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Discussion questions:

1. How does ARLN work, is it the model for an integrated AR surveillance system?
· Comment from ARLN team: Consider revising this question to “How can we best integrate data from different surveillance sources?” 
· I.e., how can we build on the parts of ARLN that are working well, as well as advocate for ARLN as a whole?
· Response from ARLN: Brief background: ARLN is a network where we can test clinical isolates for resistance. The purpose is to detect and characterize resistance.
· The kinds of testing we do is designed to fill the gap between what data are provided from the hospital and what data are needed from the public health side.
· Testing varies by pathogen. E.g., for CRE we characterize resistance mechanisms.
· The goal is to detect new trends and outbreaks, and predict the therapy of drugs coming down the pipeline.
· To detect/respond to outbreaks, we also do CRE colonization testing and whole genome sequencing. 
· Also do susceptibility testing, which is not routinely done by care providers.
· Note: We would not describe the ARLN as a surveillance system. But it is a place where we test new types of resistance and new resistance trends.
· Follow-up question from ARLN: What is your idea of an integrated surveillance system?
· Response from ARSTF: An integrated AR surveillance system would attempt to bridge gaps between clinical care and detecting epi trends. An integrated system would allow us to get a sense of the endemic spread of various types of resistance.
· There is also the issue of signaling – identifying both known and novel resistance mechanisms.
· An integrated system involves all the necessary stakeholders for detection, response, and containment (i.e., the clinician, PH epis, and laboratorians) so that all stakeholders can make adjustments as necessary in a timely manner.
· Emphasis on timeliness of data sharing so that response and containment measures are actually effective. 
· Therefore, from the ARSTF perspective, the goal of an integrated AR surveillance system is data for action. 
· Comment from ARLN team: Focus should be on how to integrate the data sources.
· The ARTSF approach is to identify and better understand the various sources of data available, and then provide recommendations for data sharing between those resources.
·  Advocating for support for these systems is also important, but first we need to know what they are and what they do individually, so that we can identify opportunities for integration. 
· The topics of messaging and informatics between these systems have been recurring themes.
· Question from ARLN team: What state public health resources are being looked at by the ARSTF? How are the epi data being incorporated?
· Response: Jurisdictions vary in the way they are collecting these data. Depends on surveillance system, capability to receive certain data, capacity of staff. 
· The data from ARLN has certainly enriched the public health’s existing AR databases.
· This is the key question the ARTSF is attempting to answer, at the May in-person meeting and beyond.
·  Comment from ARSTF: Another thing to keep in mind: for some, the term “integrated” refers to human, animal, food. This One Health approach came up several times at the December ARSTF meeting.
· The ARSTF plans to incorporate One Health presence/engagement in future conversations. 
· Observation from conversations with folks at the state level: Many epis at the state level are still struggling with how to get mechanistic resistance data from labs. This is a large gap we need to focus on closing. The methods used by ARLN could be a great solution to help fill this gap. 
· Follow-up question from ARLN team: Is the challenge in transferring data from the state lab to the epi? Isn’t that done in ELR?
· Yes, however the challenge here is that the detail of the ELR regarding AR is not there. For instance, we may get a qualitative result, but will not receive the MIC’s or other detailed information. 
· It is also difficult to understand if labs are using the most updated breakpoints, if they are adhering to standards, etc. We have seen lack of consistency across different labs.
· When clinical labs send ELR, there seems to be some difficulty matching the initial resistance report to the mechanistic data that comes later.
· The rich detail that ARLN collects is something that is missing from many clinical labs.
· There is also a lot of variability across states regarding ELR. Some are more automated than others.
· Follow-up question from ARLN: Is the ARSTF looking at state collected epi data? For instance, in the case of an outbreak, an epi might test for a variety of pathogens. For the data received from this investigation, whether it is colonization or WGS data, how do we tie it back to a clinical case in the jurisdiction? Namely, when AR data is collected in the state database (whatever system the state is using), how does that housed data factor into this “integrated AR surveillance system” we have been discussing?
· Side note: CORHA has an access database on their website that gives a good idea of the desired data to be collected by a state surveillance system. Unknown on the uptake of that tool.
· ARSTF Response: To answer the larger question, we will need to look longitudinally at state capacities and where things are moving for states with regards to the state AR databases. 
· It would also be good to know how many states have ELR capacity or how within a state they share data with each other. 
· Response from ARSTF: CSTE used to conduct an ELR assessment, however now CDC does this assessment. On CDC’s ELR webpage, you can toggle through results on overall reporting progress with regards to 1) overall reporting volume, 2) reporting volume by jurisdiction, 3) hospital labs using ELR, 4) volume per disease category, 5) ELR success by lab type, and 6) HL7 messaging capabilities. 
· Link to CDC webpage: https://www.cdc.gov/elr/progress.html 
· From ARLN: With regards to standards and messaging, this is a large focus for the team. We are working on building more detail into standards-based messages for many pathogens. 
· Currently have vocab folks working with both state and CDC partners to facilitate data collection.
· Common observation: Data that state PH or CDC want are not intrinsically collected within a traditional LIMS. Some accommodations have been made to “fix” this; perhaps that work done by ARLN can be reused by the ARSTF to some degree. E.g., using datasets already defined by ARLN to reach out to the clinical labs.
· ARLN is not looking at patch-fixes or short-term solutions, rather standards-based approaches that can expand as ARLN scales up. 
· Question from ARSTF: For AIMS and ETOR, are there points regarding these efforts that the ARSTF should be highlighting in its recommendation process?
· Response: Using ARLN, we put out an RFP to develop a web portal to be hosted on AIMS. Manual data entry for now on the clinician side. What we wanted to accomplish was to take the lab order interface and the lab results interface and create a hybrid approach we were are producing, consuming, and transmitting the LOI and LRI between the portal and the LIMS.
· We have one state that is fully live and another that is close.
· Over the next couple of months, we are going to let ETOR stabilize and evaluate its performance. 
· We also want to look at the synergies between other projects like ETORS. Looking at how to build in strategies to support prioritization and authorization of testing, EHR to lab portal capability. APHL would like to explore creating a consortium of states using and replicating these different capabilities within a web portal. 
· The next release of the ARLN portal will have some of this new epi functionality.
· For example, initial use case for this was Zika. For this case, there were numerous steps to get a test result back to a provider. The prioritization and authorization were done on the epi side based on the clinical data, which resulted in a lot of manual work. An automated process through a web portal would cut down on some of this manual work regarding prioritization and authorization, as well as communication back to the provider. 
· Another piece: Determine how many specimens are being submitted from a specific area. This would display in a dashboard format.  
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