, and maybe we could also share some perspective that we have gotten from BioSense so far at CDC.  I don't know if people can give us information or allow access to the information.  

>> Leah Devlin: Julie, that was my part of it, but the driver was, we had a law that required hospitals to give this information to public health.  

>> Dr. Gerberding: That’s a pretty powerful lever.  

>> Leah Devlin: Yeah.  We also had the hospital association and the legislature saying, “We want this. We are hospitals on the front line.  We are players in protecting the people's health, and we need that; it is law.”  I am not sure that we could have gone in there and gotten this law if the hospital had decided they were going to oppose it.  

>> Dr. Gerberding: Great.  Do they like it now?  

>> Leah Devlin: They do; they are very proud of it.  

>> Larry: This is Larry from North Carolina.  Did the North Carolina law address providers other than hospitals? 

>> Leah Devlin: No, this was specific to the hospital emergency department with a specific dataset.  

>> Dr. Gerberding: Leah, would you be willing to share that with ONC to kind of look at it more broadly?
>> Leah Devlin: The law or data elements or both?  

>> Dr. Gerberding: Both.  

>> Leah Devlin: I would be happy to. There is one slide in the PowerPoint we sent which people may or may not have gotten, because it just came this morning.  The data elements are listed on that.  

>> Dr. Gerberding: Thank you.  Any advice on that from New York?  

>> Don Weiss: Sorry, I have to keep walking around Tom's desk to get to the phone.  We don't currently have anything in our health code that specifies this.  We sort of debated back and forth whether we wanted to do that.  I don't think we have really anything to add to the conversation at this point.  

>> Dr. Gerberding: And what is the experience with the BioSense hospital so far?  

>> Don Weiss: Is that addressed to New York City?  

>> Dr. Gerberding: No, I was speaking to Barry, if he is on the line.  I could ask Laura also.

>> Barry Rhodes: I’m sorry; my phone was on mute.  This is Barry.  We have actually engaged the hospital with funds for increasing their infrastructure to facilitate the feed.  So we recognize the fact that not all hospitals, even those with sophisticated IT departments, have the capability of doing the appropriate mapping and sending this data out in standardized form.  Nor do they have the capability of managing and supporting those seats.  There is some burden on the hospital to maintain the seat.  We have facilitated that by providing funds to the hospitals for that infrastructure.  And we have found the hospitals very receptive to that.  

>> Laura: This is Laura.  I’m just going to jump in.  Another incentive for them is, they actually get to see the data back.  And they have been real receptive to that.  It stated -- it is in their clinical system, but they don’t get to see it in a way that we can present it back.  Specifically, the infection control professionals are excited about that.   

>> John:  I think it will be helpful to revisit this discussion after we get to more specificity on the data that are being targeted.  Indeed, different data are available more easily in different circumstances, and there are costs associated at times with having those data available.  So I think we're still talking about a fair variety of different data types, from highly structured lab results, which is what a lot of different systems are out there.  I think there is -- in parallel with the wide-variety data is wide variety in the quality and utility of the data, and it may be that, indeed, the data that we find to be most useful in targeting are not necessarily the data that are easiest to get.  

>> Dr. Gerberding: Thanks, John; that makes a lot of sense.  

>> Leah Devlin: This is Leah.  I had two other comments.  One is that we have sort of come to use the word “public health radar” when we are talking about this with the public, and that seems to be a very good way of explaining what we are trying to do.  This is a public health protection tool that is out there 24/7 -- “While you are sleeping, we are on guard,” kind of, and that has been very helpful in talking about what we are doing.  

And the other thing is, in terms of lessons learned, we did find that sometimes one of the biggest barriers with the hospital on an individual basis was their IT leader.  So we really need to bring those experts along in what we are trying to do and why, because it does mean a little work for them, and sometimes they want to tell us, “Oh, we already do that,” or, “We will fix our system so it does that.”  So that is something that we found to be very helpful, is to try to make sure that the technology leaders were positive so that the CEO wasn't caught between us and their technology person.  

>> Dr. Gerberding: That is very helpful.  Let me take a stab at just trying to get a high-level synthesis of what we have said so far and see if we are ready to move on and talk about how to convert this into a deliverable or work product.  In terms of modeling the project -- of the project we have been tasked with, we have agreement there are four functional elements: initial event detection, situational awareness, outbreak management, and response management. And that those elements need to include robust, bidirectional communication capability.  This is not just a data kind of system; it is a shared data and ultimately an opportunity to have more interaction.  

We've said that there will be a minimum set of data elements that should be defined by this specific charge to the group as a starting point, with the opportunity to add in additional data elements such as veterinary or animal health data at a later point in time.  So while we can think about that as a future element of great importance, we won't be expecting that as deliverable from the work in front of us over the next time frame.  We recognize that there are a variety of sources of data, and when we know what elements we need, that will probably be easier to determine what are the optimal and seasonal sources for getting them.  I think that is probably something we don't have a specific answer to today, but we'll be informed by additional choices as we go forward.  

And we agreed that we will stick with the specific charge of being able to get data within 24 hours, recognizing that sooner is better and flexibility is even better than that.  But to be as inclusive as possible, we're not setting the bar higher than the 24-hour data turnaround time at point.  

We've agreed that, ideally, we would like to cast a wide net and that the completeness attachment is more important than the sentinel model of having a few sites be able to consider in terms of their comprehensive data acquisition, at least toward responsibility specified in our specific charge.  We have recognized the importance of privacy and the perception of privacy and will get more information about how State-specific privacy and security issues will shape our scope of work.  But right now, under the HIPAA requirements, we know that we can protect patient privacy under the system, that is, we so far learned about and still allow essential public health action to occur.  

We don't know all the means to encourage clinical sites to provide data, but we do know that economic incentives may be helpful, that access to information that informs them and is of use to them is a potential additional incentive, and that economic incentive to support enhanced connectivity on the part at least some of the ways that we may be able to provide incentives.  And of course, the most powerful incentive of all seems to be a State law that requires people to provide this information.  So we haven't really addressed the incentive to the ambulatory care site and whether or not we're going to have to utilize some of the alternative resources that might provide convenient and comprehensive information profile from ambulatory care that complements what we get from hospitals as well as laboratory data.  More information needs to accumulate in terms of ambulatory care.  In terms of standards, I think that would come up in the context of the use case analysis, but clearly there is no good reason to get a lot of discombobulated information in a format that can't be aggregated at any of the relevant levels in the system, including the State and national level.  

And this cross-jurisdiction and multijurisdiction and multidisciplinary capacity to manage data across these boundaries probably would be somewhat addressed when we understand the privacy and security issues, as well as the standardization issues.  

Have I presented a fair summary of what we've said so far?  Is there anything to add or subtract or correct? This would be a good time to speak up.  

According to our agenda, the next thing we need to do is really understand the work plan for the next segment of time and to put that in the context of a longer-term timeline and milestones.  Our task right now, between January and March, is to identify existing tools and solutions that could be rapidly deployed and present a recommendation of those to the Community to identify those agencies at every level that need to support these tools and solutions so that we have kind of buy-in and support we need and then to develop the detailed timeline for realizing the specific charge to the Community.  We're expected to be able to present that information to the Community on March 7th, as I understand it.  Dana, correct me if I'm wrong on that.  

>> Dana: That is correct.  

>> Dr. Gerberding: I'm getting a signal that is correct.  So perhaps we should have some discussion at this point about what our next step should be, and Dana, maybe you could help us in terms of what you are expecting to contribute from the office of the ONC.  

>> Kelly Cronin: Dr. Gerberding, this is Kelly Cronin. If you'd like, I could review the action items, I think, that apply mostly to the ONC staff, and again, we'll be working with the workgroup members and following up with folks who are willing to contribute time to work on these activities.  But the first one I had was to identify scenarios which CDC will first propose and then share that with the workgroup for their input and then crosswalk three case studies for review, starting off today, to identify the data elements that would be needed for the scenarios.   

And then the second action item was to -- and I don't know if there is a lot of clarity around this yet, but to survey activities across the country, that would give us a better idea of what programs are in place that we could be building off of in a 1-year breakthrough project.  I'm feeling there might be some existing surveys already available.  So if we could actually start perhaps doing maybe a synthesis of what is out there, it would allow us to probably get information back out to the workgroup in a more efficient time frame.  

So I will follow up with the folks at CDC, and if anyone else knows of any other existing surveys, then please let me know.  And then the last one was to look at the North Carolina law that requires emergency room data to come in and take a look at the specific elements and, again, compare those to the scenarios that are identified.  But in terms of what I think you were also asking about clarification of the next steps, in terms of trying to meet the March 7th deliverable, we'll be trying to develop an internal working plan on what we need to do to prepare the workgroup for the next meeting.  So take care of all these action items I mentioned, and also probably think more and get back in contact with you about what you feel you need to support you on your next meeting so that you can be making decisions on the recommendations and you can really start to flesh out what a breakthrough project will look like so that you'll be able to present that on March 7th.  

>> Dr. Gerberding: Corrections to that list?  
I'm hearing nothing, so I think that is a good interaction of the next step.  

>> Kelly Cronin: I just wanted to provide one more point of clarification in the -- and I don't want to jump ahead of your agenda, but as we get to talking about the longer-term timeline and milestones, I think we just need to clarify some of the expectations of what needs to be recommended for the Community.  

>> Dr. Gerberding:  I think we would probably propose to take that up on the next call.  

>> Kelly Cronin: Okay.  Great.  

>> Leah Devlin:  Julie, this is Leah, and I just had a question about the survey.  I wonder if it would be helpful to know how States are rolling out their immunization registries, whether they are moving into the private sector yet, because clearly we start with getting our health department on the immunization registry, but that is an opportunity to link into a good number of primary care providers and also want the feasibility of that being a surveillance tool, along with NED and how we're reaching the private sector.  How far along are we as a nation with implementing NED and how feasible is it to take that out to the private sector? 

>> Dr. Gerberding: I see where you are going with that, Leah.  I think that is a great idea.  We have to be a little bit careful about how we characterize the survey, because we do not really want to go through the OMB paperwork reduction process of getting clearance on that.  Let's see what we already know and if we have enough information to give us a cross-section of where we are.  

>> Brian Keaton: I would add one caveat to the discussion.  As we identify the syndromes and crosswalk that -- to the data elements that we need to be able to identify, I think we crosswalk that one step further as to where that data comes from.  And if we can identify -- and I suspect that we will -- that we have data elements that already exist electronically, and where we can get those data elements from, that becomes much easier than identifying a data element that currently is something that is just sitting on paper and makes it much more difficult to turn it into a data point that we can work with.  

>> Dr. Gerberding: I think that would be an easy thing, to add another column to add to the crosswalk.  Any other comments on our work plan here?  

I would like to ask the public who are joining the call, nonmembers of the working group, to take this opportunity to offer perspective or a comment.  Please identify yourself before doing so.  

>> Matt: Dr. Gerberding, if you want to go to public comment right now, I can put up the final slide with the public call in information.  It takes 5 or 6 minutes for people to call in and get queued up.  

>> Dr. Gerberding: That would be a good thing to do right now.  In the meantime, we will recite some poetry.  

>> Matt: I will jump in and let you know as soon as we have someone waiting. 

>> No one at the HHS building that choose to make public comment.  

>> Matt: Okay.  

>> Dr. Gerberding: While we are waiting, for those that don't have the longer-term timeline in front of you, I will read out what it is we need to do next.  January and March, but then between April and June, we need to really work on policies that need to be changed or augmented to meet our charge to hone in on the privacy issue we have made reference to today and to review the architecture and certification criteria that are essential to our goal. And although not stated here, I assume at some point there will have to be harmonization with work going on in other workgroups, to the extent that what we are really ultimately trying to do is build a national health information technology here. And we don't want a set of them; we want something that perhaps gauge from the standpoint of architecture and standards.  

Over the summer, we will need to really just find the deployment target and how we're going to go about getting this kind of connectivity and also make recommendations about an education awareness plan so that our stakeholders and customers, if you will, are aware of what we are doing and have time to plan and get their issues and questions addressed.  And then we will be required to make recommendations about the timeline for doing that transition from this very specific charge to the overall broad charge from which it emanates.  Lastly, by the end of December, we are expected to make recommendations to the Community about how we would implement a pilot effort and a rollout plan to get the show on the road in the next year and also look back on the year and evaluate our progress toward achieving the broad charge.  

So I really thank your energy and effort and willingness to participate in this.  This is a major time commitment for a lot of very good people and experts, and I think that the fact that we've asked people of your caliber to participate in this necessary has itself engaged so deeply, and this is just testament to how important this really is.  Also, what an incredible opportunity we have to really, truly move this field forward, something that many of us in public health have dreamed of for a long time, and to finally feel that there is traction, and we will be able to envision the world where we are not spending our time getting information or saving information, we’re spending our time interpreting it and providing effective public health action is just a wonderful vision of this discussion.  

>> Matt: We have a public comment ready. Please open Alan Zelikoff's line.  

>> Matt, can I just quickly respond to some timeline issues just for clarification? 

>> Matt: Certainly.  

>> I just wanted to bring people's attention to the workgroup activity and Community milestones document that went out.  And while the longer timeline that Dr. Gerberding just went over is very thorough, I think we are actually expected to deliver a little bit more quickly on some of the milestones and deliverables.  For example, I think by April 25th, the workgroup is expected to present recommendations regarding levers that will accelerate the implementation of this breakthrough.  So a lot of the public issues and the major barriers have to be pretty well-defined at that point to understand how we might actually propose solutions or levers to really rapidly implement this.  I think the overall general expectation is that we will have an implemented program by the end of the year.  That means we'll likely be making recommendations to the community specific to target populations and models for deployment prior to July that will most likely take place in June.  So it is incredibly ambitious schedule, but we will do our best to support you and help you stick to this timeline.  

>> Matt: If we have Dr. Zelikoff's line open, you can go ahead with your public comment.  

>> Dr. Zelikoff: Hi.  I'm calling from Albuquerque, NM.  I want to the check in the summary that Dr. Gerberding provided a few minutes ago about additional requirements.  There is clearly a -- an existing bias towards trying to exploit data streams that are already being collected.  And in the place where I work, we've taken a rather orthogonal approach, which is apropos of Dr. Keaton's question -- I think it was Dr. Keaton -- with regard to getting direct input from clinicians.  I understand that there's a pervasive belief that won't take the time or don't have the time to support cases, but we have found now, in four years of experience of running a clinician-driven system which includes veterinarians, that if you make it easy and you make it fast and you give back something that is of utility to the clinician -- and I would think that is the person in this -- have that time, that both public health officials as well as local clinical community embrace the system.  

And in fact, we observed not only have clients been steady; it in fact has gone up 45 counties in West Texas, where we have been using this now fully licensed by the public health facilities, and it improves many of the important issues that were brought up: two-way communication, reducing the noise of the signal problem -- providing that information on a need-to-know basis. Instantaneously, two people need to know it, but tailored for their specific need, different for public health than for clinicians.  And then, finally, the ability for public health officials to effectively define case definition on the fly.  That is very difficult to communicate, of course, to local clinicians.  And should clinicians report a case that meets any of the criteria, be they specific or very broad as defined by local public health officials, the system automatically notifies public health officials of the importance of making contact with the physician or veterinarian immediately.  We have had thousands of case reports and never had a problem with patient confidentiality.  We have picked up a disease much earlier than has ever been picked up before, and perhaps most importantly, we were actually able to rule out -- with the expenditure of no money whatsoever -- the FBI-declared bioterrorism threat, the Thomas Butler affair in Lubbock, TX, because we had instant awareness and two-way between doctors, vets, and public health officials.  

So I simply want to put a plea in for including a spot for clinician-driven as opposed to data mining-based surveillance systems.  They are probably complementary, and our experience has been that it can make it easy and you make it fast, that clinicians embrace the system, and word of mouth spreads the system. It works very well.  

>> Dr. Gerberding: Good point.  And we may get back to you as we are doing the survey to learn more about exactly what is being reported.  Thank you.  

>> Dr. Zelikoff: Good.  Thank you.  

>> Matt: It doesn’t look like we have anyone else calling right now.  I will defer to you Dr. Gerberding when you want to adjourn the meeting.  But just to let members of the public who are following along on the Web -- when the meeting is open, we will leave up the slide that has e-mail address where you can send public comments and questions, and those will get forwarded to the appropriate people.  

>> Brian Keaton: Dr. Gerberding, this is Brian Keaton again.  Just as a piece of information, there is an incredibly energized group of emergency physicians working on this issue for quite some time, a group called the Front Lines of Medicine.  There’s been a couple of papers published, data elements tied to syndromes, tied to Delphi process, a number of small projects that are under way.  This is a group that I think would be very energized, so as we identify things that need to be done, I’ve got a ready and waiting group to pass those on to.  

>> Dr. Gerberding: That’s really exciting, and exactly what we’re hoping to do is find those islands of excellent sources that are already pushing the envelope that can help us kind of jump-start, so thank you.  That sounds good.  

If there are no more public comments, we will adjourn the call, and we appreciate, Kelly and Dana and Matt, your support. And John, we especially appreciate all that you are doing in the office to create the framework of success for this, and we look forward to talking to you on our next conference call.  

>> Thank you, Dr. Gerberding.  

>> Dr. Gerberding: Thank you.  

>> Thank you.  
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