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*SOME INDIVIDUALS DIALED IN AND NAMES ARE UNKNOWN
HIGH-LEVEL MEETING NOTES (REFER TO MEETING SLIDES FOR MORE DETAIL AS NEEDED):
CSTE Data Standardization Workgroup Meeting
· Main topic continues to focus on hospitalization.

Welcome to new members/DSWG Core Group Introductions
· January was the first of the meetings with heavy focus on hospitalization so please reference those notes and slides as needed

Overview and objectives of the DSWG
· This group has been in existence for about 5 years and while we are starting on a heavier collaboration with CDC, it’s important to know we have been working on this for several years.
· The focus is to improve data quality and surveillance through development of consensus for core data elements for surveillance.
· Convene epidemiologists and informaticians to develop consensus.
· The group has expanded recently by bringing in more jurisdictional partners and more individuals from CDC programs to participate

Meeting Ground rules
· The goal is to move through the material efficiently we have found that the chat function is a great way to communicate during the meeting and we will incorporate that feedback as we review input from the group.
· We are focusing on the 80/20 consensus and we may not focus on every detail or be able to dig into every point of discussion
· There is a link for a post meeting survey that can be used at any time to collect additional/broad information. 

Hospitalization: In Scope
· Looking at hospitalization as an indicator for severity of disease, similar to what is used in GenV2
· Looking to identify structure and elements for core surveillance. Last time we discussed what it means to be “core surveillance” and there is no firm definition. However, think about the data elements or classes that should be considered across platforms and elements as part of core surveillance. These are elements that are good for situational awareness or routine jurisdictional data transfer. We want to consider the core data elements we would want to see across different platforms or data exchange mechanisms.
· We are looking to identify common values, data sets, and definitions and also be looking at some implementation and interpretation.
· This is for case-based surveillance, not aggregate reporting.

Assumptions
· It is okay for data to be left blank or unknown if not available we are not looking to fill in an answer for every case
· Do not think about this as setting requirements for data that would need to be found for every case but moreover as the common value sets, definitions, and data exchange elements you might need across conditions and systems.
· The goal is to facilitate data exchange, interjurisdictional transmission, and adding new conditions to your system.

Hospitalization: Out of Scope
· Not looking for Information collected as an exposure or risk factor for a case.
· Not looking to standardize data elements that are more for research purposes or non-core surveillance.
· We will not be going into condition-specific guidelines or criteria for timelines; we’re focusing on the common structure.
· We are not focusing on data exchange mechanisms such as sending to CDC from jurisdictions.

From Jan WG Meeting
· In that meeting a lot more background was provided, so please reference those notes as needed for context.
· We did identify which core data elements within hospitalization that this group considered to be important for core. This included:
· Hospitalization
· Admission date
· Discharge date
· These dates seemed to be more important component than duration of hospitalization, as discussed by the group.
· We began talking about admission location and facility identifiers as well as ICU or specialty care
· We will be revisiting this as part of today’s call. 

What should be part of core [revisited]??
· This slide covers what Laura mentioned on the previous slide and won’t be able to get into the details of the last meeting, but items highlighted here are pieces that between polling and the discussion on the last call there seemed to be majority consensus.
· Hospitalized yes/no
· Admission date
· Discharge date
· ICU/special care unit admission (yes/no)
These are the items where people indicated they were part of core surveillance.
· Duration of hospitalization identified as not core
· Facility name/identifiers are important for jurisdictions but not necessarily appropriate as part of sending case notifications to CDC
· The items we are going to try to work through today include ICU admission dates, ICU discharge dates, admission location (specified dept within the facility). 
· During the polling, please focus on items that you would use globally. 
· If you have thoughts or questions as we are going through these, we encourage you to use the chat and we will work to get back to you. You can also raise your hand.

Poll: Admit/Discharge Dates to CDC
· It was fairly clear from last call that admission/discharge dates are considered core surveillance elements. 
· What was not as clear was if admission/discharge dates are appropriate for inclusion in routine case notifications to CDC, or are they core surveillance elements for jurisdictional use only.
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· Summary: The results are mixed, and admission/discharge dates need additional discussion as it does not meet the 80/20 rule. It is unclear if this information is appropriate to send through case notifications to CDC.
· Discussion/Chat
· Annie Fine: one question would be whether it is ok for jurisdictions that do not feel comfortable sharing or may be actually prevented by law or reg to share a particular data element not to do so but still include the element in core surveillance. e.g., that variable would be preferred but not required
· Gillian Haney: or include month and year only as the full date may be problematic.
· Lesliann: I think concept is that none of these fields would be required.  Sending a partial date  (Mo/Yr only) would require different validation, but seems like it would still provide valid information when the jurisdiction isn't allow to send the full date.

Poll: ICU Dates
· It was unclear from the January call and in-between polling if admission to ICU/specialty care units would be considered part of core surveillance. 
· Based on the feedback we got in between and mixed call, we would lean towards considering this something we would consider as a core element, but we would like to dig more into what that means.
· If we are we are going to consider ICU admission and discharge be captured as part of core, then should these dates be captured as part of core surveillance as well?
· In addition to knowing if they were admitted to the hospital, should we know the dates they were admitted to the ICU or is that more than we need to be capturing as part of core surveillance?
· If you think this is something jurisdictions should be capturing globally, should that also be sent to CDC with dates? Should these dates for ICU admission be sent along or is that not necessary for core surveillance. 
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· Summary: This is a strong vote leaning towards these dates being considered part of core surveillance globally but not part of routine case notifications to CDC.
· Discussion/chat:
· Kristie Clarke: would want to consider that people may go back and forth between the floor and ICU more than once

Poll: Specific Hospital Department/Location
· The wording here is slightly confusing but what we are trying to say here is that the question of ICU vs non-ICU became more clear. But something that came up was that outside of ICU, that the department should be recorded. For example, someone is admitted to a hospital and admitted to an OB/GYN unit or internal medicine or a non-specialty care unit then is it important to record where they were admitted and what department they were admitted to within the hospital as part of core surveillance? There are situations where that is important to know but in general, should this be part of core surveillance globally?
· Is this a specialty or situational piece of surveillance? Do you think collecting the department is important? 
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· Summary: It looks like in general there is agreement for this that we should not worry too much about the specific department except for capturing ICU/non-ICU.
· Discussion/chat:
· Annie Fine: Not sure how we are defining core surveillance here. Apologies if I missed that. Does that mean data that can be exchanged electronically in a standardized way among jurisdictions even if not shared with CDC?
· John Satre: Isn't nuanced requests more complicated to implement on the hospital side?
· Sophia Cantor: Request to understand what you mean as not core surveillance?
· Laura E: Core surveillance is not whether this should be sent to CDC but it is moreover whether this is something we should all be capturing within our systems in a standardized way and that it is something available and including within each of our systems.
· Lesliann: It is a concept you would expect to collect it for every condition unless there was some reason you wouldn’t. It would be something standard across conditions and jurisdictions.

Hospitalization- Definition (for discussion)
· On the last calls and between the polls that were sent out we’ve been touching on what is important to be sending and what we need to send. But we also need to step back and define what hospitalization means and what counts as a hospitalized case.
· This table is meant to guide this discussion and elicit reactions and for people to respond to as we work through the rest of the slides.
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· We asked in the polls, what situations do you classify someone as hospitalized and what would be included. 
· In what situations, would you feel comfortable saying “not hospitalized” and what is the default assumption if you don’t have enough information. In what situations do you feel comfortable classifying someone as hospitalized? In what situations do you feel comfortable classifying someone as NOT hospitalized? If you don’t have enough information or any information, what is the default assumption? At what point do you feel you have enough information to say one or the other or do you stick with an unknown type of answer.
· There has been guidance in the past with H1N1 that it was specific to acute care, related to a condition, and duration. For example, if someone was hospitalized for a broken ankle and had COVID but they weren’t hospitalized for COVID then it wouldn’t be a hospitalization. 
· If someone is admitted for observation only, would you consider that a hospitalization or would you consider that outpatient only?
· Given there are so many pieces to this we want to share some scenarios and see if you would call the person hospitalized. We will see how that does to help us pull apart what is supportive and what will not let us feel comfortable that someone is hospitalized. These will be more realistic scenarios for having incomplete data.
· During the polling there was mixed responses for scenarios where assumptions had to be made based on limited information. The goal is to see where we feel comfortable as a group making assumptions and where we do not feel comfortable.
· Discussion/chat:
· Carly Babcock: what about giving birth? Would that be a hospitalization?
· Molly: That is a good question, it depends on what the hospitalization is for. If it is for an infection after giving birth, and remained in the hospital longer than expected, this might qualify. But a hospitalization for birth only might not, but that is what the group can help decide.
· Annie Fine: sometimes we do not know if the hospitalization is related and need to classify hospitalizations as possibly related unless we know differently
· Kristie Clarke: I'm thinking about times when my hospital 'inpatient' beds were full so we had to keep patients we would normally have admitted in the ED or in an obs unit...  just for context of these scenarios
· Amy Lai: How about a patient was hospitalized for something else but end up a communicable disease case?

Defining “hospitalization”
· This covers a lot of what we had done previously regarding when you can make assumptions.

Ideal Scenario
· Most people would agree about this scenario and most of us would feel comfortable saying this person was hospitalized for the condition, but this rarely happens.
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Poll: Scenario 1 (Reason unknown)
· We might not know why they were hospitalized or have information that specifies this was for a particular condition. In this situation, where you know they are inpatient and admitted for over 24 hours but you don’t know the reason, how would you classify the case? Assume this is the end point and you will not get any further information. 
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· Summary: After additional discussion and clarification the group was re-polled and 39% agree that yes they would consider this as a hospitalization, 2% would not consider this as hospitalization. The results are very mixed. Based on the chat this result was not surprising. The fact that we are trying to stress a hospitalization for a condition and separating this out as no/unknown/or other option makes sense. 
· Discussion/chat:
· John Satre: What is it that we’re getting to as an end point here. Are we thinking the hospital is going to communicate something to us? I’m thinking of a situation where the patient is truly hospitalized, are we going to ask them to not say they are hospitalized if the patient doesn’t meet certain criteria?
· Molly: If the question is hospitalized related to the condition. We know they are hospitalized but we don’t know if it was because they broke their leg not because of COVID and we only want to be recording this if they were hospitalized due to COVID. That is the scenario here and for some reason you only have eCR data and the IP isn’t calling you back, you can’t get more information so how would you classify the information in your system?
· Laura: Suggest we do this poll again so we can clarify a few things before we look at the results. There are a lot of great questions in the chat. In public health we know we are not getting all of the information we need from hospitals saying, “Yes, this person was hospitalized as an inpatient for more than 24 hours for the condition that you’re doing surveillance on.” So, what do we do with that information? Or better, what do we do with that lack of information? How do we interpret this to be able to get to a standardized way we are all looking at hospitalization. In some cases we are able to go back and do an in-depth investigation and find out all of those answers, but what is our default if we aren’t getting all of that answered. Can we get to a default?
· Molly: Agreed on relaunching the poll. We know we can’t be too prescriptive within this group. We are trying to get to some of the key pieces of information that we sometimes have and sometimes don’t and what to do with them in those situations.
· Note: The “best” poll results are the only ones shown. 
· Annie Fine: That index / primary reason could easily be related to severity of illness combined with the reason for the case.
· Hanna Chakoian: It makes sense to me to have a standard way to indicate they were hospitalized, but not related - as a way to indicate we know they were there, and have looked at it, and we know it's not related
· Angela Herbert: There is always a principal diagnosis code on inpatients.
· Lesliann Helmus: Seems like it might depend on the condition, too.
· Kristie Clarke: I think with another category we could have a hosp rate of known related and then a hosp rate that includes the "incomplete" category- sort of a de facto confidence interval
· Annie Fine: This is highly dependent on the condition, because sometimes, like with COVID, because of the volume there was no way to gain all of the data needed. In that case it was important to be able to make assumptions based on the temporality. For temporal sensitive conditions there is an assumption that there is a timeframe that everybody would be using, which potentially could vary by condition. There could be some conditions where if they are not hospitalized within a week then they are not assumed to be hospitalized for that condition. That is a big piece of this.
· Molly: Yes, and again without getting condition specific or too prescriptive, the way it is phrased is to indicate that there is some kind of relevant time period or that the Epi investigator is going to be able to make that determination themselves based on their knowledge of the condition. That is outside of what we are going to do today but we recognize this will likely vary by condition.
· Binoj: I mostly approve varicella cases for the state of Texas. One thing I would like to say is that our investigators are basically looking at complications and most of the cases are seen in the emergency room. Admission is important for us because emergency room admission is not that serious. The other thing is that the reason would be ideal to know but if the case is hospitalized, during the time of that illness and even if the reason is unknown, I would document it as hospitalized, however, I would also like to get the medical record to see if the person was hospitalized for the condition. I would mark it as unknown unless otherwise needed.
· Molly: I agree it is better to get more information however we are not always able to obtain that. This is likely real-life scenario but you’ll see other scenarios touch on the emergency room department element.
· Annie: One option might be to have a hospitalization variable and a separate one to indicate the level of knowledge re. whether it was for the condition - such as a) definitely b) presumed c) pending
· Danielle Tack: From an implementation point of view do we have 1 data element, but instead of Y/N/U there is some level of evidence included e.g. Y, definite; Y, presumed; Pending; No; unknown or better to offer that info a separate data element?

Poll: Scenario 2 (ED disposition unknown)
· We know someone was in the ED but we don’t know their disposition. What is unknown is where they went but we do know they were in the ED.
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· Summary: The largest proportion would call this a hospitalization but certainly not as clear a majority as some of the other results.
· Note: Unfortunately a screenshot was not captured for this poll result.
· Discussion/chat
· Annie Fine: know NYC used >2 days in ED without having info readmission.
· Amy Lai: What if there are two hospitalizations, like how we have outcome vs did the patient pass away. So one to indicate the patient was hospitalized and a separate one to indicate if the hospitalized was due to the condition?












Poll: Scenario 3 (Observation admission)
· Remember these are helping us understand the importance of which pieces of information are needed and where assumptions can or cannot be made. 
· This is one that is seen a lot. We know someone was admitted for hospitalization but it is not clear if they made it to a floor or somewhere else but it was specifically an observation admission. We know it was long enough, temporal, and related to the condition. Would you classify this as a hospitalization if you could not get further information?
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· Summary: This is much more clear.




Note: At this point in the meeting, we were running short on time, and the remainder of these polling questions went very quickly.






Poll Scenario 4 (Inferred Reason)
· Imagine this is like an eCR and you have a diagnostic code, timing, but you do not know for certain if it is related to the hospitalization.
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· Summary: ICD Code seems to be good.



















Poll: Scenario 5 (Unknown department and duration)
· We have an ICD code, we know it was the right timing, but we don’t know how long they were there or where they were. We know they were at the hospital and there was a diagnostic code related to at least and ED or observation but we don’t know if they were there 24 hours or if they were an inpatient.
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· Summary: This is much more of a no, which is not surprising.
















Poll: Scenario 6 (unusual/unknown timing)
· We know they were an inpatient and they were there for 24 hours but the timing was wacky and it was several months later. Is that going to throw you off and make you not call it a hospitalization?
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· Summary: Leaning towards yes but it is not quite as strong. The timing seems to be throwing people off and that is helpful to know.
















Poll: Multiple Hospitalizations
· Right now, we only send one set of hospitalization information in Genv2. Thinking about your own surveillance system if someone has multiple hospitalizations and several times they meet the criteria we want to see, to call something a hospitalization, do you capture them all in your system or only certain ones? The next question is then, what do you think is appropriate to send to CDC? If you are able to send all of them, do you want to send all of them or is it more appropriate to only send the first or last hospitalization? Remember, this is future state or desired state. What do you think you should be able to send?
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· Summary: It seems clear that people consider all the hospitalizations relevant.

General Wrap-Up
· Having touched on these data elements, it is obvious that there is a lot of nuance and complications here to consider. We will continue to tease this apart and look at the feedback with different types of information available. 
· Laura E: We’ll meet again in a month and will be sending out additional polling questions before the next meeting. A few other pieces we’ll get into is where will this data come from, how will we incorporate eCR data and ELR data. How do we incorporate USCDI, how much do we need investigate these or look at medical records? This is a teaser for some of the other big questions coming!

Thanks for everyone’s input today!
CSTE Data Standardization WG
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