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	Meeting Title:
	CSTE Data Standardization Workgroup Meeting 

	Date:
	12/17/2021

	Location:
	https://meetings.ringcentral.com/j/1487120168


Attendees: 15
	CSTE
	
	PHAs
	

	Amita Worasilpchai (JMC Consultant)
	
	Kathryn Hirabayashi (Maryland)
	

	Shaily Krishan (CSTE)
	X
	June Bancroft (OR)
	

	Becky Lampkins
	
	Ramandeep Kaur (AL)
	

	CDC
	
	Suzanne Gibbons-Burgener (WI)
	X

	Lesliann Helmus (CDC)
	X
	Annie Fine (NYC)
	X

	Ruth Jajosky (CDC)
	
	Amy Lai (AZ)
	X

	Sandy Roush (CDC)
	
	Katelyn Mullins
	

	Erin Sizemore - CDC
	
	Marijoyce Naguit (CA)
	

	Co-Chairs
	
	Jyotsna Ramachandran (NYC)
	

	Molly Crockett (MA)
	X
	Nereida
	

	Laura Erhart (AZ)
	X
	Sai Kurmana
	

	
	
	John Satre (IA) 
	X

	
	
	Tara Strine
	X

	
	
	TK Miller
	

	
	
	Alexa Meinhardt
	

	
	
	Benjamin Schram
	

	
	
	Heather Crawford (OR)
	X

	
	
	Michelle Lin
	

	
	
	Yvette Dominique
	X

	
	
	Kelly Walblay
	

	
	
	EJ (NYC STI)
	X

	
	
	Ben Hornstein (AL)
	X

	
	
	Clifford Mitchell (Maryland)
	X

	
	
	Bill Morrill
	X



AGENDA:
· Welcome 
· Epidemiologically Relevant Counting Date
· Selected elements for calculating the counting date
· Symptom Onset Date
· Clinical Diagnosis Date
· Specimen Collection Date of First Positive Lab Result
· Date of First Positive Laboratory Result
· Date First Received by Public Health Agency
· Date Entered/Record Initiated
· For any given case, not all of the fields will be available for some conditions
· As we attempt to come up with a global definition/algorithm, it will be case dependent for what does/does not apply
· All six could be available or only one
· Fine tuning this discussion and move forward toward drafting a documents
· Survey Results
· 6 data elements
· Agree with including these?  (Yes: 10 of 12)
· Any elements missed? (Yes: 1 of 12) – Episode date
· Concerns if theres an element in your system that you don’t want to be part of the algorithm? No concerns
· Can the algorithm be different for different conditions? Goal is to have a standard algorithm but regognize that program areas may want to use different dates in addition to this standardized date rather than instead of 
· For some diseases such as Pertussis, they may only want symptom onset of cough (no other symptoms are relevant). From that perspective, there could be variation from disease to disease
· Intent was to do special analysis that may use a different date. Want to count consistently across diseases but use the same prioritization. We need consistency across diseases
· Any questions or comments on the group of data elements? No
· Default to the Earliest
· Should the default calculation be to use the earliest of the available dates?
· Yes: 7/12
· No: 5/12
· Molly: example: Pertussis outbreak in daycare. Pediatrician tested by culture before they were symptomatic. 3 days later became symptomatic. If we are trying to reflect when disease occurs and we have culture evidence that someone had the disease 3 days before the symptom occurred, is that the correct date to use rather than defaulting to symptom onset? 
· John: is that a common scenario? Not sure if it is common but just an example as to why we should consider taking the earliest
· Suzanne: more common than you would think for a variety of reasons. Diseases that are diagnosed by screening and then had symptoms later (ex: STDs)
· In the STD program, they use date of first exam as the earliest date. Once the date was entered, they populated the onset date with the same date. In some cases, disease specific
· Lesliann: now that testing is more available, shifting to monitoring infection rather than symptoms. Shift in the way we do surveillance. The positive lab test is what is more important. Suggestion to not give priority to onset of symptoms; just look at what date is earliest
· Suzanne: if you have two tests and one meets a probable definition and one meets a confirmed definition but the confirmed comes after the probable, do you use the earlier date to be the important date here? System will take the earliest rather than just confirmed. 
· Which Lab Report to Use?
· For the date components referencing the first positive lab, how specific should we be about what lab tests to use for each morbidity? Should we leave it open and the lab should be relevant to the condition or be specific about which types of labs should be used?
· General statement (Example: the lab should be relevant to the condition)  6/12
· Reference the confirmatory or presumptive laboratory evidence in case definitions 2/12
· Reference the confirmatory, presumptive or supportive laboratory evidence in case definitions 3/12
· Other 1/12 
· John: this could be difficult and challenging because case definitions change. Are there a lot of conditions where its straight forward and could fall into the standard lifecycle? 
· Lesliann: use what’s relevant for this event
· Ben: for conditions with time frames for counting separate infections (like COVID cases are new cases after 90 days, Salmonella after 365 unless it's a different serotype), should there be a reference to the time limit? Relevant to the disease event. Could add a footnote saying “if the case definition provides information about counting reoccurances then please see that”. Refer people to case definition if they want specifics for that disease (rather than capture everything in one document) 
· Amy: for Hep C, it also depends on if the case was previously treated or not
· Is there guidance on time frames for current infections? Annie: Not enough; jurisidctions handle on their own. CSTE will discuss but it has not been a required part of position statements
· Lesliann: in terminology, we should not assume that diseases are infectious
· Laura: regarding the lifecycle of symptom onset, diagnosis, laboratory, testing; it can vary a little by disease but found that there’s what happens for the particular of the disease and what is expected versus what information do we have available. Account for differences in diseases if we had all information available for each case versus realistically having holes
· Clinical Observations
· Do we need to identify a specific way to incorporate a clinical observation date? (e.g., date of an abnormal chest x-ray)
· Yes, provide a formal recommendation = 2/12
· No, allow jurisdictions discretion of how/whether to incorporate= 9/12
· Most agree that we do not need to identity a specific way to incorporate a clinical observation date
· Clifford (Maryland): for environmental tests of lead in a childens environment for example, would they be included in the category or is it just for clinical speciments?
· Molly will share a copy of the brief with Clifford
· If we’re saying clinical diagnosis, then it would be evidence of diagnosis without the formal diagnosis and depending on the condition it could be indicative of the condition. Working on creating a messaging standard for environmental health data; needs sampling results and environmental testing results which may relate to a clinical diagnosis and be useful epidemiologically but may not be linked in time to the diagnosis but still strong evidence and helpful for diagnosis
· Annie: Incorporate use of signs as well as symptoms. Any sign (chest x ray or lab finding) that’s specific for that disease event should be incorporated
· Use of Administrative Dates
· Date first received by Public Health Agency
· Date entered/Record initiated
· Should we specify that these dates should be when the case was first received/entered/records as suspect, probable or confirmed? (e.g., not as a contact or a negative lab test?)
· 11/12 = Yes
· No (doesn’t think we should use these dates)
· Implementation
· Do you foresee any barriers within your program/jurisdiction to the inclusion of the individual component dates in future versions of the Generic Message Mapping Guide?
· Yes 5/12
· No 6/12
· Lesliann: we need to set a goal to work towards
· Bill: working on the next version of the Generic guide now; looking at including specimen collection date, first positive lab results, and clinical diagnosis date
· Annie: are those going to be required, deferred, or optional elements? We should come up with what we think is best practice. Bill: priorities have not been set yet but will probably be priority two (jurisdictions can build towards it but not required)
· Next Steps
· Draft brief
· Receive comments from WG
· Potential Next Topics
· Race and ethnicity
· Industry/occupation
· Sexual orientation and gender identity
· Too much work currently happening on elements above. Other groups are already tackling these topics and we do not want to conflict with them
· Travel history
· Broad topic
· Pregnancy
· Outcome/Death due to disease or complication
· Hospitalization and admission/discharge
· When should case notifications be sent to CDC
· Annie: Definition for death due to disease may be challenging; we need to tackle this but it is going to be complex. Hospitalization will also be complicated
· Lesliann: there is a WG discussing pregnancy status. Consider reaching out to them. Our group could vet their work
· Amita /Molly/ Laura will send out a survey for input on next topics
· Amita/ Molly/ Laura will initiate brief on component dates
Next Workgroup: 
· Brief summarizing component date discussion
· Molly/Laura/Amita will put together a mini survey on future next topics
· Meeting Minutes and deck will be distributed
· Next meeting will be at 1pm on Friday, January 28th 
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