CSTE Local Outbreak Detection Community of Practice
Agenda- Monday, April 4th
2:00 pm-3:00 pm EST

In attendance:
· Erin Mulhern, Connecticut DPH
· Julie Borders, Mo DHSS, OD2A Epidemiologist
· Dan Lee, Illinois Department of Public Heath
· Khandi King, Cuyahoga County Board of Health
· Nathaniel Fuchs, Rhode Island Department of Health
· Katie LaWall, CSTE Applied Epidemiology Fellow, CT Dept. of Public Health
· Mike Lopez - Indiana Dept. of Health
· Francisco Negron, Puerto Rico Department of Health (OD2A Team)
· Dana Higgins, Philadelphia Department of Public Health
· Asween Marco, Arkansas Department of Health
· Cody Hafford - Baltimore County Department of Health
· Arlene Cortez, Harris County Public Health (OD2A Epidemiologist)
· Shelby Nierman, Indiana Dept of Health
· Lauren Bottoms Cuyahoga County Public Health
· Jaime Iten, Ohio Department of Health
· Katie Kassa, GA DPH
· Pooja Subedi, Tennessee Department of Health
· Andrew Farrey, Kentucky Injury Prevention and Research Center (KIPRC)
· Yohei Iwashita, Commonwealth Northern Mariana Islands CHCC
· Malathi Aarkoti NJDOH
· Vanessa Salmo, DOH - Duval County (Jacksonville) Overdose Data to Action Program
· Siobhan Loughman, New York State Dept. of Health
· Natalie Demeter, CA DPH
· Robert Ayers, Baltimore County Dept. of Health
· Edward Onyango, TN Department of Health
· Idalmi Cruz-Puerto Rico
· Timothy Dupree, Maryland Department of Health
· Jared Wagner Hawaii DOH
 
2:00-2:10 	Introduction
Cailyn Lingwall, CSTE and Katie Loveland
· Cailyn introduced the group and gave announcements
· Innovative Surveillance CoP Basecamp​​
· Join via this opt-in link: https://3.basecamp.com/3164497/join/qBR6JgvqmfBE​​
· Email Cailyn at clingwall@cste.org with questions about accessing the Basecamp​

· CSTE Overdose Anomaly Toolkit Demo​
· Email Danielle Boyd: dboyd@cste.org with questions  

2:10-2:20   	Overdose anomaly toolkit demonstration		
For questions on the toolkit, email DBOYD@cste.org 
Consider joining the ongoing conversation at the CSTE conference https://www.csteconference.org/ 

2:20-2:45 	Monitoring anomalies by location, linking data sources and developing notification chains
	Erin Mulhern and Katie LaWall-State of Connecticut – see slides on Basecamp

	Follow up questions? Contact Katherine.lawall@ct.gov and erin.mulhern@ct.gov 


2:45-3:00 	Discussion about anomaly definitions 


How does your jurisdiction define an overdose anomaly using ER data?
· TX, Harris County- ESSENCE syndromic surveillance data to detect anomalies
· MoDHSS uses ESSENCE data. If there is a 3-day red alert using the ESSENCE algorithm, it would indicate an outbreak. MoDHSS also sometimes looks at a single day of data to see if there is any evidence of time clustering that would indicate needing further investigation.
· SC - ESSENCE alerts, don't have statewide syndromic surveillance participation yet
· TDH uses 3 standard deviations higher than rolling number in 3 months in ESSENCE
· Kentucky - SaTScan cluster detection using daily ESSENCE data (recurrence interval > 300 for any given cluster)
· Maine CDC uses ESSENCE to detect anomalies
· NY: Use CuSum and SatScan alerts for ED data
· Ohio-Cuyahoga county - We get ours automatically from Epicenter system. We just had 4 alerts over this weekend. We are evaluating them now. Our threshold is set by the state. We will send out an alert once confirmed as a true anomaly.  
· Syndromic – MI- Automated in our state Syndromic system. 
· MiCelerity - MI - user defined, can be a number or some standard deviations above the weekly mean
· Connecticut - alerts set up through EpiCenter and then further investigation including EMS and OCME data
· IL-guides LHDs to set max counts with frequency of 1/mo over 90 days of review
· HAWAII no definitions at this time
· CA - no statewide definition
· AR- no definition at this time 
· PR-No definitions at this time

How does your jurisdiction define an overdose anomaly using ER data?
· BioSpatial – MI- We use the alert thresholds that are built into BioSpatial. 
· Connecticut- alert thresholds in ODMAP and Epicenter and investigating with ED and OCME
· NY: Will use Cusum and SatScan for EMS (in-progress) and Biospatials (TBD)
· Kentucky - 2.5-3 SD > 4 week rolling average overdose count 
· SC - RI Overdose definition, look at 2 SD above daily average over 90 days in ODMAP and 2 SD over weekly average separately
· Rhode Island uses both ED and EMS data in combination. We look at the last 180 days of data from each system and set thresholds at 2 Std Dev by MMWR week. If ED is over 2 Std Dev we send an alert, if EMS data is over 2 Std Dev we also look at ED data to see if it's over 1 Std Dev to send an alert. 
· Illinois Department of Public Health, Division of EMS-we are currently using the Rhode Island definitions for drug overdose and for opioid overdose:
· AR- no definition at this time
· CA - no statewide access to EMS data
· TDH has no definition for EMS data yet
· TX, specifically Harris County does not currently have EMS data but we are working on data use agreements with our EMS agencies at the moment


Rhode Island Definition:
Overdose (RI ESOOS)
Categorical syndrome definition based on Enhanced State Opioid Overdose Surveillance (ESOOS) criteria as defined by the state of Rhode Island, intended to detect incidents involving general drug overdose. The criteria are defined for NEMSIS v2 and v3 as follows:

· NEMSIS v2: Labeled as general drug overdose if two or more of the following are true:
Primary OR secondary impression is "Overdose - Drug/Medication", "Overdose - Inhalant", or "Poisoning/Drug Ingestion".
Narrative OR chief complaint contains "overdose", "opiod", "opioid", "opiate", "opium", "fentanyl", "heroin", "herion", "speedball", "speed ball", "spheroin", "hod", "OD", "O.D.", "O/D", "OD/", "ODED", or "HOD".
Naloxone (or brand names) listed as Medication Administered; OR chief complaint contains naloxone (or brand names).
· NEMSIS v3: Labeled as general drug overdose if two or more of the following are true:
o Primary impression starts with {F11, F13-F16, or F18-F19}, or is one of {T40.1X4, T40.2X1, T40.691, T43.291, T43.621, T50.904, T50.991}; OR secondary impression contains "opioid", "stimulant", "hallucinogen", "cocaine", "sedative", "inhalant", "psychoactive", "heroin", "other drugs", or "unspecified drugs".
o Narrative or chief complaint contains "overdose", "opioid", "opiod", "opiate", "opium", "fentanyl", "heroin", "herion", "speedball", "speed ball", "spheroin", "hod", "OD", "O.D.", "O/D", "OD/", or "ODED".
o Naloxone (or brand names) listed as Medication Administered OR narrative/chief complaint contains naloxone (or brand names).
NOTE: This syndrome will also apply if naloxone was given AND (the medication response indicates that the patient "Improved" OR medication response does not indicate "Unchanged" or "Worse") AND one of the following terms is found in the narrative or chief complaint: "white powder", "syringes", "improved loc", "improvement in loc", "positive response to Narcan".

This syndrome is restricted to only those incidents with no patient disposition specified OR a patient disposition of "Evaluation, No Treatment", "Refused Care, Transported", "Refused Care, without Transport", "Treated Released", "Treated Released AMA", "Treated Transferred", "Treated Transported", "Treated Transported Law Enforcement", or "Treated Transported Private Vehicle".
NOTE: This syndrome will also apply if the patient meets the criteria for the Rhode Island ESOOS opioid overdose definition "Opioid (RI ESOOS)").


REFERENCE: https://health.ri.gov/publications/guidelines/ESOOSCaseDefinitionForEMS.pdf
Opioid (RI ESOOS)

