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Meeting Objectives and Background 
[bookmark: _GoBack]By the end of this workgroup meeting participants will:
· Have access to available resources to support surveillance planning and examples of reports
· Establish connections among peers who are working in different states to plan, implement and report on marijuana/cannabis public health surveillance activities
· Understand the strengths and limitations of current common surveillance data systems
· Identify approaches and opportunities to address surveillance weaknesses or challenges
· Contribute to planning next steps for strengthening capacity

Meeting Planning and Participation Will Include:
· Sharing data, resources and experiences among peers, with the understanding that this is for the purpose of discussion and will not be shared publicly
· Identifying limitations and weaknesses of available data systems, and how to address them, to understand how they can be most useful for surveillance
· Focusing on the priority interests of the attendees, with the understanding that all topics of interest will not be covered

Historical Context: 
· During the process of developing surveillance for tobacco control, states were asked to begin collecting data for reporting and the level of pressure to identify surveillance metrics without clear goals was challenging
· Fast-forward to 20 years later we are in the same place with marijuana surveillance as recreation and retail legalization is rapidly taking place across the US. 
· It is important that as a collective body, we make decisions about how best to move forward with surveillance, how best to answer the data directives from funders, stakeholder, and the population, and how best to organize information for states that may have recreational marijuana use passed in their jurisdiction.  


Day 1 

I. Established Resources 
During the session, the project leads presented on the existing landscape of resources.  

CSTE – The Council of State and Territorial Epidemiologists 
· CSTE is a national non-profit that works to advance public health policy and epidemiologic capacity.  Composed of member states and territories, we seek to establish effective relationships among states and other health agencies.  Additionally, CSTE provides technical advice and assistance to partner organizations and federal agencies in the areas of surveillance and epidemiology.  
· CSTE Marijuana Subcommittee: formed as an opportunity for states to share strategies for systematically monitoring, characterizing and mitigating the public health impacts of marijuana 
· Bi-monthly subcommittee calls 
· Special workgroup calls as needed 
· Efforts to coordinate with federal organizations (CDC, SAMHSA, NIDA) has been ongoing and CSTE serves as a liaison between the states and federal agencies 

Basecamp – Online project management website that will serve as a resource repository for the workgroup; documents housed here are sensitive and should not be shared without the 
· Self-Assessment of Marijuana Surveillance Data – environmental assessment of the current status within your jurisdiction 
· Environmental Scan Report – state responses and key informant analysis 
· CDC/SAMHSA – Recommended surveillance measures to include in youth or adult population-based surveys 
· National Survey on Drug Use and Health (NSDUH): PDAS (public) and RDAS (restricted – must submit a request for this information); can query the data and system will combine multiple years if sample size is limited; 
· The cost of the assessment (collection, analysis, etc.) has increased over time 
· The analysis is not validated
· Proposal review process seems to be lighter – must go through the Census Bureau to access the restricted data 
· Behavioral Risk Factor Surveillance System (BRFSS) – optional core marijuana module can be added if states are interested 
· Colorado has included additional questions in addition to this module  
· Oregon – medicinal use, how it was obtained, and driving after use
· Youth Risk Behavior Surveillance System (YRBSS) – youth version of BRFSS
· Colorado focused on perceptions of harm and youth use; use on school property
· Oregon – ease of obtaining, perception of harm, and whether it is wrong to us
· Some states have their own version of this assessment and may have more flexibility with adding/revising questions from year to year 
· Syndromic Surveillance – Real time data from hospital coding 
· National Syndromic Surveillance Program (NSSP) query available 
· Oregon has a modified query 
· The people who run the syndromic data don’t do anything with it (was originally created for Flu surveillance) – identifies clusters or spikes in the trend; meant to trigger a reaction 
· Important to consider whether all the hospitals are reporting – key to understand the baseline; if new hospitals are onboarding to use there is more data but may not mean that there is an actual spike
· Difficult to push syndromic surveillance beyond what it was actually designed for – question the data 
· May be able to pick up issues within the infectious disease context with edibles (foodborne outbreaks through poison center data) 
· This query appears to have high sensitivity and poor specificity – when working with ICD codes you may get lower sensitivity but a better specificity 
· National Academies of Science
· Colorado Department of Public Health and Environment (CDPHE) 3 reports from the advisory boards 
· CDC Website 
· World Health Organization Health and Social Effects of Nonmedical Cannabis

II. Data Sharing 
During this presentation, the subcommittee co-chair, Katelyn Hall, walked the group through a brief presentation of data received from the meeting participants.  

· Medical vs. Retail Legalization 
· Possession and Use Legalized and when sales began 
· Potential health affects may differ based upon when legalization occurred and when the market actually began (some states simultaneous, others there is a gap) 
· Adult Current Marijuana Use 
· Legalized states are all above the national average for adult use – trending upwards 
· Youth Current Marijuana Use 
· Trends appear to be up and down across most states
· Pregnancy Risk Assessment Monitoring System (PRAMS) and California Maternal and Infant Health Assessment (CA MIHA) 
· Low sample size 
· Appears to be stable over time  

III. Jurisdictional Sharing  
During this session, each participant was given an opportunity to share about their jurisdiction, their position, reporting directives, and any current surveillance issues.  

· Oregon: Julia Dilley, Epi, original surveillance plan for Oregon – serves in more of an advisory role now, NIDA grant to study the impacts of marijuana; worked originally under the state epi and now works with the program; no immediate directives for reporting but OR did an extensive report initially now does an annual fact sheet; On Basecamp – reports, publications, and other materials 
· Colorado: Katelyn Hall, Epi and Statistical Analyst – located with the health department but works with environmental health, Dept of Agriculture, and others; funded through marijuana tax dollars – not constrained to grant cycles; statutory responsibility to review literature and provide marijuana surveillance data; currently working on a review of high potency marijuana; Basecamp – publications, links to dashboard website, etc. 
· Hawaii: Michelle, no county or local health departments in Hawaii everything is centralized; dispensary program under office of healthcare assurance – patient registry system (harm reduction); new legislation for combined work on the reorganization of a new program; reviewing the bills that contain cannabis – vertical licensing (growing, distributing, etc. for each licenses); no current directives from the department or legislature – program is meant to become self-sufficient over time (there was supposed to be an allowable 40 licenses but the bill passed with just 8 and they did not adjust for the reduced costs) – currently still being funded by the state 
  
· Canada: 
· Scientific Evaluator within the evaluation branch; evaluates the PH and prevention strategies – PH messaging; 
· Surveillance Research Analyst, focused on a cannabis survey – streamlining data collection for poison centers across the country; survey is currently in the field through a public opinion research survey mechanism on cannabis (required to provide results within 6 months); federal election in October – won’t be able to release data during this blackout period; what is a key indicator to public safety is different from public health (what does frequent mean?) Basecamp – google links to assessments
· Rhode Island: Tracy, RI doesn’t have legalization yet but looking at co-occurring use of marijuana and Opioids; works in BRFSS – 2017 was the first year they began collecting marijuana information on those assessments; learning more about the health effects of marijuana; Basecamp – haven’t done too much in the area
· New Mexico: Haley, No county or local level public health in the state; legislative session began with a lot of questions on the topic and potential legalization—compromise would have been state run stores but it failed and is back on the docket for the governor’s short session agenda; no current funding or directives – hoping to have some data ready and available when it is needed 
· Washington: 
· Trevor – 2 programs (medical and prevention/education program) – support the prevention/education program and tobacco prevention program; 9 million annually from the state 1) health line: questions or issues, 2) media campaigns for youth and adults, 3) community-based grants for the sub-state level; clarifying state level policies; Basecamp: clarifying roles of various marijuana issues 
· Adam – works for Washington State Institute for Public Policy (WSIPP) – scientific information on policy issues; cost-benefit evaluation of the legalized marijuana; what’s the impact of the revenues; identifying the facts of the law and monetary values that are attributable to legalization; improvements of assessing youth marijuana use 
· California: building an opioid use case to link health records and possibly be able to use cannabis in a similar method; $ for youth prevention – substance use treatment and working to get this to be used for prevention; Basecamp – baseline report (not approved yet), campaign materials
· Vermont: Jeff – centralized agency and works at the Div of Health Surveillance; supports alcohol and drug abuse; only person on marijuana with limited time; no current directives but does update various data briefs on marijuana surveillance; VT’s marijuana bill is in the house – looking to set up a retail market for April 2021 – sticking points on roadside testing; Basecamp – data briefs and reports 
· Maine: Tim - Runs the State Epidemiologic Outcomes Workgroup (SEOW) through SAMHSA funding and the Healthy Maine Partnerships (funded originally through the Tobacco Settlement); produces the resources for the state – annual report, state profile, briefs, presentations, webinars, factsheets, etc.; parent vs. student assessment what does parents think of youth and what do youth say 
· Alaska: Jessica – works within a central agency; funded by taxes; targeting middle school aged children (11% of reported initiation is 13); worked with Oregon and Canada as partners for an upcoming population assessment; adverse events – trying to figure out how to monitor 
· New York: Lyla – government mandated impact assessment (72 pages – final recommendation was that the positive impacts outweigh the negative impacts); governor workgroup  tasked with hearing from the community through town hall sessions which lead to cannabis legislation act and is currently a part of the current session; has a medical program which went live in 2016 pharmacy based model; transition team - 23 state agencies affect by cannabis legislation and working on key indicators and research needs 
· Nevada: Ashleigh – primary role is in informatics; no one is working marijuana but do have opioid dollars and working to figure out how to leverage that funding for the creation of system; governor’s taskforce for substance use (began with opioids) – very different goals from each agency; taxes on retail sales and varies by county but the funding isn’t going toward funding positions within the health department 
· Michigan: Sarah – state epidemiologist; works a lot with SEOW group which is funded by SAMHSA – this group created a website through a university contact for YRBSS but for individual districts – convenience samples and very popular with partners; emergency reporting rule for medicinal and nonmedicinal poisoning is reportable to the state – trying to get a rule in place for data gathering; using opioid funding to review admission/discharge/transfer messages; goal – basic stats for marijuana
· Denver – city/private partnership; works with Denver Department of Public Health and Environment (DDPHE) – hoping to begin a cannabis contamination study (dispensary inspection for edibles – for yeast, mold, and pesticides of the products); work on recalls edibles – investigations; access to data from EMS and hospital data – Denver Health; 
· Cannabis Control MA: Samantha – research and independent state agency; commissioner’s PH seat, justice chair, social equity, etc.; various commission level projects and social equity research projects – yearly reporting requirements; Basecamp – Public Safety report, link to open data platform 
· Debrief
a. Various agency types, partners, and roles 
b. Broad mandates and narrow scope of studies
c. Mix of placement within agencies – as well as people power
d. Marijuana $ dedicated funding; leveraging other funding sources for the purpose of improving marijuana surveillance while improving surveillance in other areas 
e. What to measure – how do we measure it? Can we be consistent? 
f. Industry – limited thoughts here 

IV. Speed Dating 
During this session, attendees were given an opportunity to interview one another and takes notes on one question.  To begin, attendees were asked to answer their own question and then we completed five rounds of speeding where they have 3-5 minutes to chat with the five participants at their table.  After the speed dating completed, the lead for each of the six questions met with two other leads to compile and compare answers.  The following reflections are from their combined debrief.  

· Q1: What has helped you most so far? (or what do you think will be helpful?) 
· Knowing what data sources are available
· Learning from other states – resources from early adopters
· Using experience from other substance areas – taking the lessons we have learned from that surveillance work and putting into practice for marijuana
· Collaboration 
· Collaborating with states
· Stakeholders 
· Data stewards – where is the data kept? 
· Working with other sectors

· Q2: What is frustrating you most so far? (or what do you expect will be frustrating?) 
· Lack of coordinating/communication between partners 
· Need for standardized/best practices in questions/measures
· Different questions 
· Changes in wording prevents looking at trends over time 
· Jurisdictional power to on when/how to ask questions 
· Not having the data or resources to access the data or even lacking capacity to analyze 
· Federal issues – lack of guidance  or limited guidance 

· Q3: What is going well so far? (or what do you think will go well?) 
· Talking to legalized states
· Being aware of the existing data – fact sheets 
· Having epidemiologists in place – doesn’t require marijuana knowledge 
· Well Established
· Talking to other legalized states
· Data driven policy and legislation to prevent child use and promote safe use
· Child proof packing and shapes 
· Universal symbol 
· Data dashboard 
· Contamination study 
· Colorado: Having the PH Authority – similar to infectious disease authority; made all overdose of drug poisoning mandatory reporting 
· Pending States
· Task force of crossing cutting agencies - Creating taskforces prior to legalization – partners and key stakeholders can develop a plan and/or better understand how each agency may engage 
· Starting the work – know some things but not quite sure about everything

· Q4: What question are you being asked that you can’t answer? (or what are you worried about being asked)? 
· What are the impacts of legalization? Youth use? Quantity? Potency?
· Health impacts?
· Substitution effect? 
· Adverse outcomes?
· Impaired driving? 
· What is medical marijuana’s role in the retail market? Different regulation
· Is the illicit market increasing or decreasing?
· Is MJ surveillance funded? How is it funded?
· Synthetic use? 
· Industry influence? 
· What are the effects of MJ exposure – secondhand smoke? 
· Barriers to policy eval (time overlap, changes to policy)?

· Q5: What vulnerable populations are you worried about? (what are you doing through surveillance to address vulnerable populations? 
· Vulnerable Populations
· Youth (school aged) and Young Adults (under 25)
· Pregnant women 
· Indigenous populations – tribes with various needs and impacts 
· Cooccurring Mental health disorders
· Tourists 
· Elderly – interactions with prescription drugs
· Suppressed immune systems
· LGBTQ
· Industrial workers – equipment, drivers, doctors; higher stakes for on the job impairment 
· Impoverished communities 
· Individuals with criminal records – prior charges and issues of fairness; expungement of prior charges 

· Q6: What is one thing you wish you had to help you now? (why?) 
· Funding – consistent 
· Staff (dedicated – epis, analysts, etc.)
· How to Manual 
· Key indicators
· Definitions
· Standardization
· Changing measures with the landscape
· Baseline data
· Access to data and increased data sources
· What questions need to be answered; how are they prioritized? 
V. Roundtables 
During this final session of day 1, participants were given the choice of four different roundtable topics.  Each topic was presented at a separate table and a notetaker was assigned to provide a debrief.  Participants completed two rounds of twenty minutes each.  The following is a summary debrief from the two sessions.  

· Table 1: Beyond Surveillance
· Questions – adding questions to existing surveys or even creating new surveys
· What are the gaps in the national survey data? 
· Many surveys are geared towards 18+ population; how to reach the youth population beyond YRBSS – may be unreliable 
· Who are we missing with the YRBSS? Schools that don’t participate, youth that are homeschooled or dropped out, students or parents who refuse assessment 
· What are our data collection efforts?  What kinds of questions? How do we ask them? 
· Precursors/Risk/Protective Factors
· Items
· CA: Survey capacity wealth – added 50 items on MJ
· Canada: large national assessment 
· Alaska: fielding a new survey 
· Mental Health – risk factors?  Self-medication? 
· Substitution of MJ 
· Longitudinal data is needed
· Market Data 
· Sales
· Transaction level data 
· Seed to Sale – potency (units of test results are required) 
· Even testing individual level 
· Traceability is not consistent across jurisdictions – access differs
· Point of Sale data – Headset 
· NV: Each package that is sold is associated with a specific consumer – this would only be focused on purchase so its not conclusive of how much they actually consumers; IDs are scanned for every purchase 
· Hasn’t been discussed on the privacy issue and how this data can be tracked or used 
· Focus groups – more novel questions
· Open ended items on surveys: Changes with product type and potency; free text data and more flexibility 
· HI: Linking patient registry system with prescription monitoring system – New York State may have some examples of how this was done 
· Thinking through ALL the data that needs collection 
· Treatment admissions (youth in particular) 
· School expulsions 

· Table 2: Disparities and Vulnerable Populations 
· Tribal Communities – barriers to monitoring; no representative sample and/or suppression; higher prevalence 
· Mental Disorder – how cannabis legalization or use impact these populations – does it increase symptoms; difficult to get funding for this population; evidence for treating anxiety/depression 
· Immunosuppressed – issues of contamination 
· Youth 
· Unintentional ingestions – children, animals, all ages; tracking safe storage (CO: Child Survey) 
· Pregnant Mom – PRAMS existing surveillance system; key places to intervene (WIC, OB Clinic, Home visiting)
· 18 to 25 men: not represented well in the survey data; do show up in the hospital data; cardiovascular effects 
· National guidance on excluding nonresidents from hospital data – college students may not be counted anywhere 
· Older adults: medication interactions, caregiver growing within the home 
· 2nd hand and 3rd hand exposures: smoke inhalation and surface exposure – in home daycares; worker population 
· Middle Age White Male Population – suicide/depression is this population self-medicating 

· Table 3: Impaired Driving 
· Impact of legalization 
· Use - Increasing or Decreasing?
· Too soon to tell
· Various outcome measures are being tested (i.e. heterogeneity) 
· Defining impairment 
· Training law enforcement 
· Education for courts and judges as well as clients
· Diversion programs
· Prevention? 
· Identifying incorrect public messaging 
· Framework to detect other substances
· Accurate measurements 
· Traffic fatalities
· Detecting “acute” THC exposure
· Biased self-report data  

· Table 4: Intersection with Tobacco/Alcohol/Other Drugs 
· Use for alternative/replacement for other addiction 
· Synthetic cannabinoids 
· Self-report of legal substance rather than not want to disclose illegal substances (safe to talk about alcohol and tobacco use)
· Harm reduction messaging – impacts on the intersection 
· Cultural component – blunts (combination of tobacco and cannabis) 
· Canadian industry beginning research (Williams) 
· Testing of products, complaints spur investigations, CBD sealed products 
· Beginning data collection for opioids (small numbers/power of data) 
· Tribal survey will give some data 


Day 2

I. Ashley Brooks-Russell, PhD, MPH, Colorado School of Public Health 
“Developing High-Quality Survey Questions with Cognitive Testing: What it Means and How to Do It” 

Background
· Healthy Kids Colorado
· Assessments: Need Exchange
· Limitations of Surveys 
· Time Constraints 
· Limited free-text
· Responses don’t fit the question 

Cognitive Interviewing Goal
· Will the respondent answer the questions the way intended? 
· The focus is just on the questions 
· Open ended and freedom to walk through the thought process
· Some people do verbal probing – if there are concerns about the questions, you develop probes to obtain the information from the participant
· Concurrently: think aloud right after the question; Retrospective: after completion of all the questions – helps to also address the order of the questions 

Dimensions to consider
· Can you qualify “risks” or “regularly”?
· Using cannabis – does this include all forms of use? 
· Recall bias
· Debriefing interviewers – interviewers may read questions differently than listed in the assessment 
· Do respondents answer questions based upon intent – are 30-day periods to difficult? 
· Is there a problem with “average”? comprehension of questions 
· All surveys are wrong but good surveys are consistently wrong 
· How do we balance - getting to a perfect question versus getting to a consistent question?
· What matters is looking at the prevalence estimate over time – does it matter when the survey is administers (Jan versus May) 
· Even with cognitive testing you sometimes can’t change the questions – funding constraints, comparable state data, comparison over time 
· Modules are a way to experiment with different questions on different surveys – you may not know which answer is correct, but you may get the sense of whether one question is better than the other
· Judgement/estimation 
· With kids who never use or who use a lot to feel out of place with the questions
· Respondents may believe that researchers have an agenda against them 
· When you announce that you are from “X State of DOH” respondents may believe the researcher has ulterior motives 
· Selection of a Response: Mapping the response 
· With paper surveys, you may not have skip patterns, so you have to insure the respondent has an out early in the assessment  
· Do you know someone’s age? “someone over 21 gave it to me” 
· 

· 30 days, 90 days or 7 days? 
· Surveying continuously versus at one point in time 
· Do you want regular users or infrequent? Are you going to pick up both? 
· Data tends to be bimodal (1-2 or 40+ uses) 
· Recruiting 
· As few as 5 per group 
· Screening to get enough groups and sociodemographic into the groups 
· Can be individual or small groups 
· May want to keep nonusers and users separate
· Length
· Not testing the entire instrument but may have the whole instrument administered 
· Give the survey in the same form it will be administered 
· 45 min to 1 hour
· Considerations
· Doing groups multiple times is the best method 
· Good facilitators 
· Having a script

Questions from the Group 
· Intensity of TCH consumption 
· Frequency of use – is there an approximation of TCH consumption 
· Mode
· Weight vs. times
· Is there a unit to quantify? 
· Quantifying exposure now – will we be able to identify a baseline so that 30 years later we can look at harmful consequences 
· Exposure over time is going to change (i.e. birth control, tobacco, etc.) 
· Does it matter how much you are using or does it matter what the negative impacts are? 

· Budget 
· Naïve feedback is better than nothing
· Pilot testing may be with a workgroup, coworkers, people you know use – may be a true population level 

· Validation of items? 
· “Evidenced-based”
· Scale – psychometric analysis 
· Distribution 
· Google: Cognitive testing and Willis & Artino – technical guides 

· New issues
· CBD – new 
· Sodas, sauces, oils, etc. 
· FDA regulation on food additives 
· Hemp? 



II. Measuring Cannabis-Related Health Outcomes and Assessing Quality of Measures
· New Surveys 
· The International Cannabis Policy Study – University of Waterloo 
· 1000 responses per state from the legal states
· Some responses from nonlegalized states 
· $10,000 for 2000 responses 
· Julia to set up a meeting pool for anyone interested

· CUSH – Cannabis Users Survey on Health (Colorado) 
· Online user survey
· Marketing: events, dispensaries, growers, etc. 
· Population fairly similar
· At some events people were under the influence when completing – may be difficult 
· Colorado Child Health Survey – BRFSS call back with individuals who have a child 1-14 years of age in the home 
· Healthy Moms Survey – Colorado thinking about replacing PRAMS with this survey 

· Alternative Surveys 
· Nevada Opioids – psychometric testing with opioid users; often under the influence when completing the assessment; difficulty validating the data 
· National Behavioral Health Survey – are there questions around MJ use?  https://www.cdc.gov/hiv/statistics/systems/nhbs/projectareas.html
· Statistics Canada Cannabis Hub – Price of weed – crowd sourcing website 
· California – Attitude, Beliefs, etc. with youth and adults 
· San Mateo County – Next Door App

· Hospitalization Data 
· Can we develop a standardized definition? 
· There is a lot of “over-counting” false positives 
· False negatives – are we missing people? Undercounting use (validation study to ensure use code is comparable with drug screen) 
· What are our core messages?  
· This method lacks use, abuse, and dependence – requires a DSM criterion 
· CSTE Alcohol Subcommittee has worked on a burden indicator – the group has worked on this project for the last 2 years and is close to finish
· CSTE Injury Subcommittee Drug Poison Indicator Workgroup -  
· The term “adverse effects” is not a real thing because cannabis is not a medication and cannot be prescribed only recommended
· Limited distinction between a poisoning and adverse effect 
· Need for a standardized definition 

· Syndromic Surveillance 
· Continuing thinking how we develop this area
· Potentially take this on as a project in the future for the subcommittee as well as having an overview during a call 

· Poison Center Data
· Good resource
· Guidance was shared but the coding is based upon calls 

· PRAMS CDC/CSTE Project
· Question development was several years ago
· CDC did cognitive testing
· The data collection within the respective states
· Analysis should begin availability later this year

· Dashboard on Sales/Market Data
· Seed to sale systems – designed from scratch, evolution, what comes out of it
· Would be great if there was a common list of PH interests for these systems 
· Regulators could provide these indicators on a quarterly or annual basis

· Potential Projects for the CSTE Subcommittee
· Recommendations for data systems (2-4 pages) 
· ESSENCE/Syndromic Surveillance
· Hospital/ED Discharge
· Poison Center 
· EMS (free text fields – not coded) 
· How to measure priority problems? 
· Cannabis – impaired driving
· Cannabis – related deaths
· Retail/Market Data Dashboard
· Cannabis – interactions/accidental ingestions
· Drug Infected Infants 
· Developing/Improving Questions for Surveys 
· Adult
· Youth
· Other
· Modes
· Translation
· Priority populations

· Collaborative Project 
· Issue: terminology 
· Negative connotations around the term “marijuana”
· Cannabis is more scientific, less specific, 
· Document as a group: make a statement on why you use which term 
· Statutes 
· Recommendations for Reporting 
· 1-page statement 

· SUDORS – OD2 Grant – the system is supposed to capture “all drug overdoses” 
· Deaths where cannabis was present may be will be captured through toxicology and possibly ability to mine the data 
· How do we accurately define cannabis deaths? 
· Coming up with the messaging early is important; recommended interpretation 

III. Voting Session 
During the final session of the day, participants were asked to vote using dots on the potential projects the workgroup could begin working on.  The following reflects those outcomes. 


	Create recommendations for using data systems

	Topic
	Willing to Work
	(maybe) Willing to lead

	ESSENCE/Syndromic Surveillance 
	6
	1

	Hospital/ED Discharge Codes
	12
	1

	Poison Center 
	6
	1



	Create recommendations for how to measure priority problems 

	Topic
	Willing to Work
	(maybe) Willing to lead

	Impaired driving/outcomes 
	9
	0

	Cannabis-related deaths
	8
	0

	Retail/market dashboard
	4
	0



	Collaborate to develop/improved survey questions (e.g., cognitive testing) 

	Topic
	Willing to Work
	(maybe) Willing to lead

	School-based youth surveys
	5
	0

	BRFSS/Adult Phone Surveys
	3
	0



	Collaborate on Complementary/Alternative data collection  

	Topic
	Willing to Work
	(maybe) Willing to lead

	Online surveys (users or general population)
	8
	0




IV. Next steps 
· Uploading final presentations and resources to Basecamp 
· Circulate “language recommendations” document for your review/comment 
· Flesh out project ideas with the understanding that they make take some time 
· Prepare for the next Marijuana Subcommittee Call 
· Developing Recommendation tools
· Market Dashboard with a short presentation from regulatory agency 
· CSTE Conference 
· Marijuana Roundtable 
· Major limitations of evaluating legalization 
· Pre-/post- 
· Self-reporting 
· Hospitalization inflations – more reporting now that its legal 
· PH time for evaluating is 20-30 years “Wayne Paul”; thinking back to prohibition 
· National Public Health Marijuana Summit 



