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Abstract 
Understanding variation among users’ information needs and the quality of information in an electronic system is 
important for informaticians to ensure data are fit-for-use in answering important questions in clinical and public 
health. To measure variation in satisfaction with currently reported data, as well as perceived importance and need 
with respect to completeness and timeliness, we surveyed epidemiologists and other public health professionals 
across multiple jurisdictions. We observed consensus for some data elements, such as county of residence, which 
respondents perceived as important and felt should always be reported. However information needs differed for 
many data elements, especially when comparing notifiable diseases such as chlamydia to seasonal (influenza) and 
chronic (diabetes) diseases. Given the trend towards greater volume and variety of data as inputs to surveillance 
systems, variation of information needs impacts system design and practice. Systems must be flexible and highly 
configurable to accommodate variation, and informaticians must measure and improve systems and business 
processes to accommodate for variation of both users and information. 

Background and Significance 
At their core, clinical and public health are information enterprises, and data are their lifeblood. Nearly all clinical 
and public health activities involve generating, collecting, storing, analyzing, or sharing data about individual 
patients or populations. Data are particularly vital to joint activities including disease surveillance (1), population 
health assessments (2), and health care policy. Effective clinical and public health practice therefore requires access 
to representative, complete, and timely data from multiple sources (3, 4). Attributes of data such as 
representativeness, completeness, and timeliness are characterized in the information sciences literature as 
dimensions of data quality (5). 
 
The quality of data is most often measured with respect to its fit-for-use in a given context (8), and unfortunately the 
quality of data across the myriad sources from which they are captured, stored, analyzed, or reported is 
heterogeneous and often poor (6, 7). Therefore various contexts in clinical and public health necessitate different 
levels of data quality. For example, emergency department chief complaint data are very timely but often lack 
specificity, making these data useful for early detection of unexplained increases in health care utilization but 
increased activity does not always signal a true outbreak of disease (9). 
 
Understanding the characteristics of data and their sources, including quality, is important for informaticians to 
ensure data are fit-for-use to support important processes in clinical and public health (10). Knowing the quality of 
data is particularly important given that data are increasingly available to clinical and public health professionals 
through a variety of information systems, including electronic health record (EHR), decision support, and 
surveillance systems (11). 
 
To ensure data are fit-for-use, users (or data consumers) must first articulate their information needs within specified 
contexts of use. Gathering and documenting the data requirements for a given context of use is often referred to as 
an information needs assessment, which is often recommended for business process analysis, workflow redesign, 
and the design and deployment of user-centered information systems in an organization, including immunization and 
surveillance systems in public health departments (12-14). Unfortunately there is limited published information 
available on the information needs in public health with respect to surveillance systems. While several surveillance 
systems have been deployed and a variety of jurisdictions utilize such systems, it is unclear whether the information 
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needs across jurisdictions vary with respect to completeness, timeliness, and other key factors identified as barriers 
to traditional surveillance prior to the deployment of e-surveillance systems. 
 
To measure 1) satisfaction with currently reported data; 2) perceived importance and need with respect to 
completeness and timeliness of specific data elements; and 3) consensus in responses across multiple jurisdictions, 
we surveyed epidemiologists and other public health professionals. In this article we describe the development and 
administration of the survey as well as the results. We then discuss the findings in the context of advancing public 
health surveillance in an era of increasingly electronic data sources available for use by health departments. Our 
methods and findings are further applicable to other disciplines within the field of biomedical informatics. 
 
Materials and Methods 
 
Study participants 
Health officials and surveillance program managers in eight states were contacted directly by the researchers and 
invited to participate in the study. Following permission from health department officials, the researchers then 
invited front-line health department surveillance staff via email to complete the survey. Most public health 
professionals have access to email and the Internet at their place of work. Furthermore, state health department 
employees were given permission to use state resources to complete the survey during their normal working hours. 
 
The study originated with state and county health departments participating in the U.S. Centers for Disease Control 
and Prevention (CDC) funded Indiana Center of Excellence in Public Health Informatics (ICEPHI). However, the 
study’s scope expanded to include other jurisdictions following a discussion of the project at a workshop convened 
by the Public Health Informatics Institute (PHII), where surveillance officials from several states expressed a desire 
to participate in the study, so the research team then reached out to an additional six states. The research team 
ultimately invited 45 individuals at 15 health departments in 8 states to participate in the study. 
 
Survey design 
The study used a novel questionnaire designed by the researchers to examine the perceptions and needs of 
communicable disease program staff with respect to data quality. Parts of the instrument used model questions and 
concepts from previous studies examining public health professionals’ information needs (15). However, the 
majority of the questionnaire was developed by integrating the dimensions of data quality with specific 
communicable disease use cases. The use cases were iteratively developed by informatics and epidemiology 
professionals associated with ICEPHI. The group selected a subset of diseases of high priority that represented the 
spectrum of disease classes encountered by health departments: seasonal illness (e.g., influenza), sexually 
transmitted infections (e.g., chlamydia), acute illness (e.g., pertussis), high priority illness (e.g., meningitis), and 
chronic illness (e.g., diabetes). The selected data elements were drawn from those required under Indiana state law 
to be reported to health departments and aligned with the core data elements outlined by the Council for State and 
Territorial Epidemiologists (CSTE) (16). 
 
Prior to use by respondents, the questionnaire was pilot tested by several public health professionals in county and 
state health departments. These participants provided feedback to the study team with respect to unclear and 
inappropriate items as well as wording. The instrument was modified following the pilot testing. 
 
We invited participants via email to complete a web-based survey. Reminder emails were sent to invited participants 
to encourage participation. The survey was fielded between September 2011 and February 2012. The extended time 
was necessary due to changing the scope from Indiana-only to a survey of health department staff in multiple states 
and jurisdictions. 
 
Skip logic was used to minimize time burden on respondents, advancing respondents beyond sections that did not 
pertain to their role within the health department. Furthermore, respondents were given the choice to skip unclear 
and other questions they felt they could not answer. For example, if the respondent indicated that he or she did not 
work with influenza data, then the survey instrument skipped over the series of questions regarding influenza data 
quality. Within each section of the survey, respondents could skip individual questions or items related to 
completeness, timeliness, or satisfaction. 
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Survey data collection 
The survey included questions examining respondent characteristics as well as respondents’ perceptions of data 
quality. Demographic questions sought to assess respondents’ place of employment, role, and length of service. All 
other questions focused on respondent satisfaction with the quality of data submitted to the health department, 
including the relative importance, completeness, and timeliness of various data elements. 
 
The survey used Likert-style scales for respondents to rate various dimensions of data quality and satisfaction for 
each of the common data elements included in reports for the selected diseases. For example, respondents were 
asked to indicate their level of satisfaction overall with existing data for each disease using the following scale: 1 = 
Very Dissatisfied, 2 = Dissatisfied, 3 = Neither Dissatisfied or Satisfied, 4 = Satisfied, and 5 = Very Satisfied. For 
each data element reported for a particular disease, respondents were asked to rate the relative importance of the 
element using the following scale: 1 = Highly Unimportant (data element provides no value to the surveillance 
process; I never use this data element), 2 = Unimportant (data element provides minimal value to the surveillance 
process; I rarely use this data element), 3 = Neither Unimportant nor Important (data element provides limited value 
to the surveillance process; I use this data element, but I use it only because I am required to by policy or law), 4 = 
Important (data element adds value to the surveillance process; I often use this data element), 5 = Highly Important 
(the surveillance process would be difficult if this data element was missing; I almost always use this data element). 
 
In addition to importance, respondents were asked to characterize the completeness of the data received in notifiable 
disease reports. The following scale was used to measure respondents’ perception of completeness: 1 = Mostly 
Incomplete (Defined as 0.00% to 29.99% complete; it is okay for this value to be missing most of the time), 2 = 
Marginally Complete (Defined as 30.00% to 49.99% complete; it is okay for this value to be missing much of the 
time), 3 = Mostly Complete (Defined as 50.00% to 79.99% complete; it is okay for this value to be missing some of 
the time), 4 = Nearly Complete (Defined as 80.00% to 99.99% complete; it is okay for this value to be missing 
occasionally), and 5 = Always Complete (Defined as 100% complete; it is not okay for this value to ever be 
missing). 
 
Finally, the survey asked respondents to indicate their desired and minimally acceptable levels of timeliness 
associated with data reported across diseases. To measure the ratings involved with respondent’s perception on 
timeliness, the following scale was used: 1 = As soon as a clinician determines the diagnosis, 2 = Within 24 hours of 
suspicion or diagnosis, 3 = Within 48 hours of suspicion or diagnosis, 4 = Within 72 hours of suspicion or diagnosis, 
5 = Within 1 week of suspicion or diagnosis, or 9 = No preference or opinion.  
 
Statistical Analysis 
The goals of the analysis were to 1) describe respondents’ perceptions of notifiable disease report data quality with 
respect to satisfaction, importance, desired completeness, and desired timeliness; and 2) measure respondents’ 
consensus across jurisdictions. Descriptive statistics were utilized to characterize respondents’ demographics, and 
Chronbach’s alpha was used to assess reliability. To analyze perceptions of data quality, we used median values and 
the mean absolute deviation (MAD) from the median, a robust measure that represents the average of the absolute 
differences between each score assigned by the respondent and the overall mean (17, 18). 
 
The analysis further examined respondents’ consensus regarding perceived importance of data elements and the 
minimally acceptable levels of completeness. We defined consensus as 70% or greater respondent agreement on the 
importance or minimum level of completeness for a data element. This a priori level of consensus has been used in 
previous studies (19, 20). All analyses were performed using SPSS Version 20. 
 
Results 
 
Demographics 
Table 1 depicts information on the respondents’ characteristics. A total of 33 individuals from more than six states 
responded to the survey. Among respondents, a majority (60.6%) worked at a local health department, and nearly 
one-third (30.3%) worked at a state health departments. Two-thirds of the respondents (66.7%) stated they served as 
an epidemiologist within their organization. Three-quarters (75.8%) of respondents reported working in public 
health for at least 10 years. A majority of respondents indicated they were previously asked to describe their 
information needs and participate in projects that gathered public health workers’ information needs. 
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Table 1. Respondent characteristics and demographic information 
 
   Frequency 
Place of employment   
        Local Health Department  20 (60.6%) 
        State Health Department  10 (30.3%) 
        Academic Institution    2 (6.1%) 
        Federal Government 
 

   1 (3.0%) 

Title or role within organization    
        Epidemiologist  22 (66.7%) 
        Program Manager/Coordinator    4 (12.1%) 
        Public Health Nurse 
        Informaticist (IT Specialist, Health Informaticist) 

   2 (6.1%) 
  2 (6.1%) 

        Other (Infectious Disease Physician, Researcher, Evaluator) 
       

   3 (9.1%) 

Years worked with public health   
        <1 year    1 (3.0%) 
        1-3 years    3 (9.1%) 
        3-5 years    1 (3.0%) 
        5-10 years    3 (9.1%) 
        10-15 years  10 (27.3%) 
        >15 years  16 (48.5%) 
   
Have you ever been asked to outline or describe your needs when it comes to the data and  
information you use to perform your job? 
        Yes  24 (72.7%) 
        No    7 (21.2%) 
        No Response    2 (6.1%) 
   
Have you ever participated in a project to gather or analyze the data or 
information needs of others working in public health?   

        Yes  19 (57.6%) 
        No  14 (42.4%) 

 
 
Reliability 
Calculation of Chronbach’s alpha (α) ranged from 0.93 to 0.99 across diseases and dimensions of data quality with 
the exception of chlamydia for which the sample size was too small. Reliability is considered excellent when α is 
greater than 0.90. 
 
Satisfaction of data received 
Table 2 depicts respondents’ satisfaction with the data they currently receive. Many respondents were satisfied with 
the data they received. However, the levels of satisfaction varied across diseases. For three of the diseases 
(influenza, meningitis, and pertussis), more than two-thirds of respondents indicated they were satisfied or highly 
satisfied with existing data. For chlamydia and diabetes, however, respondents were less satisfied. For chlamydia, 
respondents were evenly split between being satisfied or dissatisfied. For diabetes, five respondents (62.5%) were 
ambivalent about current data, and two respondents (25%) indicated they were very dissatisfied with existing data. 
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Table 2. Satisfaction of data currently received by disease 
 
   

Very 
Dissatisfied 

 
 

Dissatisfied 

Neither 
Dissatisfied 
or Satisfied 

 
 

Satisfied 

 
Very 

Satisfied 
Disease      
        Influenza (N = 18) 0 (0.0%) 2 (11.1%) 3 (16.7%) 12 (66.7%) 1 (5.6%) 
        Chlamydia (N = 5) 0 (0.0%) 2 (40.0%) 1 (20.0%) 2 (40.0%) 0 (0.0%) 
        Meningitis (N = 19) 0 (0.0%) 2 (10.5%) 4 (21.1%) 9 (47.4%) 4 (21.1%) 
        Pertussis (N = 12) 0 (0.0%) 2 (16.7%) 2 (16.7%) 7 (58.3%) 1 (8.3%) 
        Diabetes (N = 8) 2 (25.0%) 0 (0.0%) 5 (62.5%) 1 (12.5%) 0 (0.0%) 

 
Ratings are Very Dissatisfied (median = 1), Dissatisfied (median = 2), Neither Satisfied or Dissatisfied (median = 3), Satisfied 
(median = 4), and Very Satisfied (median = 5). 
 
Importance of data element 
Table 3 summarizes respondent ratings for reportable data elements across all five diseases with respect to the data 
elements’ relative importance to public health work processes. The values represent median scores from the Likert 
scale and the mean absolute deviation (MAD). Data elements for which consensus were achieved are bolded for 
emphasis. Importance ranged from 2.0 (Unimportant) to 5.0 (Highly Important) with MAD values ranging from 0.00 
to 1.75. Notably, respondents failed to achieve consensus on any data elements for diabetes. 
 
Table 3. Importance of data element in public health work process by disease 
 
 Influenza 

(N = 18) 
Chlamydia 

(N = 5) 
Meningitis 

(N = 19) 
Pertussis 
(N = 12) 

Diabetes 
(N = 8) 

Data Element      
        Patient Name 2.5 (1.11) 5.0 (0.00) 5.0 (0.72) 5.0 (0.18) 2.0 (1.13) 
        Patient Address 3.5 (1.06) 5.0 (0.25) 5.0 (0.78) 5.0 (0.36) 3.0 (1.13) 
        Patient City 4.0 (0.89) 5.0 (0.00) 5.0 (0.72) 5.0 (0.36) 3.0 (1.00) 
        Patient Zip Code 4.0 (0.56) 5.0 (0.25) 5.0 (1.00) 5.0 (0.45) 4.0 (0.38) 
        Patient County of Residence 5.0 (0.44) 5.0 (0.25) 5.0 (0.78) 5.0 (0.27) 4.0 (1.00) 
        Patient Primary Phone Number 2.5 (1.11) 4.5 (0.75) 5.0 (0.72) 5.0 (0.27) 2.5 (1.25) 
        Patient Date of Birth or Age 5.0 (0.44) 5.0 (0.25) 5.0 (0.89) 5.0 (0.18) 5.0 (0.50) 
        Patient Sex 4.0 (0.78) 5.0 (0.25) 4.0 (1.00) 5.0 (0.64) 5.0 (0.50) 
        Patient Race 4.0 (0.89) 4.5 (0.75) 4.0 (0.82) 4.0 (0.45) 5.0 (0.63) 
        Patient Ethnicity 4.0 (0.78) 3.5 (1.00) 4.0 (0.88) 4.0 (0.55) 4.5 (0.88) 
        Patient Pregnancy Status 4.5 (0.94) 4.5 (1.00) 5.0 (1.00) 4.0 (0.55) 4.0 (0.63) 
        Patient’s Next of Kin Name 2.0 (0.61) 3.0 (0.50) 4.0 (1.11) 4.0 (0.82) 2.0 (0.75) 
        Patient’s Next of Kin Primary Phone 
          Number 2.0 (0.61) 3.0 (0.50) 4.0 (1.17) 4.0 (1.00) 2.0 (0.75) 

        Provider Name 4.0 (0.61) 5.0 (0.50) 5.0 (0.78) 5.0 (0.36) 3.0 (1.00) 
        Provider Address 4.0 (0.67) 5.0 (0.50) 4.0 (0.71) 4.0 (0.64) 3.5 (1.25) 
        Provider Phone Number 4.0 (0.67) 5.0 (0.50) 5.0 (0.83) 5.0 (0.45) 3.0 (0.88) 
        Date of Onset 5.0 (0.53) 3.5 (1.75) 5.0 (0.78) 5.0 (0.18) 3.5 (0.88) 
        Reason for Visit 5.0 (0.44) 4.0 (1.50) 5.0 (0.88) 4.0 (0.55) 3.5 (0.75) 
        Clinical Diagnosis 5.0 (0.56) 4.5 (1.25) 5.0 (0.89) 5.0 (0.36) 4.0 (0.38) 
        Definitive Diagnostic Test Results 5.0 (0.33) 5.0 (0.00) 5.0 (0.72) 5.0 (0.18) 4.0 (0.38) 
        Person Completing Report Name 3.0 (0.89) 5.0 (1.00) 4.0 (0.71) 4.0 (0.64) 2.0 (1.38) 
        Person Completing Report Address 3.0 (0.67) 3.0 (1.00) 4.0 (0.94) 4.0 (0.82) 2.0 (1.38) 
        Person Completing Report Phone  
          Number 

3.5 (1.00) 5.0 (1.00) 4.0 (0.89) 5.0 (0.73) 3.0 (1.29) 
 

Ratings are Highly Unimportant (median = 1), Unimportant (median = 2), Neither Important nor Unimportant (median = 3), 
Important (median = 4), and Highly Important (median = 5). Values are medians (mean absolute deviation from median). Values 
with respondent agreement of 70% or greater (consensus) are bold. 
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Minimally acceptable level of completeness 
Table 4 summarizes respondent ratings for the minimally acceptable level of completeness for data elements across 
all five diseases. Values represent median scores from the Likert scale and the mean absolute deviation (MAD). 
Data elements for which there was consensus are bolded for emphasis. Minimally acceptable levels of completeness 
ranged from 1.0 (Mostly Incomplete) to 5.0 (Always Complete) with MAD values ranging from 0.00 to 2.00.  Of 
note, Influenza achieved consensus for the only two data elements. 
 
Table 4. Minimally acceptable level of completeness of data element by disease 
 
 Influenza 

(N = 18) 
Chlamydia 

(N = 5) 
Meningitis 

(N = 19) 
Pertussis 
(N = 12) 

Diabetes 
(N = 8) 

Data Element      
        Patient Name 2.5 (1.79) 5.0 (0.00) 5.0 (0.00) 5.0 (0.09) 2.0 (1.71) 
        Patient Address 4.0 (1.50) 5.0 (0.25) 5.0 (0.38) 5.0 (0.18) 3.0 (1.71) 
        Patient City 5.0 (0.87) 5.0 (0.25) 5.0 (0.27) 5.0 (0.09) 4.5 (1.50) 
        Patient Zip Code 4.0 (0.47) 4.5 (0.75) 5.0 (0.50) 5.0 (0.36) 5.0 (0.29) 
        Patient County of Residence 5.0 (0.27) 4.5 (0.75) 5.0 (0.19) 5.0 (0.00) 5.0 (0.71) 
        Patient Primary Phone Number 1.0 (1.29) 5.0 (0.25) 5.0 (0.19) 5.0 (0.18) 2.0 (1.43) 
        Patient Date of Birth or Age 5.0 (0.33) 5.0 (0.25) 5.0 (0.06) 5.0 (0.09) 5.0 (0.29) 
        Patient Sex 4.0 (0.79) 5.0 (0.25) 5.0 (0.44) 5.0 (0.45) 5.0 (0.29) 
        Patient Race 3.0 (0.93) 4.0 (0.25) 3.5 (0.94) 4.0 (0.91) 5.0 (0.43) 
        Patient Ethnicity 3.0 (0.79) 4.0 (0.75) 3.0 (0.88) 4.0 (0.91) 4.0 (0.43) 
        Patient Pregnancy Status 3.5 (1.07) 3.0 (1.25) 4.0 (1.00) 4.0 (0.82) 4.0 (1.00) 
        Patient’s Next of Kin Name 1.0 (0.69) 2.5 (0.75) 4.0 (0.81) 4.0 (0.82) 1.0 (1.00) 
        Patient’s Next of Kin Primary  
          Phone Number 1.0 (0.69) 2.5 (0.75) 3.5 (0.81) 4.0 (0.91) 1.0 (1.00) 

        Provider Name 4.0 (0.93) 5.0 (0.25) 5.0 (0.13) 5.0 (0.18) 4.0 (1.29) 
        Provider Address 3.0 (1.14) 4.0 (0.25) 4.0 (0.63) 4.0 (0.55) 4.0 (1.43) 
        Provider Phone Number 4.0 (1.14) 5.0 (0.25) 5.0 (0.31) 5.0 (0.18) 4.0 (1.57) 
        Date of Onset 5.0 (0.60) 3.0 (2.00) 5.0 (0.63) 5.0 (0.36) 5.0 (0.43) 
        Reason for Visit 5.0 (0.29) 2.5 (1.75) 4.5 (1.06) 5.0 (0.73) 3.0 (1.00) 
        Clinical Diagnosis 5.0 (0.60) 4.0 (1.50) 5.0 (0.63) 5.0 (0.27) 5.0 (0.29) 
        Definitive Diagnostic Test Results 5.0 (0.50) 5.0 (0.00) 5.0 (0.19) 5.0 (0.18) 5.0 (0.14) 
        Person Completing Report Name 4.0 (1.33) 4.5 (0.75) 5.0 (0.63) 4.0 (0.82) 4.0 (1.43) 
        Person Completing Report Address 2.0 (1.21) 2.5 (1.25) 4.0 (0.94) 4.0 (1.00) 4.0 (1.43) 
        Person Completing Report Phone  
          Number 

4.0 (1.33) 4.5 (0.75) 5.0 (0.73) 5.0 (0.82) 4.0 (1.43) 
 

Ratings are Mostly Incomplete (median = 1), Marginally Complete (median = 2), Mostly Complete (median = 3), Nearly 
Complete (median = 4), and Always Complete (median = 5). Values are medians (mean absolute deviation from median). Values 
with consensus are bold. 
 
Desired and minimally acceptable timeliness 
Table 5 illustrates respondents’ desired timeliness and minimally acceptable timeliness (MAT) for new reported 
cases by disease. Values represent the number of respondents and percentage of respondents for each disease that 
indicated a specific desired or minimally acceptable timeliness. 
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Table 5. Desired and minimally acceptable timeliness (MAT) for new reported cases by disease 
 
  As soon as 

clinician 
determines 
diagnosis 

 
 

Within 24 
Hours 

 
 

Within 48 
Hours 

 
 

Within 72 
Hours 

 
 

Within 1 
Week 

No 
preference 

or no 
opinion 

Disease       
        Influenza (Desired) (N = 18) 5 (27.8%) 6 (33.3%) 3 (16.7%) 3 (16.7%) 1 (5.6%) 0 (0.0%) 
        Influenza (MAT) (N = 18) 0 (0.0%) 1 (5.6%) 2 (11.1%) 6 (33.3%) 8 (44.4%) 1 (5.6%) 
       
        Chlamydia (Desired) (N = 4) 0 (0.0%) 2 (50.0%) 2 (50.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 
        Chlamydia (MAT) (N = 4) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (25.0%) 3 (75.0%) 0 (0.0%) 
       
        Meningitis (Desired) (N = 17) 13 (76.5%) 3 (17.6%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (5.9%) 
        Meningitis (MAT) (N = 17) 4 (23.5%) 9 (52.9%) 3 (17.6%) 0 (0.0%) 0 (0.0%) 1 (5.9%) 
       
        Pertussis (Desired) (N = 11) 3 (27.3%) 5 (45.5%) 1 (9.1%) 1 (9.1%) 0 (0.0%) 1 (9.1%) 
        Pertussis (MAT) (N = 11) 2 (18.2%) 4 (36.4%) 1 (9.1%) 3 (27.3%) 0 (0.0%) 1 (9.1%) 
       
        Diabetes (Desired) (N = 8) 0 (0.0%) 1 (12.5%) 0 (0.0%) 0 (0.0%) 1 (12.5%) 6 (75.0%) 
        Diabetes (MAT) (N = 8) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 2 (25.0%) 6 (75.0%) 

 
 
Discussion 
We surveyed epidemiologists and other public health professionals regarding their information needs with respect to 
reporting processes important to surveillance. A novel but reliable (Chronbach’s α > .93) survey instrument 
measured the relative importance, completeness, and timeliness of various commonly reported data elements across 
a range of diseases that health departments monitor. The results show a wide range of variation in information needs 
and perceived data quality across jurisdictions and diseases. Such variation has a number of implications for 
surveillance practice as well as systems designed to support it. The findings further have importance for the field of 
biomedical informatics given that similar variation is likely to exist in many clinical and public health domains. 
 
Several core data elements reported to public health stood out as being extremely important to public health work 
processes: clinical diagnosis, definitive diagnostic test result, age, county of residence, zip code, city, and 
information on the treating provider. These fields received at least a mean score of 4.0 with a low MAD (< 1.0) 
across at least 4 of the 5 diseases asked about in the survey. As expected, these same fields were associated with 
higher mean scores and lower MAD values for desired level of completeness, indicating a relationship between 
perceived importance and desired completeness of a data element. For the other fields, perceived importance or 
desired completeness varied either within a specific disease (e.g., large variation in scores; a high MAD) or across 
diseases (e.g., mean of 5.0 for some diseases but mean <4.0 for other diseases). These results suggest that despite 
these data elements being recognized by CSTE and other groups as core reporting elements, epidemiologists and 
others vary in their perceptions of these data importance or necessity to surveillance work processes. 
 
We further observed a pattern in the variation across disease categories in which information needs for chlamydia, 
meningitis, and pertussis (notifiable diseases) were generally consistent while the needs for influenza and diabetes 
(seasonal and chronic diseases) varied more dramatically. For example, patient and provider details were more 
consistently perceived as important and needed to be more complete for the notifiable diseases. The means for 
patient fields such as name, address, and phone number had means of 5.0, low MAD values, and achieved greater 
than 70% agreement on the scores for chlamydia, meningitis, and pertussis. Mean scores for influenza varied from 
2.5 for patient name to 4.0 for patient city; MAD values were above 1.0 for patient name and patient address; and 
none of the fields were found to have consensus. For diabetes, scores were generally neutral, and the MAD values 
were above 1.0. 
 
Greater consensus and consistency in information needs for notifiable diseases is likely explained by the fact that 
these diseases are reportable in nearly every state, therefore many public health departments have been receiving 
data on these diseases for a significant number of years (21). Furthermore, public health laws generally require 
providers to report information on these diseases and require health departments to verify that appropriate treatment 
is being administered to the patient. This requires follow-up with either the patient or providers and is the case for 
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meningitis, where the health department may need to provide prophylaxis to contacts in order to limit the spread of 
the disease. Finally, current data routinely captured by health departments on influenza and diabetes tends to be de-
identified as follow-up on these diseases is generally not required, and this may explain the lower levels of 
consensus for importance and completeness observed among respondents. 
 
Clinical and public health organizations are undergoing radical transformation due to changes in policy and 
technology that will require greater emphasis on the use of electronic data and information from a greater number of 
sources. The Health Information Technology for Economic and Clinical Health (HITECH) provisions of the 
American Recovery and Reinvestment Act of 2009 and mobile devices are accelerating the adoption and use of 
health information technologies to collect and manage greater volumes of electronic data (22-26). The increasing 
adoption of clinical information systems by hospitals and providers has prompted the CDC, CSTE, the Association 
of State and Territorial Health Officials, and National Association of City and County Health Officials, among 
others, to urge state and local health departments to prepare for a sharp increase in electronic reporting of data (11, 
27). In a future state where public health departments are receiving and managing large volumes of electronic data 
from EHR systems, mobile devices, patient-controlled platforms and social media, understanding and re-evaluating 
the information needs of front line public health workers will be of critical importance. Variation in needs therefore 
has a number of implications for surveillance systems and practice as well as the field of biomedical informatics. 
 
Implications for Surveillance Systems and Practice 
Our findings complement previous studies that characterize the heterogeneous nature of clinical data across the 
spectrum of health care delivery systems (6). Many notifiable diseases such as chlamydia and meningitis that require 
a public health response, including documentation of treatment or administration of prophylaxis, will warrant timely 
and complete data. On the other hand, chronic diseases such as hypertension or diabetes may not demand the same 
amount of timeliness or level of information. Therefore information systems that support the range of surveillance 
performed by a public health agency must allow for variability to support the needs of different public health laws 
and information needs. Surveillance system developers will need to make their systems flexible and customizable to 
enable localization when implemented within a health department. Yet systems must remain capable of receiving a 
large array of input data from a variety of sources, requiring the use of standards and interoperability while enabling 
localization. Platform based approaches like those used in the SMART (smartplatforms.org) and OpenMRS 
(openmrs.org) efforts are examples of systems that enable application flexibility required by public health. 
 
Our findings further have implications for the business processes involved in receiving and analyzing surveillance 
data. Given variation in user needs, health departments may wish to work on standardizing work processes involved 
in surveillance activities. Such redesign will allow for optimization of human resources in conjunction with 
surveillance information systems. Business process analysis is a technique where user information needs are 
articulated and translated into requirements for information systems (28). The technique further allows for business 
process alignment or changes that don’t affect or involved information systems. Using business process analysis in 
conjunction with enhancements to the information systems will support improvements to surveillance practice. The 
current revolution underway in which surveillance programs and data are being consolidated provides greater 
incentive for agencies to identify user needs and optimize business processes that meet those needs. 
 
Implications for Biomedical Informatics 
Variation is not unique to public health surveillance systems or practice. Therefore platform-based approaches and 
business process techniques to improve system design and implementation is applicable across the spectrum of 
biomedical informatics. Further implications of this study include the role of biomedical informatics in evaluating 
information systems with respect to how well they meet the information needs of end users. Prior literature suggests 
there are few studies that have evaluated implemented systems (3, 29) and the evidence base for many informatics 
interventions remains weak (30). Biomedical informatics scholars and professionals should continue to not only 
development and implement novel systems and functions but also evaluate their ability to meet user needs in 
addition to their impact on patient and population health outcomes (31). 
 
Limitations 
There are several limitations in our methods and results to note. First, the selection of health departments was not 
random, potentially introducing bias into the study population. Second, the overall sample size was limited (N=33) 
and some diseases like chlamydia (N=5) had very small data sets. Therefore analysis of the data was limited to 
descriptive statistics, and causal relationships should not be inferred. Furthermore, the results may not be 
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representative of jurisdictions across the entire United States. Future studies should consider larger samples of health 
department personnel as well as the use of power analysis to enable more robust quantitative exploration of data 
quality across jurisdictions, states, and regions. 
 
Conclusion 
Variation remains an important challenge in biomedical informatics. As information systems increase in their 
adoption and use, the role of informatics professionals in designing systems and information to meet the needs of 
end users becomes paramount. Systems must be flexible and highly configurable to accommodate variation, and 
informaticians must measure and improve systems and business processes to accommodate for variation of both 
users and information. 
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