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1. CSTE Announcements
a. 2019 CSTE Annual Conference, June 2-6, 2018, Raleigh, NC
i. Theme – “First in Flight: Recognizing Risk Takers and Risk Factors”
ii. Call for Abstracts has closed and we are now reviewing internally
iii. Registration will open on February 1st 
b. Staffing Update
i. Ashley Vineyard (avineyard@cste.org) will be the new POC starting in February

2. Position Statement/Case Definition Updates
a. Lab Group
i. Major change is adding PCR to the case definition and making it confirmatory
ii. Lab criteria for diagnoses change was main part of change
iii. Specimen submission - wording of how best to modify or update that part of the case def 
1. MI - description has stayed the same, PCR is by detection of Leg species, thinking about changing normally sterile site to any site associated with LD potentially?
2. Allegheny Co - how often do we see a non-pulmonary LD case and what would the site be for that? 
a. CT - we had a case of endocarditis legionellosis
b. CDC – that’s right we aren't sure exactly how many cases are occurring because it is often underdiagnosed and hard to report because current case def doesn’t capture extra pulmonary cases; maybe 1-2% of cases annually are not LD or Pontiac fever (could be wound infection, blood infection, endocarditis, etc)
3. NYC - we have had a couple of wound cases 
4. PA - has a case in a mitral valve specimen, almost classified it as not a case
5. LA Co - had a case of LD conjunctivitis 
iv. Concern of determining if cases met clinical criteria if pneumonia not spelled out
1. Tried to clarify the clinical picture of LD, someone can be compatible by radiographic evidence, clinically dx LD or symptoms compatible with LD
v. [bookmark: _GoBack]Added material to allow for capturing extrapulmonary LD cases
b. Appendix: Incubation Period
i. No updates
c. Appendix: HAI
i. No updates
d. Appendix: Travel 
i. No updates
e. CDC - Question about timeline; there might be confusion on some sections for what kind of language needs to go in particular sections, some are asking similar things
i. Can CSTE provide some guidance for what needs to be in each section?
1. There will be a session with training for how to fill out the templates
2. CSTE will be releasing training resources at the end of January 
ii. Member - Would it be helpful to put the word acute in clinical case presentation?
iii. Question - for HAI appendix why are the periods of exposure different for probable and possible cases?
1. Since incubation increasing to 14 days wanted it to be consistent
2. Can open it up to discussion
a. Difference between the two - probable healthcare associated LD (greater than or equal to 10 days of continuous inpatient stay during 14 days prior to onset) and possible healthcare associated LD (exposure between 2-14 days before onset of symptoms)

3. Open Forum
a. Ideas for future presenters or topics?
i. HI - would be curious about how different divisions in your dept work together to investigate LD? How do other states navigate working with multiple teams and what is the division of labor? On epi side we hear about cases first but the investigation comes down to looking at water plans and our safe drinking water branch has the expertise but they are overburdened.
ii. LA Co - great point this is hard to answer - we are creating a document for guidance, always have a group conference call with EH and laboratory to coordinate. Hired an industrial hygienist to work in LD too. Will be happy to share our draft document for this. 
1. Chicago would be interested in the document, MN too. 
iii. CT - had a meeting called multidisciplinary LD meeting, need senior leadership to be involved to get this to move forward  
b. Member Q - Can discuss how to pin down an onset if you get a UAT with someone presenting with chronic symptoms?
i. Some symptoms compatible with LD are required along with UAT, not looking for UAT in the absence of symptoms
ii. Encouraging providers to do cultures so we are not missing other serogroups of Legionella.
iii. Would recommend physicians to do a UAT and a culture or PCR
iv. CDC - could share success in getting clinicians to do more cultures in a future presentation? How do we increase clinician knowledge when testing and diagnosing for LD?

4. Next Call: February 21st at 2:00 PM ET
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