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HIGH-LEVEL MEETING NOTES (REFER TO MEETING SLIDES FOR MORE DETAIL AS NEEDED):
Welcome (Laura/Molly)
Welcome to new members/DSWG Core Group Introductions
· Laura Erhart (Co-Chair): Epidemiologist by training; Informatics Section Lead for Arizona Department of Health Services
· Molly Crockett (Co-Chair): Senior Informatics and Surveillance Epidemiologist with Dept of Health in Massachusetts; also, epidemiologist doing case investigation and VPDs by training 
· Becky Lampkins and Shaily Krishan (CSTE): Primary CSTE staff for the DWG
· Laura Lane and Grace Mallard (JMC Consultants): work closely with the Co-Chairs and CSTE to support the DSWG
· Lesliann Helmus, Sara Johnston, and Danielle Tack: CDC staff who are working within the newest collaboration efforts with the Co-Chairs, CSTE, and DSWG overall. 
· Danielle Tack the lead of the Data Standardization and Assistance Team under the NNDSS umbrella. 

Process Overview
· As the group grows, we will be working on efforts to improve efficiency and to move through lots of data elements and classes over the next few months.
· This will include pre-meeting efforts including polling to the DSWG and behind the scenes efforts for data gathering.
· During the meeting background information will be introduced, the focus will be “core surveillance,” polling will occur in the meeting to gauge group agreement or disagreement and to help guide more in-depth discussions if needed
· Following meetings there may be additional polling, compilation of items that are agreed upon, identification of elements that need further clarification
· Communications will be coming from Becky Lampkins (CSTE) or Laura Lane (JMC Consultant)
Meeting Ground rules
· Co-Chairs and moderators will focus on 80/20 consensus where if a majority consensus is reached, we’ll continue to move forward and if there is less agreement indicated, then a guided discussion will occur to determine next steps or work towards resolution. There is not an expectation that the group will be able to reach 100% consensus.
· Post meeting survey is an ongoing forum to collect additional information, particularly if you have something for the group to consider that is against the majority. 
Please use this link to submit information at any time: https://app.smartsheet.com/b/form/de1963ca422640dfba2dbba96e79da43


Hospitalization 
Why Hospitalization?
· In December the Workgroup was polled on various of data elements for prioritization; within the results for that call hospitalization was indicated as a top priority. There is a lot of interest in standardizing this element, it is a pain point for several jurisdictions, there is agreement that it should be used for public health action, it is commonly collected, and in many systems, it is already standardized.
· Question: Steven: USCDI is currently out for comments and a bunch of groups are providing feedback. As part of our efforts are we tagging elements that are part of USCDI version 4? Any date element not currently included in USCDI would be included in future additions if submitted. That is something we should track as it might drive future efforts.
· Laura E: You’ll see in a few minutes when CDC is presenting information they have collected, USCDI is incorporated here in terms of standards and efforts that have already been done. There was more background presented in December and Sara Johnston and Danielle Tack have also done presentations in December to the Workgroup as well as within eShare calls and informatics groups as well as some of the subgroups. As we do this work we will be thinking about where public health is getting this data. We need to align with current data sources including eCR, ELR, and USCDI standards, all need to be considered as we make these decisions.
· We are also working to identify what the output will be from these efforts. In the past we have had some text heavy briefs and we will be working with CSTE to determine what the outputs ill look like, the approval process, etc. There is still a lot of work in progress to figure out some of these processes. In the meantime, we are driving forward with Hospitalization.

Hospitalization: In Scope
· We are looking at hospitalization as an indicator for severity of disease; roughly was the person hospitalized for the condition we are looking at.
· Core surveillance is the primary focus of consideration; what do we want to collect for “core surveillance” and what do we want that structure to look like
· Agreement upon common definitions and value sets, while acknowledging this won’t be possible for every value set.
What is “core surveillance”?
· This term has been used a lot and is not clearly defined. We need to agree on what that means as a group. As we have these discussions consider what are the data elements that are valuable for data exchange or interoperability. For example, is the data element something we would want to receive as part of jurisdictional exchange.
· Do we want to have an efficient way to ingest; standardization can help jurisdictions ingest the data more easily.
· Is the data element under consideration used across multiple conditions. If it is applicable for multiple conditions that is also a benefit and could be more applicable as a “core surveillance” component.
· This is not a focus on message mapping guides (MMGs); we can have more data elements and data classes outside of that emergency data set. This is also not a decision on what is next generation Gen V2.
Core surveillance
· Demonstrated the “teddy bear” graphic that has been used in previous CDC presentations. This can help us focus on items the group can keep in mind as we work through these decisions. The focus is data elements and data classes that will fit into the innermost two circles. Less about condition-specific case notification and the ears can be considered out of scope for what we are working to identify.
· Discussion:
· Comment from Steven Eichner (chat): It may be helpful to use the USCDI v4 as a reference tool because the data elements/classes can form a baseline. One question to consider is whether the/an element in the USCDI is whether the field is coded in a way that is useful for public health. That would open the door to whether a different field is needed or whether the measure being collected in the way already defined in USCDI is sufficient for public health's need.
· Annie’s Reply (chat) : It may be helpful to use the USCDI v4 as a reference tool because the data elements/classes can form a baseline. One question to consider is whether the/an element in the USCDI is whether the field is coded in a way that is useful for public health. That would open the door to whether a different field is needed or whether the measure being collected in the way already defined in USCDI is sufficient for public health's need. Also, this is NOT for aggregate data - it is really limited to individual case data. Though definitions for hospitalization for cases might be used for aggregate data collection too I suppose.
Hospitalization: Out of scope
· Are there elements we identify that are mainly for research or studies; we would consider those as non-core data elements. 
· Condition-specific guidelines such as ICD-10 codes
· We will not be focusing on the mechanism for data sharing. The focus is on what we agree should be shared and information that should be included but not the “how” of sharing.
· There are all kinds of surveillance in public health. This is thinking in terms of case-based surveillance and what we want to collect as core.
· Discussion
· Question from Sherrie Davidson (chat): Can you clarify whether these are the hospitalization post illness (hospitalized for the condition) versus hospitalization as a risk exposure (i.e., potential HAI)?
· Laura E reply: There are certainly conditions where we do collect hospital or healthcare information that is less of an indicator of severity but instead is more of a risk factor or exposure. We are going to treat that as a separate concept even though it is hospital related. We are going to focus on hospitalization as severity or how we might use that within that context and not in terms of past exposure or risk factor.
· Question from Angela Herbert (Nebraska DHHS)(chat): So hospitalization for the related condition or hospitalization as a sort of "co-morbidity" - ie. hospitalized for any reason prior to the case??
· Gillian Haney’s answer: “hospitalized as related to the condition
Potential data elements related to hospitalization
· The group will want to decide if these fit into core surveillance or not.
· Hospitalized? (yes/no)
· Admission date
· Discharge date
· Duration of hospitalization
· Admission location
· ICU admission (yes/no)
· ICU admission dates
· ICU discharge dates
· Capability to capture multiple hospitalization for a condition/case
Background Information: Hospitalization (CDC)
U.S. Core Data for Interoperability (USCDI)
· Have USCDI core data for operability; on the slide elements are identified in version 3 (V3) or in draft version for version 4 (V4).
· The main thing to notice is that hospitalization is derived or inferred from these various data elements or classes. Admission and discharge dates are pulled from “encounter time.” 
· Items in the comment level, which means it hasn’t been pulled through the USCDI portion is the explanation of benefits data which talks about member admission and discharge dates, which are the codes that are used for billing, which drives a lot of those items to help identify hospital admission.
· There is nothing specific for ICU and that would most likely be embedded or derived from other data elements.
· Much of what we’ll be working through from for this public health use case is deriving data from other components when you are looking at the data flow through public health surveillance systems.
· Comment from Steven Eichner (chat): Modifiers for ICU discharge status may include whether there is a place to discharge to.
· Reply from Angela Herbert (NB) (chat): Good point Steve, but in my experience, it is not the bed location but rather the level of care
· Steven: yes, Angela. agreed. The underlying issue is still the same, however. USCDI includes a new element- Procedure Time
Health Level 7 (HL7)
· Version 2 has been used mostly in syndromic surveillance with the admit, discharge, and transfer (ADT) messages and health information exchanges (HIEs). The patient class has been “inpatient” and had associated admit and discharge dates.
· It is a little bit different In FHIR (Fast healthcare interoperability resources) where you can see some alignment with USCDI where you have encounter resources where it starts getting into the class. Some of these codes are large and identify items that are most relevant. 
· Location can sometimes be a location in the hospital or the location of the provider.
· Organizational resource might also have a name for the hospital.
· For this you have to look at a component or a piece of a component within that healthcare record.
· There are also links provided for the electronic case reporting profile within the slide. This will provide additional details for those who want to look at this a little more deeply.
Electronic Case Reporting (eCR)
· Hospitalization is not a stand-alone data element and again would need to be derived from facility type or hospital unit.
· Clinical Data architecture mapping shows how, similar to FHIR, there is a hierarchy where you dig to derive information from.
· eCR does have data elements specific to admission and discharge date; those are CDA mappings.
· ICU is not listed necessarily but it might be a component that is buried within facility units or hospitalization information that is coming through.
Case Notifications to CDC (Message Mapping Guides)
· This is based on HL7 v2 and is divided into two groups for Generic v2 and Other MMGs
· The important part here is to see how it has been defined or reduced to the most recent admission.
· A point for the discussion, is that we really stress for this event, as an important discussion point for data flow, is the bold text for “was subject hospitalized because of this event.” People may be aware of or getting asked about other content related to a DMI project for emergency case data for situational awareness, and this is a date element within that item right now. It is not necessarily the description, that is evolving but it is important to point out.
· Other listed some other MMGs as an indicator for severity of disease. This list might not be fully inclusive but is related to hospitalization.  This does not relate to hospitalization as an exposure
· There are some use cases, referring back to the “ears’ of the teddy bear that is out of scope, but something to keep in the back of our minds when making recommendations for “core” and what we need to think about for flexibility in the event that we are going to expand in special studies, enhance surveillance in other places, and where that data flow may leveraged to keep one message.
· There are some elements like hospital name and record number that gets more into the “ear” components and patient perspective.
· Then there is ICU, which most are familiar with from the COVID perspective, and that gets deeper into severity of hospitalization.
Discussion: Hospitalization (Co-Chairs)
· Comment from Yi Du in chat: How to define the discharge date? If a patient was discharge to a swing bed, should we consider it was not covered by the investigation?
· Molly: There are already some questions about definitions. Recognizing that identifying what will be part of core surveillance that we need to agree on what we are surveying. At a start we will look at this at a high level, conceptually speaking. Then we will dive into the specifics about what we need to collect. 
· We going to try a new approach to guide discussions. If there is a lot of agreement in the group maybe, we need to take less time to discuss. If there is disagreement, then we can discuss more and this will help us understand how to most efficiently move these conversations forward. 
· This should include CDC folks as well as opposed to the pre-meeting poll
What should be part of core surveillance?
· The focus is the concept—we will work on the exact question or value-set later
· We won’t worry too much about the exact definitions. We want the pulse from the group of what is thought about including these potential hospitalization data elements for inclusion as part of core surveillance.
Poll question 1: Hospitalized Yes/no
· Is it important to know if someone was hospitalized yes/no as part of core surveillance? This includes collecting in a standard way in your surveillance systems.
· Results: 
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· Summary: As expected, this resulted in consensus that this is important to know, if a person was hospitalized.
Poll Question 2: Admission date, discharge date, duration of hospitalization
· Does knowing the timing or duration of hospitalization, is that important as part of core surveillance as we have defined it.
· We will follow up with question on date vs duration as needed
· Results
[image: ]
· Summary: Most people agree that this is something to be part of core surveillance.

Poll Question 3: what time component do you prefer?
· If you think these are important, do you want exact dates or only duration or do you want both as part of core surveillance. 
· Discussions:
· Question from Steve: Are we presuming in-patient, ER, or what kind of hospitalization we’re thinking about? 
· Molly- the type of hospitalization such as in-patient is really a next step. If something is not clear and it makes it more difficult to answer then we can flag this as something to follow up on. I think in general we’re thinking in-patient but maybe this is something we need to discuss. 
· Steve: There are other permutations that might be considered like emergency, in-patient admitting through the ER, and more.
· Molly: Yes, that can up the complexity level. We won’t be able to get into multiple hospitalizations or multiple blocks of hospitalizations today. This is beyond the high-level concept discussion for today. 
· Steven: I’m not trying to solve that today but we do need to consider this in the future for specificity and looking at the information in aggregate.
· Comment from Angela Herbert (Nebraska) Thoughts for the future with "hospitalized" should it include outpatient visits, or only overnight stays?  What about ED visits??    Might need to determine what type of hospitalization this would include.                                             Discharge date thoughts:  Even patients who die are "discharged" so what about adding a discharge disposition?  That would include swing beds, home healthcare, died, home, etc.   Or minimally discharged "alive."
· Annie: There are also short stay surgeries etc - these are tough. it can be very hard to get that kind of granularity to even now.
· Nancy Barrett (CT DPH): Usually we consider 'hospitalized' as an inpatient admission. We would collect other 'admissions' as separate data elements
· Sherri Davidson (AL): Of Admission/Discharge, I would only recommend Admission
· shawn: can admission location allow for department in the hospital specification - ICU/CCU/other units vs. a geographic location or facility name etc.
· Amy Lai (AZ) In AZ, we also consider hospitalization as inpatient
· Nicolay Lipskiy (CDC) We have in the list admission location and no facility name/info
· Results
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· Summary: The ability to capture dates seems to be important.
Poll Question 4: Name of facility
· Again, keep in mind this is for core surveillance not patient-based follow up. This is hospitalization for illness not for risk factors or exposure.
· Discussions:
· Comment from Annie: Before people answer this question this is for data going to the federal level or is it not? Because for a local or state health department this is important information but there are privacy issues, for some jurisdictions, when sending this type of information up to the federal level.
· Molly- You’re right. We’re trying to think about jurisdiction to jurisdiction as well but this is a consideration that should be made in terms of whether or not this is a piece of core surveillance or is that enhanced surveillance or research or something used at the local level.
· Annie: In terms of scope for this workgroup, we should try to be clear what we are talking about here. There is going to be different answers about what is core for a jurisdiction or what is core to exchange between jurisdictions or up to a federal level. Those are all different sets of data.
· Steve: It also might be hospital identification information and not hospital name. There are a bunch of different ways of coding data and offhand I would not use the facility name but the equivalent of a name.
· Molly: this is mixed so will require more discussion so lets move to the last question.
· Results:
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· Summary: This is a mixed result and will require more discussion. We need to circle back to this in another poll to make sure we are being clear about this.
Poll Question 5: Should admission to ICU or other specialty care units be included as part of core surveillance?
· This is for any specialty care unit. Is this part of core surveillance, whether someone was specifically admitted to a specialty care unit?
· Discussion
· Sara Johnston (CDC): People should look at this more broadly than what goes to CDC. Though we do hope to use the standardized data elements to CDC as well but think of this more broadly, as Laura mentioned, as to how you would like to see data being passed for inter jurisdictional notification or how you would like to see data standardized within your own system. In our discussions we cannot where data should or should not flow to CDC. The focus is NOT on the case notification to CDC.
· Results
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· Summary: This is a mixed result. This is not as clear cut and something we will have to discuss further in terms of how it will fit into the recommendation.
What’s next?
· We will follow-up with a post call poll and follow-up questions. Let us know if there is something you wish we would have had time to discus or dig into.
· For further discussion
· Definitions of selected items
· Value sets of selected items as applicable
· Capability to capture multiple hospitalizations for a condition/case
· Next meeting Friday, February 24, 2023
CSTE Data Standardization WG
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