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Meeting objectives
· To ensure the Strategic Objectives are ready to drive assessment and recommendations – there will be a breakout at the start of the meeting for the Lab and Informatics breakout groups to review and make any final edits on the strategic objectives, as these will be used to organize the next step, which is to advise ARTF staff on the assessment.
· To ensure groups understand their scopes of work and align to avoid mission creep, because one objective sis shared, and to ensure that expertise between the groups informs the work of each.
· To build on the momentum – assessment planning
· To evaluate the meeting and process

Overview of the ARSTF process to-date 
· Need to address surveillance challenges and complexities posed by AR
· ARSTF established in response to CSTE Position Statement 13-SI-01
· Three-year planning process, this is Year 2 (July 2017-June 2018)
· 35-member Task Force (clinical, epidemiology, laboratory, informatics)
· Three agencies sponsors (three Co-chairs): CDC, CSTE, APHL
· Convened in March 2017 to develop Strategic Map and Profile
· Strategic Objectives plan for Year 2
· Assessment
· Recommendations
· Workgroups
· Core (governance)
· Laboratory
· Informatics
· Workgroups have 15 members, working since September 

Workgroup activities and progress
The co-chairs of the two workgroups and the one sub-workgroup gave a summary presentation on the work of each group up to the time of this meeting.  All groups have approximately 15 members, some are ARFT members and some are not.  The three groups have been conferring by conference call every one to two weeks during the fall.  The lab and informatics groups have reviewed the work of the ARTF over the past year, and the four strategic objectives from the ARTF strategic planning map that have been assigned to them by the TF members.  
The work groups are: 
· Laboratory – Kelly Wroblewski, Pete Schult Co-chairs.  Pete could not attend this in-person meeting, and Kelly facilitated the Lab breakout group.
· Informatics – Zints Beldavs and Patina Zarcone are the co-chairs, but could not attend the In-person meeting.  Dawn Sievert, Scott Troppy facilitated the informatics breakout in their stead. 
· CP-CRE – DJ Shannon Scott Troppy are co-chairs of the CP-CRE sub-workgroups of the Informatics workgroup.

CP-CRE MMG discussion 
Scott Troppy and DJ Shannon, the Co-chairs of the CP-CRE MMG sub-WG presented the work of the s-WG and led a discussion on issues that need to be resolved, including how to document individuals that have been previously reported as colonized, and on valid specimen source values.  The s-WG is tasked with filling out a template for CP-CRE data elements to be put into the MMG that CDC prepares and sends to jurisdictions who do the reporting.  Beginning January, I, 2018 the Generic Version 2 (GenV2) MMG will be used to start CP-CRE national reporting.  The additional elements specific for CP CRE will be added later, when ready, to the GenV2.   Recommendations on these additional CP-CRE specific elements is are what this s-WG is sending to CDC as advice.  CDC staff will prepare the additional CRE MMG to add to and supplement the Gen V2 guide for CP-CRE reporting.
Discussion:
Issue 1: Rreporting clinical cases previously reported on screening tests
The question was raised whether reporting colonization is outside the scope of the national reporting called for by the CSTE PS.  The response was that the PS does specify that screening tests should be reported nationally, and if a clinical case follows within 12 months in that patient, that should also be reported (but not vice versa).  It is important to have such reporting to identify new cases, and the development of clinical cases is epidemiologically important and important to understand local epidemiology.  This reservoir of patient cases (colonization) is important to document.
The group suggested that there be clear guidance on how to differentiate a clinical case vs. screening (colonization), for example, should the clinical site of the infection make this determination?  Whatever it is, this needs to be explicit in text guidance accompanying the MMG for public health reporting.  Whatever is decided, it needs to be possible using current lab information systems, electronic lab reporting output.
Issue 2: Ffacility identifier information
Scott and DJ noted the Gen V2 asks for patient address, but not the facility where the test was gathered, and that this is epidemiologically important.  The CP-CRE MMG will add county and state of the facility where the test sample was obtained (not necessarily tested as the sample could be tested at a lab outside the facility). These variables are listed as optional for reporting purposes from states to CDC.
Issue 3: Rrepeating sets

An example of repeating sets is when several facilities are involved (e.g., where sample collected, whether test performed, etc.).  How will this be reflected?  The answer was that use of an accession number data element which could link to the, Antibiotic Resistance Laboratory Network, ( ARLN) would address this, allowing linkage to another national data source if needed.   More granular information on each facility in the MMG would not be of adequate national interest to require and justify the effort for states to report with that level of detail.  It was noted that the reference to “laboratory” in the MMG should not specify “state” in the label “public health labs,” as there are other public health labs (e.g., Big City) who may report.

Issue 4: Mmultiple isolates on some patient
There was a question on how test of multiple isolates obtained over time on one patient would be handled.  The response was that individual states have different tracking protocols.  However, for national reporting, cases would be reported only if 12 months have elapse since a prior report, if nothing else has changed.
Issue 5: Sspecimen source values
Some of these values overlap, for instance “burn” can overlap with tissue etc., this could create problems with mapping or variations depending on judgment calls by reporters.  Would be better to have the categories mutually exclusive.  In any case, clear instruction accompanying the MMG, and education of lab staff and clinicians on labeling of values would help.
After much discussion around specimen source list creation. The sWG sought input from CDC lab and programmatic staff as well as a review of their own data to understand what they were seeting for specimen sources from their own data. It was decided to choose a smaller subset of specimen sources using SNOMED codes/descriptions. The sWG will work with the position statement author to ensure directions are clear for states and terrorties to report to CDC.
	SNOMED Clinical Terms ID
	Specimen Source

	128477000
	Abscess

	70150004
	Bile

	361097006
	Blood

	90780006
	Bone

	65216001
	Cerebrospinal flulid

	81745001
	Eye

	1910005
	Ear

	397394009
	Bronchoalveolar lavage

	74964007
	Other

	235359002
	Perirectal

	430250001
	Peritoneum specimen 

	2778004
	Pleural fluid

	258528007
	Rectal swab

	45710003
	Sputum

	39477002
	Stool

	85756007
	Tissue

	261665006
	Unknown

	78014005
	Urine

	13924000
	Wound




Issue 6: Wwhole genome sequencing
Does this need to be reflected in the MMG?  Probably not now, as WGS is only used currently in EIP and some outbreaks, and in any case, can map to the mechanism valid values already in the proposed MMG. The sWG determined it would not add WGS to this version of the MMG.

AR data flow diagram 
Wes Kennemore has been leading the development of the AR Data Flow Diagram.  It was developed because it came clear that a visual representation of specimen flow and testing data and IT messages about the test results across clinal clinicaland public health and informatics domains was needed.  Such a diagram can assist workgroup participants understand it, and as a tool for planning.  As a planning tool it can help determine what should be assessed and identify possible gaps. The two workgroups have been giving feedback during calls as Wes and collaborators have worked on revising and building more detail into the diagram.  
Wes presented the current version of the diagram and facilitated a discussion about it.
Data Flow Diagram Discussion
General:
· Current vs Future – related to comment under ARLN as well.  Several comments about reflecting current vs proposed, future or ideal.  There is concern that the diagram may be overly optimistic in representing the state of electronic reporting.
· Need extensive education and training program/process for states.  Focus is on larger AR/Informatics for State Epi function.
· Show ELR going directly to CDC (Need to discuss with CDC colleagues)
XDRO Registries:
· Integrate XDRO and related best practices
· Chicago/IL XDRO is a good example to research and integrate
Be more comprehensive in illustrating APHL Informatics Messaging Services (AIMS) functionality
Break out the case report into a separate sub flow (was already going to do this one)
ARLN
· Several comments about current Excel/paper process.  However, the diagram needs to focus on the electronic functionality that is near implementation.
· Several comments about State Epi involvement
· Several comments about expanding how public health labs are represented, not only in ARLN but in AR in general.  
· Several comments about Epidemiolgist’s’s understanding the Lab side.  This evolved into a conversation about how we might better collaborate between Labs and Epimioglist’s’s in general.
	SNOMED Clinical Terms ID
	Specimen Source

	128477000
	Abscess

	70150004
	Bile

	361097006
	Blood

	90780006
	Bone

	65216001
	Cerebrospinal flulid

	81745001
	Eye

	1910005
	Ear

	397394009
	Bronchoalveolar lavage

	74964007
	Other

	235359002
	Perirectal

	430250001
	Peritoneum specimen 

	2778004
	Pleural fluid

	258528007
	Rectal swab

	45710003
	Sputum

	39477002
	Stool

	85756007
	Tissue

	261665006
	Unknown

	78014005
	Urine

	13924000
	Wound


The National Antimicrobial Resistance Monitoring System, (NARMS) – It was noted that several workgroups are in the early launch stages.  We discussed the need to ensure we are collaborating with the workgroups for environmental and related samples.  This also integrates with our discussion on One Health.  

Breakout #1 (Strategic objectives, Cross-workgroup collaboration, Data Flow Diagram)
Instructions:
· Strategic objectives – ensure the unpacked versions have a clear and reasonable scope, are clear and logical, and that an assessment and recommendation document is “doable” by June, order and prioritize objectives as needed
· How can the two groups help each other with our Strategic Objectives? 
· Data flow diagram - further development

Review of Strategic Objectives and Finalizing Them
Both Lab and Informatics have four strategic objectives to guide and provide the scope for this hear planning, with one (A5) common to both groups. The assessment will be focused on those objectives; therefore, the first task is to review and finalize the objectives and then prove input to the assessment plan based on those finalized objectives.  See attachment for table of current versions, suggested edits, and final version of the objectives.
Laboratory
The Lab breakout group confirmed the current objectives with minor modifications and made them the final objectives for this planning year.  

The following is discussion that ensured on those objectives, which can provide guidance for the assessment plan and possibly some content for the assessment itself:

[bookmark: _Hlk503515884]Objective B-4 (Laboratory WG):  Enable or improve capture of data using standardized vocabulary codes for new tests and other antimicrobial resistance data.
· Define data that are needed
· Assess how standardized the codes are currently and how mapping to codes is conducted
· Make recommendations on implementation of standardized codes
· List principles for standardization to apply to new tests
· Instead of focusing on solely standardizing the language, the role of this group would be to understand the barriers to implementing standardized codes.
· Understanding how codes are developed/implemented within the hospital system, assessing that gap in knowledge, and how it could possibly inform understanding the barriers to implementing standardized language. 
· Need to differentiate between codes for internal use vs external use. 
· Is there also a need then to improve testing (recommendations associated with testing) for AR? Is it within the scope of this group, or are other groups working on this already? If so, how then to capture that data from groups working on that. 
· Speaking to the point of ensuring that the data captured from labs is usable and actionable. 
· Side note: harmonizing breakpoints – is this being addressed anywhere? Not seen in objectives.
· Current recommendation from CARB initiative that only latest panels/diagnostics be used, so some potential regulatory help here on the horizon.
· One solution: ask for both interpretation and actual MIC
· What is the likelihood of full implementation of standardized codes? Can this be feasibly achieved?
· To get standardized codes from hospitals, requires action on the part of the hospital to map to a standardized code. 
· Question: For the average hospital that has bridges between ELR and EMR, isn’t this mapping already happening at the hospital level to some degree?
· How much useful data for public health does this internal mapping contain?
· In TN, require standardized codes to report to state public health, but emphasize that these codes can also be used internally as well (e.g., for reporting to infection preventionist). Encourages the hospital to use standard codes used both internally and externally.
· Also, not just a question of using LOINC codes, but using the appropriate LOINC codes. 
· What level of information is desired? What type of data are required, based on the public health actions that will be informed by the data? That is, what will the data ultimately be used for?
· Regarding level of granularity, can become an argument of what is “good enough” for public health purposes.
· Again, mapping already happening within healthcare facilities; this should be an opportunity for public health to provide input on what is needed from a surveillance perspective.
· However, a mandate might be necessary to change these processes at the facility level. This was mentioned several times at different portions of the breakout. 
· Important information: need to assess the gap between what level of mapping already exists and what surveillance would like to exist. 
· Where the mapping is happening within the lab flow might affect efficiencies and sustainability. Therefore, this is also important to consider. 
· If capturing data from lab system, how are test results concluded? Part of the verification process. This is usually a function of the lab technologist, then notated somehow for the physician. 
· It would perhaps be helpful to provide guidance on how to best utilize system in place. 
· Alternative: capture data from EMR where results are already verified.
· However, would lack some of the suppressed data from the ELR (if in fact present in the ELR)
· Is there is a way to transfer these desired data as well to EMR? 
· Sequentially, is there a way to parse who sees the full dataset (if all info from ELR compiled into EMR)? For instance, IP sees everything, PH sees everything, nurse or physician may not. This line of questioning leads into conversation surrounding objective B5.
· Focus areas for objective B4:
· Identify knowledge gaps (i.e., gap analysis) for what mapping is already occurring at the provider level (either from ELR to EMR, or between other data systems), and for what information state PH would like to receive (in a standardized way) from those providers. 
· Identified barrier to address: Obtaining information from labs not associated with health systems or acute care providers (commercial labs). 


[bookmark: _Hlk503516173]Objective B-5 (Laboratory WG):  Implement a strategy to extract suppressed antimicrobial susceptibility test results that are critical to public health surveillance and response.
· Define “data suppression” and “cascading suppression” for AR
· Assess the prevalence and patters of suppression, where suppression occurs in laboratory or health care systems, support for and barriers to de-suppression in the clinical and laboratory communities
· Make recommendations on how de-suppression could be accomplished
Guiding question: How impactful is doing this?
· For suppressed results: obtain ability to selectively report what and to whom. To do this, need IT capacity and understanding of suppression protocols, what to do with the suppressed data, who needs to see it and for what purposes, etc. 
· This will require development of guidance, examples, models, and education surrounding these techniques.
· Barrier: involving IT department into processes that they previously were not involved, adding another link in the process chain.
· Also need to identify what needs to happen for the process of suppressing data and how to make it SIMPLE for stakeholders to understand and implement. Outlining the steps of the potential operational pathways and identifying pros and cons of each. 
· Option 1: Suppressed data need to be transferred to LIS, and then cascading occurs after data are in LIS. Not always the best method, depending on the level of sophistication needed. Sometimes is it better for the instrument itself to make the decision and the cascade start within the machine itself.
· Option 2. Can be an “either/or” pathway.
· Guiding principles would be a helpful here, and then technicalities could be developed separately to further contextualize the principles/make them implementable.   
· Difference between “cascading” and “expert rules”? Is there a real difference here, what are the semantics associated with these terms? How should the actual definitions of these terms affect data suppression? Need to further define cascading and suppression. 
· OR Option 3: Only the resistant ones makes it through (status quo).
· If just have resistant transmitted, how do we get the number of susceptible?
· That’s the advantage of receiving everything instead of just the resistants, the drawback of which is needing the IT department involved. 
· Option 0: Turn off all/most rules, a LOT of information goes to all parties, interpretations can get fuzzy.


Objective C-4 (Laboratory WG):  Establish and align standards for data collection, transmission and provisioning.

Fundamental question: Where is the data collection, referred to here, happening?
· Is this an area for the development of recommendations regarding electronic data transfer from labs to public health?
· How many states currently have capacity to receive to ELR? Most states. However, whether they can use that data and receive susceptibility data is another question. 
· Suggestion: look carefully at ELR message and determine if it includes all the desired data elements. If not, now is the time to provide input on adding those elements. 
· Another avenue to consider: implications for HL7 messages, barriers associated with that format. 


Objective A-5 (Laboratory WG): Increase public health, lab and clinical informatics and bioinformatics capacity.
The group needed more time to work on this objective.  Agreed on a subsequent call (after the In-person meeting) of the Lab Work Group to work further on this. 

Informatics
The main change is to remove “bioinformatics” from Strategic Objective A5.  Bioinformatics focuses mainly on clinical care-relevant data and is in the process of being addressed through other planning process.

Change the term “environmental scan” to “assessment” to harmonize with the terms of the planning process now and expands to include some judgment calls: identifying best practices.  Also added One Health in second objective and highlight vendor interagency in objective C 2 (leveraging) to highlight vendor interactions.

Plenary discussion on breakout 1 (Strategic Objectives, Data Flow Diagram)
Breakout 1 Reports – including what each breakout (and as the process continues, each Work Group) needs from the other
Informatics
· CDC has different processes for AR/WGS data but state health departments don’t have capacity for all these processes, so states need guidance, training from CDC
· For example: A Center of Excellence (COE) did a webinar series about WGS, and was great for an epidemiologist with little WGS knowledge
· Because individual clinical facilities and health systems heavily use vendors, it would be more efficient for us in general to provide recommendations to vendors instead of directly to clinical facilities
· E.g., international travel questions, should work with Cerner and Epic to ensure those questions can be captured
· The new ARLN portal for access to ARLN test results (i.e., the eTOR system): need some direction/guidance on the data that will come from there to the state health departments. More discussion is needed on the data and how it is consumed from CDC to the states.

Laboratory
· We discussed objective B-5 strategies for de-suppression
· We need assistance on C4: provisioning of data, making them available – may be stored nicely, but getting it out of systems and available for public health use either for epis/HAI coordinators or CDC programs is challenging.

Breakouts - assessment planning
The two breakout groups (Lab and Informatics) then went into two breakout sessions (one Monday afternoon, one Tuesday morning) to advise ARSTF staff and the Co-chairs of each ARSTF workgroup (Informatics and Lab) on the assessment.  This input will be used to develop an assessment plan and will guide the assessment.
The breakout groups were asses to give advice on the following questions for each of their objectives, starting with the first of their four objectives Monday afternoon, and finishing the remaining three Tuesday morning:
· Stakeholders to assess
· Questions to ask
· Methods (e.g., survey, inventorying)
· Ideas for intergroup coordination and help
· Timeline
· Additional instructions for staff

They were also asked to make suggestions about cross-collaboration between informatics and lab workgroups, and about the overall timeline for the assessment in the context of needing time to develop recommendations, present the assessment and recommendations at the CSTE annual meeting in June, and finish both the assessment and recommendations documents by June 30.  

[bookmark: _Hlk503433440]Laboratory 
Objective B-4 (Laboratory WG):  Enable capture of data using standardized vocabulary codes for new tests and other antimicrobial resistance data.
· Questions: what do we want to know?
· What codes are people using e.g., LOINC and SNOMED? Do these exist intrinsically within your system, or do you map to them for certain purposes such as reporting to public health (also addressed in question below). 
· What mapping is already occurring among systems? 
· Who makes the decision to implement which codes? What references are used in this decision making?
· If you have a new test, how do you identify what the associated LOINC code is?
· Can be a question of proactive vs reactive, and will likely differ across facilities. 
· How long does new code implementation take? From new test being implemented, to having the new code in the system. 
· Also, need distinction between building of a new test and simply incorporating of a new test into a system. 
· Side note: create a list of things that have/need a standardized code. 
· Defining the stakeholders: who do we want to ask?
· Clinical laboratories, public health, commercial labs.
· Who to ask within these settings? How does that affect how the question is asked? Informatics folks at the labs need to be included in the contact.
· Or, ask informatics folks at state public health departments who they are receiving ELR from and in what format? 
· A couple approaches:
· Each state reaches out to a few facilities
· A sample of states reach out more comprehensively
· ClinMicroNet listserv might be also good audience
· Methods
· Assessment
· It is better to come from someone who has an already established relationship with these facilities.
· Collaborations:
· Professional organizations?
· Professional lab organizations
· American Society of Microbiology (ASM) regional groups


Laboratory Data Collection and Utilization 
· Standard Code Implementation
· Determining why labs are not using standardized codes 
· There are barriers to understanding how to get codes standardized and implementing a standard code
· Need to determine how to educate users of the standardized codes 
· Labs are not using internal standardized codes, so that makes implementation of standardized codes on a broader reporting scale difficult
· Improving lab testing is key for detecting AR
· We should figure out which testing methods are available to capture new forms of AR 
· Biggest barrier is getting the data from the labs 
· We want to ensure lab being collected is useable
· This priority is recognized in the strategic plan 
· The main differences we're concerned about are related to CRE differentiation 
· Labs are using older panels, but we need to require labs to use more current up to date break points 
· There is a regulatory lever in place to ensure proper protocol is being implemented 
· Breakpoint implementation panels - Labs need to prioritize the panel updates
· There are large differences in data quality, that result in variance in data classification 
· We are working on identifying MIC classification so that even if labs are not interpreting correctly, the ARLNs are getting the proper interpretation 
· Hospitals are responsible for implementing standardized codes
· There is some standardization when data is being transferred from EMR to ELR, may differ based on hospital size
· Reinforce the coding are that IPs are engaging with, IPs are a key source of standardization 
· Mechanism to adding new codes is lengthy
· There needs to be a method to merge different types of data into a standardized code that can be communicated outside the hospital 
· Would we like labs to use LOINC?
· Where they do translation or mapping is up to the specific facility, they would find It easier to implement at the beginning
· Does EPIC require LOINC? 
· Hospitals are only putting in data they want to come across to public health 
· There's a separate process to standardize codes being put into EPIC from different sources 
· There is some mapping happening, but we have an opportunity to define what's needed 
· Encourage hospitals to fill in the gaps where standardization is not happening
· We want to have informaticians and microbiologists working together to standardize the data being collected 
· Some clinical labs are said they want explicit instructions for how to implement standardization and there's a 6 month or more timeline for implementation 
· Need to determine what level of mapping already exists and determine what gaps need to be filled 
· To what extent have you mapped LIS? 
· It matters where they do the mapping, in terms of making the process sustainable
· Want to be able to reuse 
· There are efficiencies associated with different stages of where mapping is implemented 
· EMR often use open fields and text boxes for physicians
· You often end up with a text ball that contains the microbiology information, not utilizing pre-populated fields that would help standardize the information 
· You need to verify the information being collected
· We want to develop a set of instructions for each system (VITEK etc.) that will help users understand a standardization process 
· Code mapping

Objective B-5 (Laboratory WG):  Implement a strategy to extract suppressed antimicrobial susceptibility test results.
· Might benefit from both lab AND IT input
· As part of EIP, must survey labs, there is the potential to ask the EIP sites to send these questions about to the labs in that survey because these questions would fit nicely in for B5
· There is no overlap in EIP survey questions, but could add these questions and request IT folks to respond
· We could avoid EIP sites for B4 questions
· Outreach coordinators should be a good resource
· What about vendors? STMA is an organization of vendors that meet at CLSI every year, could use CLSI end of January meeting for outreach

Questions to ask for B5
· How is AR/AST info stored in LIS? Check all that apply (Marion provided responses)
· Where are breakpoints applied?
· Conversation: Does it make sense to ask about MICs to understand where they get stored? YES. 
· Conversation: What would you call this organism with specific cut points?
· Conversation: Some pharmacists are trying to push for reporting out MIC only, without interpretation – but not sure this will be implemented. One challenge is having enough data to set a reliable PKPB interpretation. Everyone thinks MIC is the most accurate test in the world, but it’s not and we can’t fix it. This could be an argument to get the MIC in addition to susceptibility result interpretation when you capture data. 
· Require both to be reported in TN, for quality assessment, to determine wrong interpretations. Both available allows TN to speak to labs and IPs and educate. Suggest capturing MICs to retrospectively apply changes for trend data. 
· Group can’t imagine only ever reporting MICs. 
· There are labs not using CLSI guidelines. Should we ask about this?
· Question on antibiograms?
· M39 project is looking at what info is already there in Epic and Cerner; involved colleagues have connections with HIS vendors so more informal info gathering; meeting in the end of January 
· Who should answer a question about antibiograms?
· Suppression influences antibiogram
· Where are data suppressed? 
· Assuming data are de-identified? Case reports are identified, but antibiograms are cumulative and de-identified
· If successful desuppressing, could pull antibiograms from case reports, but currently impossible given level of suppression. 
· What is stored in LIMS/EHRs/instrument?	
· Where do you get your antibiograms? Doesn’t matter here. 
· For this organism at this breakpoint, is this CRE?
· This is the susceptibility profile, is this CRE?
· Who or do healthcare personnel has/have access within hospital to suppress data?
· If listed personnel, could get examples of practice
· What about cascading?
· Needs to be defined, it’s a pharmacist’s decision for stewardship purposes and not for test accuracy
· Group discussed if should be included
· If assessing patterns of suppression, assumes we know those patterns but we don’t know the rules. Could make assumptions. 
· Survey isn’t best approach, could take a few people on group and ask how it works in their institution.
· Could look at EIP data, from instruments, have susceptibility data. Marion to speak with EIP folks. 
· What is vision of ARSTF? Just CRE? CRE is just a use case. 
· Do vendors recommend a default?
· Capture data from EMR, where the results have been verified, but may not capture suppressed antibiotic susceptibility data
· A lot of the lab system doesn't have suppressed susceptibility data either 
· Main obstacle is getting data from instrument to main system LIS 
· The roles of what data can be accessed will be determined by the EMR 
· It would be important at hospital level for someone to see same data sets that are going to public health 
· Infection control, Pharmacy, AS champions should see everything 
· Infection control information often comes from the lab 
· IT competency may be an issue 
· Who's in charge of using the code, we want to make sure we're targeting recommendations to the correct group 
· Most labs have difficulty accessing results that go into the electronic medical record 
· Had to go to the lab directly that performed the test 
· Need to work to get larger lab corporations, such as LabCorp, for getting relevant lab data in public health sector, will likely take some doing, incentives?
· Need to appeal to the larger corporation to implement change, regional labs are not likely to implement change
· There are a few regional conglomerates that could be reached 
· Getting commercial labs on board is a key barrier that need to be explored further 
· Do we have any idea of how valuable data de-suppression will be? 
· Cascading is almost universally implemented in healthcare institutions 
· The method by which it is implemented differs by each institution
· To make it not be done, you would have to convince physicians, pharmacists, and other healthcare personnel 
· We need to determine an alternate way of collected the data besides changing cascading, that is likely to continue 
· Three scenarios 
· No suppression, small number of facilities
· Small number of suppressions, you can show or not show
· Report selectively
· IT department knows how to implement suppression techniques 
· Suppressed data exists only on the LIS
· Goal would be to get a model for how to get the suppressed results out 
· Difficulty is all data are going to the LIS, IT need to act on flags of suppression
· Need to educate IT department, they need to store the flag and act on the flag
· Examples and models would be helpful for utilizing suppressed data
· Microbiologists can suppress at the level of the instrument 
· In getting IT involved, it's difficult to get their time to help with this process
· Make the IT level as simple as possible
· We're going to make recommendations
· Suppressed data must be transferred to the LIS at least 
· Need to come up with what needs to happen
· LIS just needs to know that suppressed=true, then suppress 
· As a start, we can develop a small list that could impact ASP (antimicrobial susceptibility profiles)
· Does cascading and suppression improve antibiotic usage? 
· Evidence is not clear 
· Cascading/Suppressing drugs
· Go to diagnostic manufacturers to determine what needs to be transferred over with the suppression flags. 
· How easy is it to do suppression on the machines?
· Will also need the help of IT people in healthcare setting
· Vendors could be encouraged to be more proactive 
· But with the IT option, comprehensive results could be available 
· One obstacle is that vendors do not know this is an issue currently, great first step in implementing this change 
· Smaller labs struggle on manipulation of the instrument
· Expert rules are designed to remove erroneous results 
· Need to be careful not to fix that rule
· Carbapenem rule is often reported as all or nothing
· That's often going to happen on a local level
· Go to vendors and request a change in rules 

Objective C-4 (Laboratory WG):  Establish and align standards for data collection, transmission and provisioning.

· Goal of C4: fail to see strong assessment piece here for clinical labs and external stakeholders
· There is opportunity to ask from public health staff in terms of “ideal state” needs to epidemiological investigation easier.
· DJ is going to train Sara (Indiana SHD) on reading ELR, could pass information from that training along to Lab WG
· [bookmark: _Hlk503516765]Consider: traditional ELR message doesn’t necessarily contain all the information public health would like. Demographic data that are available for labs is limited and may not be accurate. There are segments of ELR message that allow for additional data to be submitted. 
· Building better HL7 message 
· Getting info out in EL R
· Information such as the identity of the originating facility
· Conversation moved to ideal data to be sent to public health, HL7 processes re: R/RE/O (Required, Required but may be empty, Optional)

[bookmark: _Hlk503866565]Objective A-5 (Laboratory WG): Increase public health, lab and clinical informatics and bioinformatics capacity.
· Huge gap area
· Large scope for lessons learned, templates, building resources through working with vendors (John S)
· Capacity: ability of system to do this, knowledge of people to use systems
· What are LIMS using? What areis their staff resources to build ELR? What are their actual resources to implement (fiscal)?
· For public health labs, have done plenty of surveys on capacity and APHL has those data to be shared.
· Is it current?
· The surveys aren’t AR specific, but on informatics (e.g., ELR, messaging between systems) and bioinformatics (e.g., NGS, WGS, and capability to analyze and interpret NGS), which would be relatively current to give us an idea of what could be leveraged for AR
· Capacity: ability of system to do this, knowledge of people to use systems
· What LIMS using? What is their staff resources to build ELR? What are their actual resources to implement (fiscal)?
· Do any labs have ETOR? Yes, there are a few. 
· Is portal based, not LIMS-integrated, so no PH labs doing directly through LIMS
· For clinical labs, could look at what APHL asks of PHL? 
· Bioinformatics could be different set of people too. 
· Asking clinical micro labs their bioinformatics capacity
· Did ELC do any clinical partner assessment? Unsure…
· [bookmark: OLE_LINK1]Are you using NextGen sequencing for AR? And what are you using for data analysis and storage?
· Kelly to pull questions from past APHL surveys.
· Move original A5 1st bullet to revised A5
· Need to think about the future and make sure surveillance systems can capture important data that may be available be in the future…. 
· Should we only talk about best practices, or current state only?
· Current state (to identify gaps) now vs. future state
·  Knowing capacity will affect recommendations in Spring… need to say what we need at minimum resources, then ideal resources. 
· Will review APHL data, CAP PT [College of American Pathologists Proficiency Testing] data
· How are reports from commercial/send-out/reference labs are stored/made available in LIMS? Where does this info get stored? LIMS, EHR only, both? And is the data from the external lab able to be aggregated across your institution? 
· Who is responsible for reporting AR? Depends on the jurisdiction

Informatics 

Objective C1: C-1:  Evaluate, enhance and promote existing systems, processes and tools
Conduct assessment to get a comprehensive picture from information previously collected and the systems already being used successfully, to help identify best practices and options for consideration, along with noting needs and gaps.
· Review and use the survey CSTE (Gus Birkhead) sent to state HAI programs on CRE last year, consider re-surveying programs regarding their current structure of AR surveillance.
· Systems/standards in use already, but need to understand how widespread they are:
· NHSN, NARMS
· ELR
· ARLN
· PulseNet
· HL7
· MMG (message mapping guides) (e.g., CP-CRE)
· XDRO - Illinois
· WHONET
· HIEs 
· ETOR (AIMS portal) > ARLN -regional labs

Gap:
· Lab issue – multiple accession numbers (lab) LIS, as a specimen works its way through testing and then needs linking to epi data across the various data flow lanes
·  LIS cascading issues and how to get all the lab info needed to make decisions

· Questions
· What is documentation (promote existing processes/tools) > best practices/operations guide
· What is missing – standard message
· Collaborations needed with vendor organizations, CDC, HL7, LONIC/SNOMED
· Regulations (by state?) (when patients are transferred out of a single healthcare system, no medical record follows to link all data)

Objective D-2 (Informatics WG): Integrate epi, lab and clinical data

Think beyond AR
· Time aspect of how quickly data needs to come to public health

· Specify who does what
· What data needs to be specified and who needs to ensure those requirements are met?
· Collaborators:
· CIP
· CAP
· ONC
· HL7
· Vendors – LIS (e.g., AST, BioMerieux), EHR/EMR, Infection Surveillance

· Stakeholders
· Assess the current state of activity (data)
· Success stories 
· Who is doing it the right way!
· Non-AR/data management systems (Virena)
· Review existing documents and protocols (super extract) to borrow what already works
· Require interoperability across public health, lab, clinical data, response (the PH linkage is newer to this scene and movement)
· IPs (Iinfection preventionistPreventionists) may have helpful thoughts and input on the needs and current practices

· Need a Methods/Guide document that can provide options and steps a state can take to begin to move forward and make progress in this space.  They often don’t know where to start or what should be prioritized
· Convene meeting as guidance documents create document are created on what we want
· Epi, MuGSI (include in conversation)

· Timeline:

· One pager by end Jan/Feb) - detailed outline of what we identify as biggest need for first steps forward, something to open discussions with vendors/other collaborators.  Include Use Cases, to be clear on needs, asks, and justifications
· Key questions - ad hoc/more formal way
· Possible meetings where we could access SMEs for assessment inquiries:
· ISDS end Jan/Feb 
· HIMSS vendors March 5-9, 2018
· SHEA April
· APIC June 
· AMS June 2018	
· Making recommendations for LIS and EHR vendors to collect data appropriately, need to determine -  What we would like to see them do
· Provide info for direction we would like them to go (e.g. travel history, not suppress certain types of data)
· Ensuring data can be passed through different levels and across the continuum of care
· Public health needs and uses certain types of info
· Vendors in general – articulate specific data we need 
· Standards problem and need implementation guidance data not being collected in a way that we can use
· Think about the way data gets are generated in a lab 
· Sometimes at instrument level
· Only want certain data to be sent
· Need to understand and help laboratorians and be specific as to what data we want to see/have sent
How to recommend labs to do that; may lack expertise, a problem
If a lab relies heavily on instrument vendors, they follow with what the vendors recommend
	Need to create motivation to action, know that things are changing; need data to be prepared; wording to spur action
 They do not know what problems are going to arise (e.g. Colistin resistance) 
 Know we need to create a statement/guidance document on importance
What do we need to include/how much detail in development of that guidance? 	
Who we are writing to: Collaborators – API, HL7, ONC, IP’s, APIC, SHEA, ASM API ASM	Comment by Scott: Not sure what this is? American Society for Microbiology

 (informatics) 
· Assess what has already be accomplished 
· Assess success stories, see how it was done, who needs to be engaged for it to be successful

BIOFIRE – trends in geographic area, directly from lab data 
 Interoperability of lab-public health-clinical data-response – have all stakeholders understand 
importance; public health, lab, response

Methods -  Program -> path -> Importance of need of detailed data 
	 Propose vendors coming in for focus group
Would know if they are interested, help redirect us if something is not doable 

Stakeholders – CLIA, CAP, vendors (IT, ILS, instrument, etc.), Hospital Associations  
	Possible responders to our questions:
· Vendors – EPIC, etc. Instrument – BD, Sun Quest, etc. CLIA
· IT
· LIS
· ELR (BioMerieux, BD)
· Instrument
· EPIC
· TheraDoc
· Medmined
· Cerner
· McKesson
· Others
· Hospital Associations

Timeline – 
	 Add to meetings that already exist
	HIMS (March), SHEA (April), ISDS (end of Jan/Feb), ASM
		Whichever meeting tends to attract vendors (microbial?)

Specifics regarding recommendations
In success stories, be clear and broad; integrating epi, lab, clinical
	Need draft by end of Jan, final by end of Feb (1-pager, detailed outline, use cases)

Objective C-2 (Informatics WG): Leverage shared technical infrastructure and services

· Need a Crosswalk between the Data Flow and the Systems/Standards used
· Programs/dataflow diagram
· Standards (HL7, CDA, FHIR) – back to vendors
· New/pending: FHIR (Fast Healthcare Interoperability Resources)
· Acknowledge movement towards FHIR
· Opportunities to harmonize 
· Austin Kreisler started looking at where two-messaging systems were in conflict - ELCR and NHSN
· Will share document (Dan P and Wes K for any follow-up)
· Needs to be finished 
· Need to look at how to fix those conflicts 
· Crosswalk in data flow in documentations; also, crosswalk across standards; goes back to working with our vendors 

Stakeholders – see vendor list one page above (e.g., MedMined), etc.

Timeline – Have Austin explain what he did and why; have someone else complete it?
	Make preliminary recommendations 
	Will talk to Austin (Who will Talk to Austin?)
It is close, but need to identify and add positive opportunities and advice
Sheila could help finish (again Dan P for follow-up on this)
Have discussions about document at beginning of January; need to have discussion on what/who else 

Objective A-5 (Informatics WG): Increase public health, lab and clinical informatics and bioinformatics capacity.

· What is the difference between two:
· Bioinformatics – clinical (genome data, meta genomics) – decided to remove from this group’s focus
· Informatics – umbrella to link systems and move/share/exchange data as needed

· Questions: 

· Define what resources and detailed, workforce is needed? 
· Argument for increasing capacity for trained informatics (people), not just giving people new duties
· Formula for their success –> concise argument, give guidance document to to state epi
· Challenge between bio and informatics is the genome data; do not know how to handle it 
· Transferring data – Mayo does whole genome sequencing; expect them to transmit to Public Health? 
· Want interpretation? Whole genome sequencing replaces pulse field gel electrophoresis? 
· Metagenomics is becoming popular (sequence everything in specimen)
· Hard making genotype -> phenotype jump
· Right now, state public health uploads genomic data
· How isolate bank is populating state surveillance system is missing
· Big question is how we want data to look (at CDC)
· Part of the issue – what comes out, unique identifier
· If it’s just going from lab to CDC, would we need our labs to match on accession number? We want all lab data under the related case.
· Data linkage issue – each test for every individual is given different accession number
· Linkage usually done on epi side - data comes into surveillance system, then lab data
· goes to CDC
· If we want it, how are we getting it linked back?
· Prefer state to give all lab accession numbers
· Everyone is having the same problem
· Best place to fix is at state level, where lab numbers start
· Define current capacity (informatics)/demand
· Define workforce, training/capabilities
· Future demand

· Methods:
·  Method can be putting together statement documentation showing need Document –> if do not increase server space. 
· Use the data from the CSTE Epi Capacity Assessment (ECA) (is that enough data/info?), more assessment may be needed
· NNDSS list of submitting state labs, clinics, hospitals, private labs
· Methods ELC quarterly com (some assessment) could add to …ELR/AR?’s
· TIP, FIP documentation for need (resources, gaps)
· (phi docs “what is informatics”, “what is informatics savvy HD?” 1-pagers)
· Shared tools assessments, free resources (ONC informatics certifications)
	

· Stakeholders:

· State and local health departments (most important); labs, clinic, hospital - use ECA as base of assessment
· Will need more, did not address bioinformatics directly (but decided we would not address, see above).
· Learning at CDC what capacity states have for informatics
· Who has successfully submitted into NNDSS?
· Different states are at different levels, but most states do
· Status of message mapping guide implementation
· ELC quarterly call

· Other discussion:

· Define current capacity and status (current and future demand)
· If we know that there are existing programs that require specific data, get to level where it is moved electronically; ceiling somewhere
· Review the enteric MMG, state will know how to do it
· Just need to know how to find the data elements
· MMG are very important; all systems built around them
· Having factual documentation for need, gaps, etc. that states could use
· There are good one-pagers that could be reused (add in AMR/key words); PHS
· Assessment tools for working with EHR, what questions need to be asked
· Hard to tease AR out of everything else
· Subset of what you are doing with these organisms
· Comes back to capacity in general, and identify things that are helpful
· Use as suggestions for states to improve their process
· Shared tools
· Freely available resources 
· Defining capacity – still need to do; capacity for informatics and bioinformatics will be different 
· Training for PH workers with these skills? Unpacking capacity
· Define workforce, training, capabilities
· If we can identify states that need help the most, CDC can work with them
· Technical assistance from CDC for states working on MMG

Parking Lot
· Don’t forget the big picture: One Health
· Where does ETOR fall (a-5?)
· Should PH establish standards/recommendations about what data ought to be sent and how best to send that data?
· Should bioinformatics have its owntheir own strategic priority?

Plenary group discussion
· Each breakout group reported on the brainstormed lists
· Discussed intergroup coordination
· Any items left in the “parking lot”

Informatics
· Strategic Objectives:
· built on each other
· Made changes to wording – environmental scan to assessment
· Added One Health in second objective
· Added additional bullets in 3rd objective to highlight vendor interactions

· Identified assessments that have already been completeddone and information that already exists at CSTE (e.g., Gus’s assessment)	Comment by Scott: What are we calling this document?

· Infectious Disease collaborators and stakeholders
· Need to start documenting best practices
· Existing guidance available; moving through that documentation, look at crosswalk dataflow
· If it fits into dataflow, know that we have closed gaps; close loop and better define dataflow diagram
· Integrating epidemiology, lab, clinical data and leveraging infrastructure
· Need success stories, who is using what, how they are sharing data
· Need to work with vendors to come to a mutual understanding and hopefully gain their interest and help to move systems towards support of data elements integral to public health, both on the epi and lab sides.
· Define the term “informatics”
· Understand the systems and speak to vendors about improvements
· What data we would like
· Systems out there (NHSN; NARMS; ELR; ARLN; HL7; Pulse Net; WHONet)
· Need to start documenting best practices 
· Started with listing possible options for documentation/guidance on systems/processes, as wanted to be as comprehensive as possible. Need to get basic info on spreadsheet that coordinates closely with the Data Flow diagram: so we can track ELR comes through where and goes to what, but NHSN uses CDA and comes from where, MMGs use HL7 and come from where and go to what, etc.
· As we crosswalk with Wes’s the Data Flow diagram, we will be able to identify and close any existing gaps. 	Comment by Scott: What are we officially calling this document
· Collaborators/Stakeholders
· Focused on moving towards integrating epi/clinical lab data and leveraging tech services. Started talking about success stories of interoperability
· Working with vendors to create guidance docs on what is needed
· APIC, SHEA, ONC, specific vendors (work with IT systems, lab site, medical record side, etc.) 
· Define informatics, so we can better speak to vendors, empower folks in systems and labs to work with vendors
· Vendor meeting – try to identify existing meetings like HIMSS, SHEA, APIC, ISDS, ASM – speak with vendors, have a one-pager of use cases to figure out how we can move our needs forward
· Increased capacity 
· Using existing info and assessments, but to also define capacity – what is the workforce, training, capabilities, current state of affairs at HDs for informatics, data exchange, etc. 
· Where do we want to go? Near future, and ideal future.
· Can borrow from other documents already been done on needs
· Need to show need of what can/can’t be done without additional capacity
· Increased capacity – using existing information to look at capacity; define capacity, workforce; current capacity at state health departments for electronic data sharing; where do we want level of electronic reporting to be at; provide information to states, that they can use for their legislatures to try to move towards more capacity and workforce; need to show need, what can and cannot be done with/without additional infrastructure
· Parking Lot
· Don’t forget big picture of One Health
· Should public health establish standards/recommendations on where data and how best to send data?
· Should bioinformatics have their own its own strategic priority? 	Comment by Scott: This was listed above in the parking lot??

Laboratory
· Did make minor modifications to the strategic objectives
· Minor Modifications made:
· B4: want to focus on capabilities of clinical labs and public health labs on using SNOMED/LOINC codes
· Come up with list that we want them to use, then assess their abilities to use and implement those codes, try to understand barriers to implementation
· B5 – where and how data are stored and suppressed, where breakpoints are applied, and once we have an understanding on barriers to storing, then will come up with recommended approaches on how de-suppression could occur with pros and cons
· C4 – instead of looking at lab capabilities, will look to health departments on the current state of ELR and what is missing, trying to build a better ELR landscape
· Then will look at feasibility of implementation from lab side
· A5: look at existing info from APHL on informatics and bioinformatics, will had questions to B4/5 assessment to ask about basic questions on what they are doing, PT data from partners to get at bigger picture about how widespread WGS/NGS is.
· Assumption: focus on clinical/public health lab capacity and informatics would focus on health department capacity
· Parking Lot
· Challenge with commercial lab reporting when goes back to originating facility, how is stored in EMR, reliable reporting back to public health, etc. 
· [bookmark: _Hlk505252187]Conversation: access to data that are stored – came up in Informatics WG when talking to vendors. Vendors are used to working with TOC and interoperability, but this is different level/realm when working with clinical to lab to public health data. Data linkage and accession #s came up a lot. Detail of NHSN vs. ELR work from Austin Kreisler…. Looks at data elements, when are collected, what are collected, what can be changed. 
· Wes to send Rich copy of report – Dan will ask Austin to make it final. 
· Would be helpful to go through and prioritize elements to harmonize if Austin could look. 
· May be opportunity to enhance ELR message to populate – use AR/ELR Best Practices
· ADT (admissions, discharges, and transfers) data – could ask questions about this on the assessment. ADT systems are more tightly coupled with lab systems; require development of single message system; operationally, many hurdles to merge ELR and ADT, incorporate into assessment.

Discussion
· Need to cross walk assessment plans. 
· FDA has regulatory authority to require use of LOINC/SNOMED codes, maybe not in this climate, but in mean time, there’s a lot of work that can be done.
· Should assessment include federal agencies? Maybe the Clinical Laboratory Improvement Advisory Committee, ( CLIAC)?
· Dan and Austin tried, but it was hard to make the link, the wanted to know if CLIAC (CDC’s Clinical Laboratory Improvement Advisory Committee) had leverage for requiring use of LOINC and SNOMED, they said they did not. 
· Collette’s division manages CLIAC
· Assessment of regulators?  CLIAC definitely. 
·  Systemic Harmonization and Interoperability Enhancement for Laboratory Data, (SHIELD) group – to present what the Task Force is doing would be great idea. 
· Joint Commission – driving a lot of stewardship efforts in hospitals, could have opportunities depending on how we word things. 
· JC is more nimble than federal agency
· ARSTF Inter-workgroup coordination
· Need to separate out informatics from bioinformatics, different trajectories and content and discussion. 
· Workgroups have combined call? Tend to have every other week workgroup calls, maybe every 3rd or 4th call could be combined to work through some of this stuff
· Lots of nods yes
· Hard logistically to schedule, but will figure it out
· Define joint topics for these calls, prep for it would be great. Structure is needed. 
· Agendas earlier areis important.
· Must relay all this information to co-chairs. 
· Workgroup liaisons? Co-chairs should talk more in addition to core group calls – regular touch base conversations
· Shared call notes? Using Basecamp is important
· Meredith to add Lab WG folder on Basecamp – invite everyone, Kelly can add files
· List of resources with annotated inventory – Rich will summarize sourced information 

Based on amount of overlap, same issues all identified; group work more together? 
· Will crosswalk assessment plans
· Need to create spreadsheet for the objectives that will incorporate the breakout discussion advice on questions to ask, stakeholders, methods, etc.
· Framework for assessment plan that covers the 7 objectives (four for each group, one shard)
· Make sure plan is integrated, even though tracking by objective
· Then both groups give feedback

· Stakeholders include certain federal agencies/regulators?
· Did not have good luck
· Wanted to know if CLIAC had levers for requiring use of LOINC and SNOMED
· A lot of vendors do have capacity to use these codes, but requirement of purchaser to turn function on; usually fine with local codes 
· Sometimes extra charge to turn the codes on
· Valuable to recommend vs. require? Positive impact of using LOINC and SNOMED
· FDA as source of potential recommendations? 
· Joint Commission for leverage? May have opportunities, depending on wording! 
· Issue of bioinformatics:
· Need to separate informatics and bioinformatics; both need discussion
· Do not want to limit work on informatics side because behind on bioinformatics 
Assessment information available for bioinformatics?? We will focus on informatics, and not on bio-informatics, the objectives will be adjusted to reflect this.
		
	

· ETOR? – This is a portal for states and clinicians (if the HAI Coordinators approve) to access ARLN result.  States are up-to-date; communication has been with HAI coordinators.
· Ask Janet how best we could get ETOR on CSTE S/I Committee agenda
· AIMS-based capacity for electronic test order and reporting; health care facility can enter into system and request testing from regional lab
· State HAI coordinator approves testing for their jurisdiction; access will come from HAI coordinator
· Samples collected and sent to regional lab, test results go to healthcare facility to jurisdictional public health lab and state HAI coordinator
· Get notification that test is available and can download results in electronic format (format depends on state, can be HL7) and incorporate into their database
· Capability implemented in next few months, but limited to CRE colonization
· Want to get data back to facility rapidly – biggest issue right now
· Be able to select how each entity receives data? 
· Each entity can pull out data in the format that they want?
· HAI coordinator gets result – why?
· Prioritization; lab-report, not ELR, back to facility
· Do not have the budget to take data and move into ELR (may be future 
· step)
· Very different kind of process than used for any other high-priority public health
· What is happening with ALRN lab and AIMS platform?

Evaluation 
This meeting – pros and cons
· Everyone was “present,” invaluable face to face time, wouldn’t have been able to have some of the conversations on a phone call
· Objectives
· Clear
· For some discussion, would be good to review what had been agreed to in the past per discussion (past and recent past from beginning of meeting)
· Did we complete the objectives? 
· Have a good discussion on assessment process, no list of survey questions so there’s still work to be done – is it now on staff to come up with official list of questions, or if this going to be ongoing discussion on regular calls?
· Staff need to get you proceedings of meeting (review and provide feedback); assessment plan is on staff (Rich) for your review and finalize
· Staff could lead focus groups on already-schedule group calls, depends on the plan, etc. 
· Workgroup members will need to wordsmith questions
· Plan will have tools outlined, still will be on members to provide input
· Pilot test questions? Yes, maybe with workgroup members
· Did the agenda, breakouts, etc. work well? Was it helpful?
· Could have benefitted from spending time together as a big group, some on the A5 objective. 
· Would have been beneficial to have opportunities to be in both groups, to mix membership expertise
· Time management 
· Would have liked to have had more time to further unpack. It was really valuable in having folks here who hadn’t actively participated on phone calls. While task oriented, getting that input from boarder group of people who aren’t able to regularly participate was great. For those in-the-weeds (weedy) conversations. 
· In person meeting is so much easier to communicate than the phone calls, which are limited in time, can’t see people, truly understand what they’re saying.
· Did you have what you needed to participate and was your voice heard?
· Nods yes
· Reporting out – did that work?
· Want a summary/proceedings document of meeting 
· How to improve?
· Would have been nice if co-chairs from Informatics group could have been here for continuity purposes
· Thanks to Dawn and Scott for stepping up
· Clinical labs were unable to attend, but would have been richer conversation. Need more planning time. 
Task Force/Workgroups
· How to improve?
· How to keep momentum?
· Leave with an assignment 
· The first one: proceedings and spreadsheet, look over and get feedback – by end of year will receive
· Second one: review assessment plans
· Engage in individual roles for assessment planning
· Homework: if talking about assessments, think about the specific question wording – draft, early start of questions and send out ASAP
· Homework: look at resources to review – start reviewing those
· Homework: for folks who remember when CRE wasn’t notifiable, to speak about lessons learned since (Amy Drake recommended)

Final question
· Do you think a meeting like this in the Spring mid-April with similar format – go over the assessment results, brainstorming on recommendations, together in groups, etc. 
· Early April is better because ELC grants are due at end of April 
· SHEA is April 18-20
· First week of April aim to have the Assessment done
· Could you piggy back off HAI or ELC Grantee’s meeting 18-21 of March
· End of April or beginning of May hold the second in-person meeting, use similar agenda format, and review the assessment findings and make recommendations
· Start thinking about ideal state of what we want it to be 
· Need to have ideal state before an in-person meeting to make recommendations
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