Antimicrobial Resistance Surveillance Taskforce
Laboratory Data to Public Health Workgroup 

October 26, 2017; 3:00pm ET
Toll Free Number: 877-953-5132
Passcode: 8065179

AGENDA
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 (Pete Shult)
· Minutes were approved as is. 
· No comments or questions following last month’s call.

2. Overview of Informatics Terminology (Nancy Cornish)
· Two of the four objectives the workgroup will work on involves informatics and it was apparent during the previous discussion having an overview on the informatics terminology and some background would be helpful.
· Background- In 2011 the Centers for Medicare and Medicaid Services (CMS) established the Electronic Health Record (EHR) incentive programs to encourage clinical facilities to adopt and demonstrate meaningful use of certified EHR technology. It was decided that LOINC codes would be used for laboratory testing and SNOMED would be used for qualitative and quantitative measurements. 
· Dr. Nancy Cornish is an anatomical and clinical pathologist and serves as the medical officer for the Division of Laboratory Systems at CDC. She works on informatics projects with the National Library of Medicine (NLM), Office of the National Coordinator (ONC) and FDA involving the standardization and harmonization of LOINC order and results codes and SNOMED between clinical and public health laboratories. Members were emailed copies of Dr. Cornish’s presentation slides on the topic, which she discussed during the call.
· Hospitals function independently of each other and do not communicate well. It has improved in recent years but there is still a long way to go. One of the problems is the inconsistency in LOINC coding between facilities. Different labs are using different LOINC codes for the same laboratory results. This prevents laboratories from being able to communicate effectively as the coding may not correspond with the coding at another facility, causing confusion over the test method and results.
· When the Dr. Cornish’s informatics project began, members broke the problem down to the basic level and determined what was the first step to complete In order to build up to a national level. This first step was to standardize LOINC coding, which would allow for:
· Increase access to lab test results across the continuum of care
· Reduce the duplication of tests since all existing tests and results are accessible
· Improve surveillance and identify outbreaks faster
· Improve quality and timeliness of lab results and interpretations since tests can be reviewed electronically
· Reduce storage and dissemination costs
· Determine if there is an issue with certain instrumentation quickly through accessing QC and PT results
· LOINC was developed by Regenstrief Institute in 1995 and provides a universal standard for reporting lab results. It enables the exchange and aggregation of clinical results by providing a set of universal codes and structured names to unambiguously identify things you can measure or observe. The database is continuously updated and as of 2009 had 54,000 codes (40,000 were lab-related).
· When Dr. Cornish and her colleagues examined the process Regenstrief offered, they realized it was difficult to use the Regenstrief coding manual and most clinical facilities would not have someone with the time or expertise to decipher it. Therefore the best approach was to target the manufacturers. 
· Manufacturers work directly with Regenstrief to select the appropriate LOINC code and include it on the package insert. There was a white paper which encouraged manufacturers to take it upon themselves to request the correct LOINC codes for their products. More and more manufacturers have started doing this since.  
· More people were pulled into the multi-disciplinary group to solve this problem. The group now has representation from CDC, FDA, NLM, ONC, Regenstrief, CMS, manufacturers and the software systems.  
· One current problem at Regenstrief is the presence of junk codes, which refers to codes that are not used. However the approach to review and clean up the coding would need to be multi-disciplinary and likely a lengthy project. 

Questions and Answers

· Question: How are LOINC and SNOMED codes related?
· Answer: SNOMED is run by NLM and there are extensions around the world. In some countries, SNOMED is used for everything. However in the United States, LOINC is for describing results and orders whereas SNOMED is for providing qualitative and quantitative answers (i.e. Negative or Positive).
· LOINC is a six-part code which consists of the following parts: 
· Analyte
· Observation/Measurement
· Time aspect
· Sample type
· Scale of measurement
· Method (this describes the test).
· SNOMED would provide the yes/no type answer.

· Question: Referring to slide 11 on the Clem McDonald presentation slides, are SNOMED codes in an HL7 message as well?
· Answer: SNOMED are the codes which provides the answer. Therefore concentration should be placed on the LOINC coding first; once that happens, the SNOMED codes make more sense. 

· Question: How does SNOMED codes tie in to reporting results as it relates to AR?
· Answer: In results there is a numeric portion/answer but this is separate from interpretation of susceptibility. SNOMED is not set-up for interpretation however the numeric answers should allow those reviewing the data to make that determination.

· Question: Are there duplication efforts between what we are doing and the ARLN is doing? 
· Answer: The goal of the workgroup is to make recommendations on how the different objectives can be implemented whereas the ARLN is implementing and performing AR tasks so it isn’t a duplication of efforts. 

· Question: There seems to be a lot of initiatives and groups doing things about AR. Is there some sort of map to describe which organizations are doing what? 
· Answer: Not presently but it would be helpful since there are a lot of players doing similar things but may be taking different approaches or have different scopes. The workgroup can request more information from Regenstrief, FDA and Geisinger; it may be that Geisginer is trying to do something similar to what the workgroup is working on but within its own system.

· Question: Does the CDC’s National Healthcare Safety Network use LOINC and SNOMED codes?
· Answer: Yes.

· Question: What is the proposed direction we should be aiming towards as it relates to LOINC codes (i.e. a more or less granular system)? In TN, Marion Kainer was looking up the LOINC codes for resistance mechanism testing but the codes were more generic and only found two codes though there are more than two testing methods.
· Answer: Bring up your concerns with Regenstrief or reach out to Clem McDonald, who works at NLM but was the Director of Regenstrief. If there is something that will not work for public health and surveillance Regenstrief can work with the appropriate parties to change the codes to something that will work. The process to receive new, non-emergency codes takes about 6 months.

· The workgroup should gather more information on what other groups are doing to assist on these objectives and loop the informatics workgroup in on any new information gathered. This will ensure a coordinated approach. The CDC/FDA group that Dr. Cornish is a part of meets monthly; the co-chairs of this workgroup can present to them, discuss the charge and objectives, and ask for assistance connecting us to the major players. 

Action Item:
Kelly to talk with Riki Merrick and make determinations on how to best proceed on the two objectives. 

3. Review and Discuss the Final 2 Priorities (Kelly Wroblewski)
Discuss impressions of each priority, potential sources of information and potential approaches to address each priority. (See ARSTF Lab Workgroup Charge Document) 
(Note: Due to time constraints discussion was limited to objective B-5)
B-5:  Implement a strategy to extract suppressed antimicrobial susceptibility test results.
· There are several reasons why AST results may be suppressed, such as an antibiotic not being in a formulary or policy regulations. Though public health would like to see the whole picture there could be valid reasons clinical laboratories are suppressing the results. Therefore B-5 would have to specifically target the clinical laboratories and convince these facilities why the data is needed.
· Another option is to target the companies of the systems the data are in, such as the middleware, LIMS and machines (Microsan, Vitek, etc.). Some companies will develop instructions on how to extract suppressed data. The workgroup could reach out to these companies to gather the instructions and compile and distribute them to clinical laboratories. 
· In terms of specificity, objectives B-4 and C-4 are more general whereas objective B-5 is specific to extracting the suppressed AST data. From a strategic standpoint it would have a larger impact to first target the standardization of vocabulary codes and the standards for data collection and transmission before tackling methods to extract and gather suppressed data.
· If there are published guidelines for best practices for handling data, we could influence the next publication if we had engaged partners, such as CAP and CLSI. Additionally, Patricia Simner and Janet Hindler could incorporate recommendations into the new revision of CLSI M39 (THE Analysis and Presentation of Cumulative Antimicrobial Susceptibility Test Data).  

4. Review of Action Item
· [bookmark: _GoBack]Kelly to talk with Riki Merrick and make determinations on how to best proceed on objectives B-4 and C-4

5. Closing Items
· The workgroup will discuss the final objective during the next call
i. A-5: Increase public health, lab and clinical informatics and bioinformatics capacity
· Kelly and Pete will develop an agenda for the next call

