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Title: Coordinated state, federal and local public health surveillance using BioSense for
situational awareness.

Statement of the Problem:

Public health preparedness needs collaboration at all levels to be as successful as possible. The
national approach to enhancing public health surveillance to more rapidly and sensitively detect
and characterize possible public health emergencies must include interagency coordination, a
plan for data protection, and an evaluation plan. BioSense is a very large national investment in
surveillance and situational awareness, and deserves thoughtful development in full partnership
with state and local health departments as well as clinical facilities.

As BioSense deployment moves forward it should include input from state epidemiologists and
other interested state and local public health entities, as requested in a position statement from
CSTE in 2004 (04-EC-04) and in the letter sent from CSTE to Dr. Gerberding dated September 5,
2005. Progress has been made since this letter was sent. CDC is including local and state public
health in the dialogue with hospitals. A meeting was held at CDC on May 23-24, 2006 which
included state and local public health representatives as well as hospital BioSense participants. A
useful dialogue took place and CDC was receptive to the comments of the participants. An
evaluation plan was suggested by CSTE. CDC has been proposed an evaluation to be conducted
by several contractors. Contracts for this evaluation were put in place in May, 2006.

At this time there are ~32 hospitals transmitting data to BioSense and to state and local health
departments, with plans to have 350 hospitals on board by the end of 2006. A number of issues
remain to be resolved:

e States need a procedure manual that spells out how BioSense will be deployed in a state
and details of what happens after deployment

o A metadata file that describes the data specifications in detail is needed by state and
local health departments

e The stated purpose of the current BioSense is situational awareness, although subsets of
the collected data can also be used for early event detection. CDC is planning to collect
more data than is needed for situational awareness. This large dataset has potential
utility for a number of public health surveillance activities but its collection also raises
guestions about how much data are necessary and does this large dataset meet the
minimal dataset requirement of HIPAA.

e |tis unclear how or how much data will be shared with the Department of Homeland
Security or other federal programs (the National Biosurveillance Integration System).

¢ Ongoing maintenance costs to hospitals after BioSense deployment have not been
spelled out

e Biosense is a highly visible surveillance initiative. If it is to be successful, it is critical that
it be effectively integrated into the local, state, and federal public health electronic
reporting, investigation and response systems and that it adhere to accepted privacy
practices. Failure to attend to and achieve those two goals can damage public health
surveillance and the overall public health system.

Statement of the desired actions to be taken:
1. Aletter of response by CDC to the CSTE letter dated September 5, 2005.
2. CSTE requests that CDC collaborate with CSTE and state and local health departments
in the following ways:
a. CDC should work with CSTE and other state and local organizations to develop a
clear mission and plan of desired outcomes for BioSense.
b. CDC should work with participating state and local public health, hospitals and
CSTE to develop mutually agreed upon protocols for rapid response when
statistical anomalies (aberrations) as noted by the CDC, state or local health



departments are determined to be events that may be of urgent public health
consequence. The workload needed to respond to such anomalies should be
evaluated in the event additional resources may be required.

c. CDC should engage CSTE in dialogue about issues surrounding confidentiality
and transmission of the minimum dataset required by BioSense.

d. The results of the BioSense evaluation projects should be used to inform the
character of the program as it is rolled out. Ongoing evaluation should continue
after the roll out. CSTE and its members should be involved in helping develop
the evaluation tools and in the ongoing evaluation of the program. The evaluation
should assess epidemiologic as well as informatics aspects of the project.

e. CDC should clarify what data will be shared with the Department of Homeland
Security or other federal programs.

CSTE requests that BioSense data be made available in the following ways:

a. We understand that data raw data are currently available to be sent from
hospitals to state and local health departments. We would like CDC to also
consider making raw data available for download from the CDC web site for use
by state and local health departments. Further discussions of the feasibility of this
should take place.

b. State and local health departments should have access to standardized
metadata and a BioSense procedure manual.

BioSense should use and support existing local or state electronic data exchange
initiatives and mechanisms when those mechanisms can reasonably meet the technical
information requirements for Biosense data. Healthcare data system development and
support should integrate BioSense with electronic notifiable conditions reporting, build
healthcare infrastructure (such as use of standardized vocabularies), and result in
simultaneous electronic dataflow of fully identified case data to state and/or local health
agencies, as required by state laws, for state notifiable conditions and de-identified case
data for BioSense.

Public Health Impact:

1.
2.

3.

4,

Evaluation and accountability for enhanced public health surveillance funding

More efficient use of public funding for surveillance for bioterrorism and other public
health emergencies

More effective surveillance with decreased morbidity and mortality from real-time
monitoring of possible public health emergencies

Prioritization of surveillance funding to projects and initiatives with positive public health
outcomes, or with a reasonable expectation of such.

Coordination

Agencies for response:

1. Julie Gerberding, MD, MPH
Director
Centers for Disease Control and Prevention
1600 Clifton Road NE M/S D14
Atlanta, GA 30333
404-639-7000

jya2@cdc.gov

Agencies for Information:

1. Paul E. Harris, MD, MBA
Executive Director
Association of State and Territorial Health Officers
1275 K Street NW
Suite 800


mailto:jyg2@cdc.gov

Washington, D.C. 20005
202-371-9090
pharris@astho.org

Patrick Libbey

Executive Director

National Association of City and County Health Officers
1100 17" Street 2™ floor

Washington, D.C. 20036

202-783-5550

plibbey@naccho.org

Scott Becker

Executive Director

Association of Public Health Laboratories
2025 M Street NW #550

Washington, D.C. 20036-3320
202-822-5227

sbhecker@aphl.org

Millie Eidson, DVM, MPH

President

National Association of State Public Health Veterinarians
New York State Department of Health

Room 621 Corning Tower

Albany, NY 12237

518-474-6590

mxe04@health.state.ny.us

Michael Leavitt

Secretary

U.S. Department of Health and Human Services
200 Independence Avenue SW

Washington, D.C 20201

202-690-7000

Michael Chertoff

Secretary

U.S. Department of Homeland Security
Washington, D. C. 20528
202-282-8000

Georges Benjamin, MD, MPH
Executive Director

American Public Health Association
800 | Street, NW

Washington, DC 20001

Pamela Thompson
Executive Director
American Hospital Association
One North Franklin
Chicago, IL 60606


mailto:pharris@astho.org
mailto:plibbey@naccho.org
mailto:sbecker@aphl.org
mailto:mxe04@health.state.ny.us

Submitting Author:

Allen Craig, MD

State Epidemiologist

Tennessee Department of Health
425 5" Avenue North

Nashville, TN 37247
allen.craig@state.tn.us

Co-author:

Gail R. Hansen, DVM, MPH
KDHE

1000 SW Jackson, Suite 300
Topeka, KS 66612
785-296-1127
ghansen@kdhe.state.ks.us



mailto:ghansen@kdhe.state.ks.us

