Antimicrobial Resistance Surveillance Taskforce
Laboratory Data to Public Health Workgroup 

December 1, 2017; 2:00PM ET
Toll Free Number: 877-953-5132
Passcode: 8065179
Minutes
Members on the call: Sara Blosser, Allison Brown, Benjamin Chan, Mary Hayden, Janet Hindler, Monica Huang, Marion Kainer, Collette Fitzgerald Leaumont, Richard Melchreit, Kimberlee Musser, Jean Patel, Virginia Pierce, Peter Shult, Patricia Simner, John Sterling, Mary Wedig, Amy Woron, Kelly Wroblewski, 

1. Roll Call and Workgroup Business 
· In the minutes objective B-5 was incorrectly referred to as D-5; it will be changed.
· No other changes to the minutes.
· No comments or questions following the last call.

2. Review of Informatics Workgroup Data Flow Chart (Wes Kennemore) 
Refer to the AR Data Flow Process Chart V10
· This initially began as a discussion concerning the different initiatives across organizations whose goal was to generate and collect AR data. There was also interest from NCEZID leadership to define the different data flows for AR. The flow chart was created as a tool to show how complex the work is. However, as it was presented to central leadership and other groups, it grew from a tool meant to generate conversation into a document which accurately captures the current landscape and scope of AR activities. 
· The current AR Data Flow Process Chart represents significant contributions from dozens of people. It is on version 10 however there will likely be additional iterations as more input and comments are made.
· Once finalized it will be a multi-layered presentation hosted on the website. There will be a higher-level chart that is a more simplistic diagram outlining different programs generating AR data. When you click and scroll through the diagram it will look like the current version and include more information. There will also be a deeper-level diagram that will allow users to gain more detailed information about the types of data and the data flow through the swim lanes. 
· It is anticipated there will be a document to accompany the deeper-level chart to describe the workflows, explain the complexities and address where there might be conflicts. 
· On the current AR Data Flow Process Chart dark lines represent sample flow and red lines represent data flow. It shows the flow from a patient encounter at a provider or healthcare facility through the different channels, including clinical lab, PHL, the PHL agency or department, ARLN, AIMS and CDC. 
· The data flow lines are meant to represent final reporting with confirmatory results.
· AIMS is primarily used by the ARLN labs for reporting to the CDC. There is a data flow line connecting the ARLN Regional Labs to CDC programs through AIMS; there is also another data flow line connecting the PHLs directly to CDC programs (bypassing AIMS). Since the lab web portal for PHLs to send reports to CDC is housed on AIMS that is something that will need to change on the diagram. 
· There is also data flow representing information passing from the provider directly to the National Healthcare Safety Network (NHSN) to represent reporting healthcare-associated infections and data flow from the PHL agency directly to the National Notifiable Diseases Surveillance System (NNDSS) to represent reporting notifiable diseases. 
· Originally the chart was not going to represent individual data elements because it would become very complex. There have been requests to add this information however it will be hard to accomplish and maintain. But the goal is to do a better job at sharing what are the different types of AR data and where does it flow to/from.
· It is important to remember that the AR Data Flow Process Chart is still a work in progress; there are likely a number of data flows that have not been included. Additionally, due to the high level of detail, the current chart may not capture all of the intricacies; however that is something the deeper-level chart will improve upon.
· There will be nuances and a general scheme may not represent every situation. But the chart does not need to get so complex that capturing all situations becomes a hindrance. There are places the workgroup can contribute to detailing such differences, such as the accompanying document that goes with the deeper-level chart. 
· One of the topics they are currently trying to address is complexities that some states have at the agency/health department level (i.e. having both a city and state jurisdictional public health lab, having a communicable disease epidemiologist and a healthcare epidemiologist). They are struggling with whether to drill down to something more granular and, if so, how to accomplish that without the complexities rendering the chart incomprehensible. Assistance and feedback from a representative from one of those states (NY, CA, and PA) would be welcomed. 
· At the high-level, the flow chart serves as a good representation of the flow of data and the number of programs involved. This will allow for a better understanding of data sharing within the AR community and will help to properly mount responses to AR events that might occur. 
· There is not an expectation for the workgroup to provide feedback but it would be welcomed. As of right now the process is relatively informal but in the future, due to the many comments the chart has been receiving, a more formal feedback process will be created. 
· Once the final version is completed it will be shared with Pete and Kelly to share with the workgroup prior to going on the website. 

3. Review New Work Plans for A-5 and B-5  
Strategic Objective B-5:  Implement a strategy to extract suppressed antimicrobial susceptibility test results.
Strategic Objective A-5:  Increase public health, lab and clinical informatics and bioinformatics capacity
· Kelly sent out proposed work plans to address objectives B-5 and A-5.
· The work plan for B-5 includes assessments on identifying reasons AR data are suppressed and instances of data suppression that created a gap in surveillance or threat to public health’s ability to respond. 
· In order to tackle this objective successfully there needs to be clarification of how the data is meant to be obtained (de-suppression vs accessing suppressed data). The point may not be to de-suppress the data and give access to everyone; if the objective is geared toward surveillance purposes finding ways to access data that has been suppressed may be the proper approach.
· Another issue that may arise is once data is suppressed one way it becomes difficult to get it on another pathway. 
· Once there is clarification on what is meant by extracting suppressed data and more clarity on the type of data it will be easier to tackle this objective and define how challenging it might be. 
· Marion Kainer can provide good feedback as she knows two specific instances where patient care was affected due to suppressed data. Once she is on the line again she can provide background and context to better address this objective. 
· Jean Patel also provided an example she has seen—a gram negative Enterbacteriaceae hydrolyzed carbapenems but not third-generation cephalosporins, which is a rare case. Due to suppression rules the resistance to carbapenem was not reported and the physician used a carbapenem to treat the patient. 
· This presents the idea that it might be more feasible to change the rules for suppression rather than trying to extract. 
· There are also specific instances that can be addressed further along the road once there is more clarity (i.e. clinical labs rewrites). 
· The best next steps on objective B-5 is to take this back to the core group to define the data that is being asked for and to clarify the epidemiological benefits to getting this data. 
· Objective A-5 is the least actionable due to the broad wording.
· One approach is to identify areas that need capacity for others to determine how to do that specifically.
· Since it is the least actionable the other objectives should be given priority in terms of assessments and recommendations. 
4. Plans for Assessments/ In-Person Meeting 
· The In-Person Meeting will be held in Atlanta from December 11-12. 
· The workgroup has now discussed all of the strategic objectives. At the in-person meeting workgroup members can discuss which objectives to tackle first and the priorities of each objective. Then can start diving in on the various assessments.
·  This can include sampling strategies, determining what questions to ask, how to get a good cross-section of areas where assessment is needed, etc. 
· The priority ranking of the strategic objectives are:
· B-4 and C-4 (combined)
· B-4: Enable capture of data using standardized vocabulary codes for new tests and other antimicrobial resistance data
· C-4: Establish and align standards for data collection, transmission and provisioning.
· B-5: Implement a strategy to extract suppressed antimicrobial susceptibility test results.
· A-5: Increase public health, lab and clinical informatics and bioinformatics capacity
5. Closing Items
· The next call will be in one week, a few days before the in-person meeting.
· During the call the workgroup can discuss the agenda for the In-Person Meeting. 
· [bookmark: _GoBack]Kelly and Pete will share the agenda ahead of the call. 
