CSTE Legionnaires’ Disease (LD) Surveillance Workgroup Call Notes
Thursday, September 20, 2018
2pm EDT

[bookmark: _GoBack]HOUSEKEEPING:

· Workgroup co-leads: Vivian Hawkins (Vivian.hawkins@doh.wa.gov), Paul Gacek (Paul.gacek@ct.gov) 
· CSTE support staff: Hayleigh McCall (hmccall@cste.org) 
· Purpose of workgroup: to inform and improve practice related to LD through the following activities: 1) revise case definitions, 2) update best practices, 3) engage partners
· Next call: Thursday, October 18th @ 2pm ET
· Workgroup shared space: CSTE Legionnaires’ Disease Surveillance Workgroup Basecamp
· To share documents, best practices, revisions, call notes, etc.
POSITION STATEMENT/CASE DEFINITION UPDATES:
· HAI Subgroup: Determining whether to include HAI component in case definition position statement
· Lab Subgroup: have done a lit review of various LD tests, and will work to come up with clear criteria
· Clinical Criteria Subgroup: have set roles for people to conduct lit reviews to summarize what’s known
· Incubation Period Subgroup: started with literature review but body of literature was small, came to consensus to recommend consistent cutoff period according to exposure history for incubation period, will share with case definition group before sharing broadly but do recommend utilizing different incubation period for LD and Pontiac Fever
PRESENTATION: Use of PCR for the clinical diagnosis of Legionnaires’ disease – Brian Raphael (CDC)*
*View recording and/or slides on Basecamp

· Discussion
· Can only tell total amount of DNA (including human DNA) in PCR Tests
· Amount of DNA is standardized (1ng) – not a good metric for how much Legionella DNA goes into assays
· Can use material from lab makers for proficiency testing to certify lab findings
· Lit supports the genes begin targeted in Legionella tests
· Makes it possible to provide guidance and standardize interpretation
· How interpret a positive at a reference lab and a negative at a state lab?
· Should ask how specimen was stored before getting it – if sat in refrigerator for more than a couple of days, no good for any assay
· Want to look at markers for better interpretation
· Multiplex assays – do tests have many false positives?
· If baseline is UAT, PPV of almost 78%
· Will pick up some non-serogroup1 positivity in PCR, which will look like false positive
· Baseline must become culture, which has low sensitivity itself
· NPV of 98% reported with UAT as baseline – nearly certain

