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Background: Illinois maintains a locally developed, Java-based application for our communicable disease surveillance system, I-NEDSS, established in 2004 that includes all reportable communicable diseases except HIV/AIDS and syphilis. Additionally, the infrastructure includes Business Objects as an Analysis, Visualization and Reporting tool. Electronic Laboratory Reporting (ELR) is established for >75% of lab reports, and is processed using WTX. 
The challenge presented will focus on the future of incorporating electronic case reporting (eCR) into I-NEDSS, specifically for reporting of Gonorrhea and Chlamydia. In I-NEDSS, STI reports are mapped by provider ZIP code and routed to the Local health department for follow-up investigation.  There is an ELR automerge function built into I-NEDSS for some reportable chronic diseases, such as Hepatitis B and C, Zika and Lyme Disease, but otherwise the system requires users to manually review new reports and when appropriate merge new reports with existing cases. STIs have similar challenges with the volume of reporting, but cannot leverage much of the automerge functionality due to repeat infections in short time periods, and often the lack of an existing case prior to receipt of ELR. IDPH has begun planning for the future implementation of HL7 standardized eCR. The current approach includes the direct ingestion of the XML file into I-NEDSS without an intermediary engine, such as Rhapsody. Ingesting eCRs for STIs will bring new opportunities and challenges. Those challenges include:
Challenges:
· Technical challenges with file validation, extracting standard code values for ICD-10 and prescriptions, mapping to correct diseases and a limited set of data elements while potentially storing complete reports for reference during investigation. 
· Burden in reporting volume: LHD bear much of the workload, which for STIs cannot be increased with eCR. Treatment and demographic or address data automatically ingested all value. 
· Additionally, LHDs experience cross-jurisdictional delays in STI reporting and therefore public health response when necessary, as cases are first routed to the provider jurisdiction. 
· There is an identified need for functionality for both automerge and autocreation of new cases for STIs that can apply to both ELR and eCR. 

Who are the major players? What are their conflicting perspectives and interests?
· Development team at IDPH-continuously has immediate on-going development and maintenance work that takes priority over eCR 
· IDPH STD program-manages all aspects of surveillance reporting, data management and data quality for STIs statewide
· Local health department-Large investigational burden. Limited by cross-jurisdictional data restrictions
· Providers-Burden of reporting through data entry or faxes
· Vendors-responsible for developing standard products in the EMRs to report to public health. 

What actions have you taken or are thinking about taking? 
· Past project with Chicago Department of Public Health and a group of FQHCs to report STIs electronically using a non-standard format. This project emphasized capture of treatment. It was not widely adopted, and is not active. The format of the files and process to receive and ingest them is leveraged for a limited number of other providers to report STIs. It is not sustainable. 
· Evaluated the eICR received from one vendor in 2017. That pilot did not lead to production data. Receipt of files helped with understanding the more extensive mapping and decision making ahead
· Have conducted requirements gathering sessions with STI program for automerge and auto-case creation. 
· IDPH has received 90:10 funding for implementation. Is working to hire 3 additional staff. 

What are your stakes and interests? Any hidden issues?
Benefit will be to alleviate surveillance reporting and investigation burden on providers and LHDs.  –
Risks are that the reporting volume over taxes either the existing system, or staff data management 
Unknowns 
· Operationalization of eCR nationally: how will triggers and filters be implemented and updated, The Digital Bridge Initiative outcomes and support to jurisdictions, how will data flow nationally, functionality of tools, such as Reportable Conditional Knowledge Management System (RCKMS) at filtering reportable cases. 
· What is the vendor commitment to eCR? The provider? Is it entirely driven by Meaningful Use? 
· How might HL7 FHIR change the standard for eCR

What do we want to be advised on by the group? 
· How would others access their readiness for eCR? Do they identify the same challenges or different ones and have they identified solutions? 
· How have others planned on integrating the eCR data into their current workflow of ingestion and case investigation?
· What are some best practices for demonstrating value that encourages engagement and buy–in of program staff for an informatics project that also poses potential risks of increased burden– has ELR been well-received? What barriers/opposition when do you lose them?
· Current best practices for managing high reporting volume (ELR examples), or alternative provider reporting methods: extracting data from EHRs? Query and response? Flat files? 
· Considerations for how LHDs interact with each other on cross-over investigations or considerations to help them? 
· Should we plan for both C-CDA and HL7 FHIR structures and what major difference could this bring? 
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