24/7 Reporting Performance Criteria

Performance Criteria for Public Health Disease Reporting Systems Operating Twenty-four Hours per Day, Seven Days per Week (24/7)
INTRODUCTION
The performance criteria described here are a product of the 8-City Enhanced Terrorism Surveillance Project, a CDC initiative focused on strengthening key components of traditional public health surveillance in major metropolitan areas. 
The criteria were developed on the basis of findings from site visits to 8 major metropolitan areas conducted during February-March 2003 to complete an assessment of promising practices and needs associated with early detection of a terrorist event.  This document was subsequently developed as a resource for state and local health departments and is intended to represent minimum acceptable criteria.  Each health department is encouraged to determine the feasibility of implementation, establishing a reasonable timeframe taking into consideration available resources and other competing priorities. If the resources and needs support doing so, health departments might also elect to implement more stringent standards of performance. 

PERFORMANCE CRITERIA FOR 24/7 REPORTING SYSTEMS:

The performance criteria for each of the 24/7 Reporting Standards are as follows:
Receipt of Initial Report

Standard 1 Telephone should be the primary means for immediate reporting because it is the most direct, rapid, and easy-to-use method for urgent disease reporting of outbreaks or other suspected terrorism threats or public health emergencies.  Procedures that can be used by public health departments fall into three main categories:  
(1a)   A physician, laboratory worker, nurse, or other caller telephones the 24/7 number for the health department directly and the call is taken by the public health professional on call who accepts the case report; this individual should be capable of handling approximately 80% of the queries received related to infectious disease recognition, diagnosis, and public health management.  If further clinical consultation is needed, this health professional arranges a conference call among the caller, himself/herself, and a public health physician (or, if needed, an infectious disease clinician, laboratorian, or other knowledgeable person), or otherwise facilitates the connection between the caller and the resource needed. This system has the advantage of immediate connection of the caller with a public health professional; however, a possible disadvantage exists if this public health professional is unable to directly answer the telephone.
(2)  A physician telephones a single 24/7 number set up by the city/state government, or by the public health department, to handle after-hours calls. The call center staffer conferences in the health department professional on call (a warm transfer), who then proceeds as previously described.  This system allows for the call center staffer to use a call-down list to locate a public health professional to take the call in situations where the primary on-call staff member is not available, too busy, or unable to be reached.  This system also allows the call center staffer to connect incoming calls from physicians to a health department on call physician, and other callers to a nonphysician public health professional, according to state/local protocol.  It also allows the call center staffer to direct the call to an appropriate voice-mail if the call is not urgent.
(3)   The third option is similar to the second except that the call-center operator takes the contact information from the calling physician and has the on call public health professional (or on call physician) return the call.  It has the same advantages as the second procedure.

Performance criteria for Standard 1

All health departments should have the ability to receive a report 24/7 via telephone communication with a trained public health professional who is able to handle up to 80% of incoming queries.  The trained public health professional should be reachable: (a) directly, (b) via an answering service with immediate (“warm”) transfer to the public health professional, or (c) via an answering service with a callback from the public health professional.  If the designated public health professional is unavailable, the caller should be able to reach a trained back-up public health staff person. The operator or voice mail message should connect with, or inform the caller how to contact, the designated back-up staff. 

Standard 2 Certain standards should be established to ensure a reliable and rapid means to receive and immediately respond to notifiable diseases and health conditions.

Single telephone number

Components

· Single, well-publicized telephone number (ensure that local directory assistance has this number).
· Triage Protocol for incoming calls (see accompanying resource document entitled 24/7 Phone Triage Protocol for Public Health Departments).
· Trained professionals to answer the initial call.
· Back-up when surge capacity is exceeded [e.g., answering service, voice message (after a maximum number of rings, the caller’s telephone number should be recorded for call-back)].
· Health department call-down protocol/schedule for 24/7 duty officer

(call-down protocol outlines the names, contact information, and procedures to follow if the primary health department respondent is unavailable and a back-up must be called).
· Telephone system must have always-on conference call capability.
Performance criteria for Standard 2
Please see the accompanying 24/7 Phone Triage Protocol for Public Health Departments, which provides additional guidance for handling incoming calls to 24/7 reporting lines.
Public health departments should
1. implement a single telephone number for 24/7 reports (day and night) for at least acute communicable diseases or acute outbreaks;
2. provide this single telephone number to directory assistance;

3. ensure that calls roll over at night/weekend/holiday to on-call public health staff or an answering service;
4. if using an answering service, train answering service staff on the triage protocol for incoming calls to ensure they know the appropriate on-call staff to contact, in addition to when and how to contact them.  Each new answering service staff member should be trained before starting to answer calls; all answering service staff should receive refresher training on at least a semiannual basis.  A quality-assurance mechanism should be in place for monitoring and evaluating timeliness and quality of handling calls;
a. public health staff who answer calls should be trained on triage protocols for incoming calls (contained in a regularly updated on-call manual that also contains key background materials and forms) and know when to contact their supervisors and specialists.  Each new public health staff member should be trained before starting to answer calls and all public health staff who handle calls should receive refresher training on at least a semiannual basis.  Periodic seminars should be conducted for on call public health staff to address common on call topics and acute new issues. The training materials and triage protocol should be available on a restricted access website;
5. determine the flow of telephone calls if the answerer/line is busy (e.g. transfer to answering machine, keeps ringing, transfer to another number, or caller receives message to stay on line).  Ideally, the caller should never get a busy signal.  Under conditions of high-volume traffic, the caller should be referred to voice-mail or be placed on hold (with a message stating how many callers are ahead of the caller and an option for the caller to select a voice-mail option). 
6. determine how many rings should occur before the caller is transferred to voice-mail or another person, or receives a message to stay on the line.  The call should be transferred within 5 rings;
7. determine, if the call goes to voice-mail, how many calls can be left on the answering machine (i.e., surge capacity).  Where feasible, the answering machine should be able to hold at least 100 three-minute calls;
8. determine, if a caller is placed on hold, how many callers can remain on the line.  Where feasible, the system should have the capacity to hold at least 15 persons on the line; 

9. determine, if a call is transferred to another person or operator, how many others are available.  When the maximum number is reached, then a back-up system (as noted in the previous item) should be in place;
10. provide a written list as well as a restricted access website list of those persons who may be called for back-up;
11. keep this back-up list up-to-date and make changes as necessary;
12. list >3 persons available for back-up and the means to reach them (e.g., pager, home telephone, cellular phone); and
13. be able to connect at least 3 people simultaneously on a telephone call.  It is recommended that this should be able to be done while in the office and also while out of the office (e.g., home line or cellular phone).  This may be accomplished by establishing a conference calling account with a commercial service.
Standard 3 For urgent reports, the time from initial receipt of the call to a response by the health department on call physician should not exceed 30 minutes. 

Components
· Primary and back-up on call responders.
· Time limit on call-back to triage number to verify receipt.
· Support immediate notification of the state health department in accordance with    state/local agreement.
Performance criteria for Standard 3
For recommendations regarding a time limit on the call back to the triage number to verify receipt, please refer to the 24/7 Phone Triage Protocol for Public Health Departments.

Health departments should ensure that any report of an immediately notifiable illness (including Category A, B, and C agents; occurrence of any unusual disease; and outbreaks of any disease) should be responded to by a public health professional— ideally, a clinically trained public health professional—within 30 minutes of the call being made to the health department.  In addition to the primary on call public health professional, the health department should have a minimum of three back-up personnel available after normal business hours as part of the 24/7 reporting system.  Health department staff should document responses to reports or calls in a log book or database.  The suspicion or confirmation of any immediately notifiable illness, including category A, B or C agents; unusual disease; and outbreaks of any disease should be reported to the state health department, by telephone, within 30 minutes of a local public health professional being notified. 

Standard 4 If the telephone system fails, health departments must be able to receive urgent reports.  Depending on the severity of the situation, a number of alternatives are possible.

· Internet-based reporting (if the provider has a cable or other nontelephone Internet connection, reporting via e-mail or other Internet-based mechanism might be established).
· Cellular phones.
· Satellite phones or radios might be available in critical hospitals.

· Active surveillance (in an emergency, send staff to all or a sample of area hospitals on a daily basis to receive disease reports).
Performance criteria for Standard 4 

It is recommended that health departments should adopt at least one alternative means for receiving urgent reports in the event of a telephone system failure.  Suggested alternative methods include Internet-based reporting with nontelephone Internet connections, cellular phones, on-site radio systems, and satellite phones.  States have considered redundant and backup systems as part of their Health Alert Networks (HANs) that might be a resource for local health departments in meeting this standard.  Information regarding such alternative methods needs to be widely disseminated throughout the area where the primary means of telephone reporting might fail. Active surveillance (manually contacting or even sending staff to visit major hospitals on a daily basis to receive disease reports) is recommended as a tertiary method of receiving disease reports. 
Education and Awareness
Standard 5 Information on disease reporting requirements (when, what, who, where, and why to report) should be communicated to clinicians and laboratorians and should include the following:

· Clear public health contact information.
· Encouragement to report prediagnoses and suspicions.

· Education regarding reasons to report.

· Regular feedback from the health department to providers that reports have been received and how the information is being used. 
· Education regarding what diagnoses (suspected or confirmed) and laboratory. findings are immediately reportable.
Performance criteria for Standard 5 

These performance criteria relate to the content of education and awareness materials.

It is recommended that health departments should review informational materials for their 24/7 reporting systems, initially and on an annual basis thereafter. Such review should document the existence of non-ambiguous, accurate contact information.  Evidence should exist that clinicians, laboratories, and other healthcare professionals are explicitly asked to report to and consult with the health department even if they merely suspect the presence of a Category A, B, or C agent; occurrence of any unusual disease; or outbreaks of any disease.  Any changes in state reporting requirements should also be considered during this review. All informational materials to promote 24/7 reporting should illustrate the reasons why early and consistent reporting is important to safeguard public health.  Information regarding 24/7 reporting should specify that the telephone is the most appropriate means for immediate reporting both during and after business hours.  The content of education and awareness materials should include a written list of all notifiable diseases with brief reports to the clinical community and any other group submitting notifiable-disease reports, describing key examples of reported cases of notifiable diseases and summarizing actions taken.  
Standard 6 Multiple outreach mechanisms should be used to disseminate educational information, including:
· Partnerships with local authorities for clinicians and professional societies.

· Personal office visits.

· Internet, mail, meeting presentations, or stickers.

· National campaigns using alternative outreach mechanisms.
· Speakers’ bureaus and health-care provider focus groups.
Performance criteria for Standard 6 
These performance criteria relate to outreach mechanisms for education and awareness materials.

Public health departments should integrate at least two of the following methods of disseminating information into their routine education and awareness programs through use of working partnerships between local authorities and professional societies to disseminate information to the societies’ members: marketing devices such as calendars, stickers, and magnets; physician office visits; meeting presentations; the Internet; and mailings. If health department staff cannot make personal office visits to physicians, this could be accomplished through partnerships with pharmaceutical company representatives or through laboratory chains in their contact with physician offices.  (State health departments might also be able to provide support for local outreach efforts and might already have spent time and resources to establish communications and outreach mechanisms that could be used.)
Standard 7  The target audience for education and awareness materials needs to be defined [e.g., infection control practitioners (ICPs), clinicians (both hospital and office based), labs, school nurses, occupational health offices, child care providers, food establishments, nursing homes, veterinarians and animal handlers, correctional health facilities, and health care facilities (hospitals, long-term care, urgent care, and health-plan directors)].
Performance criteria for Standard 7 

These performance criteria relate to who is to receive education and awareness materials.

Public health departments should review and define their current and potential target audiences for education and awareness on 24/7 reporting, initially and on an annual basis thereafter.  Audiences should be prioritized based upon their likelihood of seeing patients with diseases resulting from a terrorism event, or the laboratory specimens from such patients (both clinical and forensic laboratories), so that education and awareness activities are addressed to the highest priority audiences first.  Consideration may be given to more specific identification of clinicians who might serve as sentinel physicians to model desired reporting behavior.  Rather than requiring that any specific groups be included as a target audience, the proposed performance criteria emphasize that the approach to defining the target audience be conducted in a planned and systematic manner as opposed to an ad hoc manner.
Standard 8 Disease reporting requirements should reach licensed physicians, or subsets delineated by specialty or practice types, and laboratories on at least an annual basis.

Performance criteria for Standard 8 
These performance criteria relate to penetration and frequency of distribution for education and awareness materials.

For health departments that have not distributed information regarding disease reporting requirements to all licensed physicians within their jurisdictions in the last year, such information should be disseminated.  Health departments should also review, and if necessary revise, their disease reporting requirements each year and send this information to all licensed physicians on an annual basis.  The penetration of currently practicing licensed physicians and laboratories reached should be > 90% and 95%, respectively.
In the event of a change in reporting requirements between the time of the annual review and dissemination of reporting requirements, an alert to all licensed physicians should be sent within 30 days of the change in reporting requirements. If changes occur in reporting requirements for specific subsets (e.g., laboratories), it is recommended that health departments should have the capability to identify and send the changes to these specific subsets within 30 days of the change in reporting requirements. The penetration of currently practicing licensed physicians and laboratories reached should be > 90% and 95%, respectively.
In addition to the annual dissemination of disease reporting requirements and alerting when changes have occurred in disease reporting requirements, health departments should post the information regarding disease reporting requirements on their Internet sites.

Standard 9  The process by which cases of marker diseases of immediate public health importance (e.g., meningococcal meningitis, SARS, rabies, botulism) are reported is a reasonable proxy for how cases due to terrorism agents would be reported in a given jurisdiction.  Examples of ways in which this could be measured include the following:
· What percentage of those cases that should come through the 24/7 reporting system actually do (as compared to paper or fax reporting)?
· What percentage of calls come in for consultation before a diagnosis is made?
Performance criteria for Standard 9
These performance criteria relate to evaluation of both the 24/7 reporting system and education and awareness materials.

Evaluation of the 24/7 reporting system

· It is recommended that a plan for a terrorism-oriented evaluation of the 24/7 reporting system be developed [MMWR 1999;48(RR-11)].  The plan should include the following:
1. Identification of stakeholders who will implement the evaluation, including staff who operate the system, representatives of outside health care providers who use the system, and other interested persons (e.g., internal and external professional staff).
2. Description of the 24/7 reporting system, including the organizational structure and resources used to operate it.
3. A list of marker diseases that serve as a proxy for how cases caused by terrorism agents would be reported.  Potential marker diseases are listed in the standard.
4. A list of questions to be answered through the evaluation of the marker diseases, a description of data and information required to answer each of the questions, and an indication of how the data and/or information will be gathered.  Potential questions include those listed in the standard.  Proposed performance criteria for the questions in the standard are as follows: (a) at least 90% of cases were identified through the 24/7 reporting system; and (b) for the marker diseases, Category A, B, and C agents that the health department has determined should be immediately reported, and any other unusual diseases or outbreaks, > 80% of calls should come in for consultation relative to suspicion of disease before diagnosis. 
5. Description and results of any formal system testing related to this evaluation (see Standards 10 and 11).
6. Description of how the findings from the evaluation will be disseminated and used (i.e., who will receive conclusions and recommendations and how will the recommendations be acted upon).
7. A schedule for gathering, analyzing, and interpreting data and information; making conclusions and forming recommendations; and disseminating findings from the evaluation.
· As resources permit, health departments should implement this evaluation and disseminate conclusions and recommendations.  This evaluation should be done as often as needed or at least every 2 years.

Evaluation of education and awareness materials

· To assess the degree of penetration of information regarding reporting requirements, and to identify possible problems in the methods of dissemination, a rapid and simple survey should be conducted on an annual basis, 30 days after the dissemination of information regarding reporting requirements, to subsets of licensed physicians to determine if they have recalled receiving the reporting requirements, whether or not they have read the reporting requirements, and what they consider to be the best communication channel to use for future information dissemination (mail, fax, and/or e-mail).  Such a survey in itself would also help to raise awareness of the reporting requirements.  Each public health department should formally review the results of such an annual survey and take appropriate corrective actions to solve problems identified. Alternate methods of information dissemination (e.g., fax and e-mail in addition to regular mail) should be considered as appropriate.

 SEQ CHAPTER \h \r 1Testing of 24/7 Reporting System

Standard 10 Regular, formal, unannounced standardized system testing (i.e., not relying on daily use as a test mechanism) should be implemented to assess the following components:
· Existance/use of standard protocols.

· Whether the call connects.
· Whom you reach.
· How quickly you reach a public health physician.
· How quickly consultation is initiated.
· Review of the call response (recording or listening in).
· Back-up and surge capacity.
Standard 11  SEQ CHAPTER \h \r 1Testing should be conducted at least annually.

Performance criteria for Standards 10 and 11
A protocol for formal testing of the 24/7 reporting system should be developed and implemented on at least an annual basis.  The protocol should cover the following:

1. Assignment and responsibilities of the system and staff who will conduct the testing,
2. Performance criteria to include: (a) the test being unannounced except to the health officer and person conducting the test;  (b) the call being connected to an actual person; (c) the caller being connected to the on call or designated back-up person within 30 minutes; (d) the caller reaching a clinically trained public health professional within 30 minutes; (e) a 3-way conference with a clinical specialist being arranged within an additional 30 minutes, if needed; (f) the telephone call being recorded for training and quality control purposes; (g) the system of reporting being tested both during and after normal business hours.
3. The expected frequency of testing should be at least annual.
4. A description of how and to whom the findings from the testing will be disseminated and how the findings are likely to be acted upon.
The first test under this protocol should be conducted as soon as possible and its findings disseminated to the health officer and all staff involved in the 24/7 alerting system.
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