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Discussion questions:

· How does current messaging of AR support data for action (e.g., antimicrobial stewardship programs, cluster/outbreak response)?  Recommendations for changes you would want to see for more timely response to action?
· Response: In CT, for example, we have direct access to state LIMS. Some general thoughts on this:
· Download results daily
· Generally works well
· However, no way to improve getting data from public health labs
· For clinical labs not using ELR yet, this has been a painful process so far.
· From Massachusetts: Our lab does not have the capacity to send electronic data into the MAVEN surveillance system, or into ARLN.
· In order to get it into the surveillance system, we must therefore print it out. As you can imagine, this takes a lot of time to get these data into our system.
· Currently, ~63% of hospitals report these (organism and susceptibility) data into MAVEN.
· For the remainder of facilities that do not, we are in the process of sending a third memo to attempt to acquire these data.
· It is an issue of having labs reporting both organism and susceptibility. 
· Struggling with parent-child relationship in the 2.3 and 2.5.1 messages, which results in frequent errors.
· Hopefully our lab will complete a RHAPSODY upgrade, as a messaging process of getting the data into our system. The timeline for this is most likely the end of this year or early next year.
· As far as Wadsworth within ARLN, it would be nice to figure out a messaging system from them to Massachusetts. It is our understanding that CDC currently does not have the capacity.
· From Indiana: We do receive ELR from the state lab
· Recently upgraded to 2.5.1
· It feeds directly into our surveillance system, and is how we receive all of our CP-CRE labs from the state lab
· Clinical labs are a bit different however. Currently only have 19 facilities submitting ELR, and it is sent in a manner that requires manual processing. As noted by Massachusetts, this causes quite a bit of extra work. Additionally, quite a few facilities use reference labs.
· John Stelling: I can’t speak on MA, but I do have knowledge of NE (Nebraska) model, which may be of interest to the group:
· They have NEDSS-based system.
· However, I do not know how they get data from the state labs
· There is a novel component: On a daily basis, receive >95% of all microbiology data for susceptibility (39 species), all HL7 ELR, and there is an automated system for collecting everything electronically in a standardized way using NEDSS-based platform.
· In terms of regulatory platform, the system also has:
· Expanded reportables (beyond CRE and MRSA) with the intent to capture all routine bacterial susceptibility testing.
· Currently, 90-95% of daily state-wide reporting
· Adding a few more small labs, which would move this target closer to 100% implementation.
· Follow-up question from ARSTF:  From all the clinical labs in the state?
· John: All the clinical labs as well as private diagnostic labs (Quest, LabCorp), as well as from some neighboring states
· It is a great system for capturing information. The question becomes: What can you do with the info in terms of alerts, surveillance, cluster notification, etc.?
· There is an application pending to see what can be done in the notification and utilization of that data resource.
· ARSTF response:  Is the issue getting too much information to act on, or just that it needs to be packaged differently?
· John: Looking to develop algorithms, analyses, reports, and notifications across a wide variety of out-patient and in-patient issues
· Such as isolate and cluster alerts; suggestive of possible outbreaks.
· All groups, including state infection control program, would benefit from comprehensive microbiology system.

· What are your current reporting regulations around AR reporting? How this reporting is managed (e.g., updated)?  Recommendations for any changes you would to see around reporting regulations?
· In Indiana: We have VRSA reportable; CP-CRE for all genre
· This is managed by updating communicable disease reporting rule
· For AR, although I do not have perspective of other ID areas, it seems that the process required to update these rules tends to be more cumbersome than other areas.
· For instance, we have to require specific drug-bug combos, i.e., we can’t just say that we want everything. We have to specify everything.
· It is also cumbersome to make sure we are making it manageable and interpretable for submitting labs and facilities 
· As a side process, we are trying to model the way TN is set up. Instead of going through long-term, large-scale process to update legislation every time we want to change the reporting requirements, we would just say “refer to this list”. And then, we would just be able to just update the list as needed.
· Follow-up question from ARSTF: How would that list be developed?
· Indiana: Not sure! However, for reference:
· TN calls it the Commissioners list.
· Facilities are required to report pathogens on the Commissioners list.
· It is updated annually, it is legally binding, and posted on a website.
· Observation from ARSTF: CT and TN kind of use the same system.
· From CT:  In CT, each year we have an annual meeting of a reportable disease committee:
· Representatives from local public health, clinicians, laboratorians, etc. attend.
· Proposals are brought forth, usually by the Dept of Public Health regarding changes they would like made to the list of reportable diseases and conditions.
· There are 2 lists – one for provider reporting and one for lab reporting.
· Once proposals are brought to committee, the committee votes on them. Then they make recommendations, which go to the commissioner who can approve or modify.
· When everything is signed off, changes to the list take effect the following January and are released to reporters via the CT Epi newsletter in January.
· Have added all CRE through this system; flexible and convenient process
· From MA:  In MA, the process is similar. We decide when we want to update the reportable disease list.
· It was last updated January 2017
· We put out a notice that we are in discussions for updating the list, inviting IPs, clinicians, local boards of health, etc. to participate.
· Labs are heavily involved with isolate submission.
· We allow comments, and there may be open meetings for public comments.
· After discussions, the process moves to public health council, where it has to be voted on by majority.
· Regulations are subsequently linked on website.
· We follow the 2015 case definition from CSTE for the bugs resistant to 1+ CP’s
· On the lab side for reporting, we do not follow up on CRPAs, but request first isolate of every month from the hospitals.

· If using HL7 what version(s) are you currently using? Do you need assistance in communicating with laboratories regarding messaging for HL7 2.5.1?
· In MA: We have used LOINC and SNOMED for about 14 years
· All clinical and some reference labs reporting with these standards.
· We created best practices for ARLN reporting in 2016, which brought us to the position statement for CP-CRE reporting and the accompanying operational guidance document.
· We have been called by some states to walk through the process. Our response was sharing all of our reference documents used for alerting the labs.
· For lab, when you want to add an additional disease, you must spell out exactly what you want for LOINC and SNOMED and map their local codes.
· Some people have different codes, and ARLN has some codes I don’t have.
· Currently, we use 2.5.1 and 2.3.1.
· Follow-up question from ARSTF: Are you migrating towards 2.5.1 for everything eventually?
· MA: Eventually, yes. There is a lot of work associated with then, and it does change the message.
· We have seen those facilities that have reported CRE, ELR in 2.3.1, that there was a drop in reporting when we moved to 2.5.
· In this situation, we are not exactly sure what is going on. We are working on analysis of reporting labs that are mapped reporting and mapped not reporting. So far, we are seeing some differences in terms of dramatic drops from some of the facilities between 2017 and 2018, namely. We are interested to know if other states have seen this as well.
· In CT: May not entirely the right person to answer this question, however:
· Building LOINC and SNOMED is something we are building in as we move towards ELR
· Currently have 3 labs in ELR production, all of which are very small volume AR labs.
· So yes, working towards LOINC and SNOMED but not actively using now.
· Indiana:  We are using LOINC and SNOMED
· Many clinical facilities are switching to 2.5.1, but that does not include reference labs because they do not fall under meaningful use expectations.
· However, we do still receive a lot in 2.3.1
· The LIMS is not able to receive ELR. Therefore, part of our process requires labs to submit susceptibility results they do have in-house when they submit the isolate to the state lab. Not sure of any changes between the two version here. 
· For most of our ELRs, the main problem is between parent-child linkage, including whether they are auto-consumed or not.
· Need assistance with communicating with labs, perhaps a best practices document. We also need staff time and capacity to communicate with the labs.
· John Stelling: NE started in 2002
· State epi (Tom Safranek) was one of the leaders in state health departments for HL7 and ELR adoption through meaningful use.
· Not sure about technical assistance/guidance to the facilities
· Opportunity to discuss this further, possibly at the CSTE meeting. Tom presenting poster on ELR system in NE.

· What is planned for messaging support of the reporting of both quantitative (numeric values) as well as qualitative (interpretation) results?  Recommendations for future changes around reporting qualitative and qualitative results?
· John: Capture and utilization (value) of quantitative data
· Capture – nothing special needs to be done in terms of IT; part of HL7 structure
· Put measurement and interpretation in if you have it
· Large majority of susceptibility testing is done by instruments
· MIC instruments such as MicroScan Phoenix, etc.
· Lab system often treats it as a copy-paste. Namely, machine transfers over the MIC and interpretation. Both get stored in LIS. Since both stored there, available for inclusion in the ELR
· What is primarily needed is to make sure facilities aware that public health would like both.
· If they are setting up ELR, they do not have to include both. However, the structure does support it, so we should emphasize the inclusion of both pieces of information.
· Use of data: important elements of formatting
· 0.64 means the same as 0.6
· Using quantitative information. Have to be aware of breakpoints and formatting, and that breakpoints do change.
· Eg. CRE and VRE
· Also, high level vs. low level resistance may not be useful to the clinician, but it is valuable from the public health perspective if looking at the mechanism of resistance and epidemiology.
· Comment for MA: Agreed. On our ELR portal, we want them to include the susceptibility result values and MIC interpretations
· Sometimes we get them, sometimes we don’t 
· We have long-term relationships with a lot of our labs. Getting this information requires a lot of information and back and forth, including:
· Testing messages
· Have webinar to go through how DJ used the CLSI (M100), trying to be on top of that when you get interpretations and MIC values and using both in conjunction.
· It takes a lot of work to get the data in and then understand it.
· In MA, we have established a good relationship with lab director and able to go down and ask questions.
· It was either LabCorp or other lab, but the statement was made that they do not need to send us the interpretations, just the values, stating that if they follow the guidelines, they do not need to send both.
· Indiana: LabCorp is not the only lab that does this. We have also seen this from big company labs that work with multistates. They are mostly sending interpretations as opposed to quantitative values.
· Clinicians don’t usually care about the numeric value.
· Problem that we are seeing is that they are not able to send the numeric values since we are not the point of ELR, the clinicians are. And as stated, the clinicians usually don’t care to receive those values.
· Comment from ARSTF: It seems that, for these large, multi-state labs, to send both qualitative and quantitative data would be better. If just serving public health, they would need to send just quantitative. But, for clinicians, they just want qualitative. We have to convince the labs to send both pieces.

· Recommendations for epidemiologists on how to access suppressed AR data from labs? Is it possible and are there any existing examples of clinical labs working with their AST or LIS vendors to allow access to suppressed data for specific reports/output?
· From TN: There is a special EIP project looking at data to try to quantify how often this happens. We could possibly present on this at the in-person meeting.
· The Lab group has put together several questions to identify exactly what happens necessary data are suppressed. People in AR surveillance have been contacting labs to try to get greater clarity in answers to those questions
· Marion can send the questions to the group.
· The EIP project for MuGSI goes and captures in a subset of data, since we have both the information from the lab instruments as well as the info that is recorded in the medical charts.
· So far, the issue of suppression appears to be a significant portion of the results are suppressed
· Most of the CP-CRE are not impacted because CP-CRE is usually resistant to cephalosporins.
· John Stelling: Here are the key components to examine:
· 1. What is the primary source of data for public health?
· Machine itself, the lab info system, or the EHR?
· 2. Where is suppression done?
· By the machine, the LIS, or EHR?
· Most typical common scenario is that suppression is done by the instrument. The question becomes: Does the suppressed data get transferred to LIS or not?
· Default setting is no. Suppressed data stay on instrument because then you do not need IT involvement since it is fairly easy to set up these rules.
· All of the systems do have the ability to send over the suppressed results. However, this requires some degree of collaboration with IT.
· Generally does not happen if people are not aware of the issue
· State health departments can help with:
· For those places using common default scenario, make them be aware you can send over the suppressed results.
· Provide guidance on flags and provide some models.
· As long as suppressed data stay on the machine, there is nothing the hospital IT people can do because the data is not coming to them.
· Final consideration: what is the objective?
· If it is public health reporting of a few priority pathogens like CRE, you do not need all the suppressed results, or only those relevant for reporting?
· With Marion, realized the default rule is often suppressing, but you can go to machine and change this setting.
· This wouldn’t provide comprehensive everything for stewardship and antibiograms, but that is a different objective. You would need IT help on suppression flags.
· ARSTD comment: Get the sense that people want more flexibility, which is going to be harder to do
· Response from John: When people set up these systems, it is not an issue that anyone has discussed. At that time, the focus is on clinical reporting, not thinking about public health surveillance.
· To some degree, need awareness of interface development
· There could be a role here for public health to get involved with technical assistance
· Follow-up observation from MA: We have seen several facilities report as resistant, look at MIC, cascaded all CPs and were not resistant, but susceptible

· How are lab accession numbers for lab to epi links across the different levels of testing and merging? What accession numbers are being captured at CDC?
· We may want have CDC discuss this
· From CT: Traditionally (across all pathogens not just AR) when isolates flow upstream from states to CDC or ARLN, the isolates retain the initial state PH lab accession number.
· Each of the subsequent labs will reference that number
· In general, as long we made initial link between clinical and state PH lab accession number, we have not had difficulty tracking through the system.
· In MA: Agree, when we get an alert back, it is the public health lab ID
· In TN: One thing that would be very helpful is to ask our labs to submit susceptibility test results with the isolates. Then, when we perform testing, it would be nice to have those both stored in LIS. This is not currently possible.
· F/u question from ARSTF:  Do you not have the antibiogram on isolate that lab has submitted?
· Response from TN: No, it is stored on a piece of paper, not in the LIS.
· Only the work performed by the lab is done
· Makes it resource-intensive to do side-by-side comparison. What we do is enter it, and capture the clinical lab susceptibility that they sent. This is done in the surveillance system rather than lab info system. However, not sure where the appropriate place to do this is.
· From CT: Agree in principle
· From the laboratorian perspective; MIC can vary within 2 dilutions and still be considered the same.
· Having the info can be helpful, but can also make life for laboratorian more complex.
· There should be comparisons
· We get a lot of isolates that do not confirm at our state PH lab
· We currently store them on the epi side database
· Working to build into database accessible by the labs
· Comment from John:  Variation of two dilutions would be relatively infrequent.
· Comment from ARSTF: One approach is data going into the lab info system (from clinical lab to state lab). The other approach is having it go into the epi side, maybe less likely to create problems, but would allow for ability to do comparisons to track how things are looking.
· From the clinical profile, and with the data from the state lab
· From CT: Yes, from the epi side we should be looking at the data coming from clinical labs and from state labs, and determine how close they are.
· A lot of reasons why they could change.
· ARSTF question: Is the ability to do the comparison of particular use for quality assurance? Or of use to understand the epi of the change of these isolates over time? Or perhaps a little of both?
· From TN: A little of both
· From surveillance point of view, we would like to see the breakpoints that facilities use so that we can make sure that they are using appropriate breakpoints.
· Plasmid sometimes gets lost during transportation
· May have appeared resistant at the facility, but not resistant at our lab.
· We are trying to find how that happens; some tools available to do so may be helpful
· It is not easy to do the comparisons at the moment with the tools we currently have.
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