CDC/CSTE ILINet Expansion Pilot 2017-18 Kickoff Conference Call
Monday December 4th, 2017
1:00 – 2:00 PM Eastern
CDC – Ashley Fowlkes, Andrea Steffens, Carrie Reed, Alicia Budd, Desiree Mustaquim
CSTE – Monica Schroeder
Florida – Heather Rubino, Julia Munroe, Janet Hamilton, Lea Heberlein-Larson
Minnesota – Karen Martin, Anna Strain, Joanne Bartkus
Wisconsin – Jon Temte, Shari Barlow, Pete Shult, Tom Haupt, Maureen Goss
Maine – Sara Robinson, Johanna Mackenzie
Pennsylvania – Sameh Boktor, Bryan Harker

Overview of pilot project goals and national surveillance strategy (Carrie Reed)
· Pros and cons of both of these approaches in IISP
· Routine surveillance is routine, sustainable indicators of ILI and influenza activity between ILInet and WHO/NREVSS virologic surveillance. Provide really valuable information, broad geographic coverage across the United States. 
· It’s not a measure of incidence, it’s a measure of flu activity. Also there’s no influenza attributable percent ILIs. We know ILI is not all flu, but there’s not really a way to get at a flu attributable ILI because multiplying it by virologic surveillance isn’t an appropriate thing to do with the way the data are coming in. 
· Several years ago, we started with IISP to fill some of those gaps, to provide influenza-attributable incidence by age group and type and subtype. Over the years, especially that’s declined in geographic coverage, and operating it as a separate in-depth activity has been resource intensive and funding is regularly uncertain.
· Lessons learned in the process of working with the IISP groups over the past years. 
· Desire to characterize and sequence viruses that are more systematically collected and more interpretable. There’s a lot of push about sequencing and doing that in a more systematic way is of interest. 
· Increasing interest in disease burden at multiple levels of severity including outpatient disease, but we don’t have a good routine indicator of influenza incidence at the outpatient level. 
· There’s been a growth in flu forecasting some activities that our division supports quite a lot, and we get a lot of feedback that the ideal thing to forecast is flu-specific and population-based and those are not things that our current ILINet is able to provide. But we’ve also learned in the process of doing IISP operating it as a separate, parallel activity is not sustainable especially with our current budget realities. 
· Ongoing interest, especially in recent years as some genetic variance has popped up and other issues about whether surveillance platforms could either be a viable, lower-cost platform for VE estimates or whether they could supplement sample size. 
· Our goal is to get to this idea where we have a little bit more integration between ILI and Virologic Surveillance in some intersection that is more IISP-like in a subset of “sentinel providers” where there’s providers that systematically collect specimens and we can use that information to be able to calculate flu-attributable ILI rates ideally by age group and type and subtype and lineage. And potentially explore the use of these surveillance platforms for test-negative VE estimates. 
· Pieces of information that are needed and not explicitly collected through any of our routine systems in combination right now. 
· Identify existing or new ILINet providers that currently test routinely, or would collect/submit specimens for surveillance
· Can we link specimens tested to appropriate subset of ILI patients that they came from
· Is there a population denominator for participating providers in order to translate that into a rate
· Exploring feasibility of getting vaccination status on patients so we could either do or contribute to test negative VE study. 
· Focus of this pilot year: how feasible is it to do this kind of thing, to build on what already exists in ILInet and virologic surveillance in a subset of providers that can address some of those gaps we think are important and were filled by IISP, but potentially in a more routine, sustainable way. 
· Going through the process to identify what questions there are, what are the issues that need to be worked out, what are the barriers that arise in that,  what are the resources involved, what would be necessary to do this on a more routine systematic basis, what is the sample size that is feasible, what are the mechanisms and procedures and protocols that are needed to do this in a way that is not overly burdensome but helps us all get the ability to fill some of the gaps in our systems right now. 
· Looking forward, thinking about what are the lessons we can learn from that, what are the feasibility issues that come up in this, so that by the summer we can discuss at the CSTE meeting, and potentially opening up to more states. 
· What pieces of this are doable for a health department, what activities are sustainable, and what barriers do we need to work through to learn how it might or might not be possible for more states to do this in a more systematic way.  
Brief review of Guidance Document to highlight major points and changes (Ashley)
· Highlight some of the important points and changes.
· The first section is the overview, it’s the same from the FOA. The first main section of content is recruitment of healthcare providers. The only thing to reiterate here is the combination of all providers should ideally represent all age groups and I emphasize that because the over 50 is such a challenge. 
· Estimating patient population size, if you’re having trouble, reach out and let us know. If a provider is not certain which of the two options is going to be best for their practice, it would be an interesting exercise for everyone to estimate both ways or get the registry of patient population sizes and then average number of unique patients and compare to see how different they are from one another. 
· Sample size and number of providers needed, we strongly urge no fewer than 5 clinics due to the reality we will always have issues with compliance and dropout of providers. Starting with 5 providers who are engaged in this activity in hopes that 3 or 4 stay, maybe start with 6 even.
· The second full section is the surveillance methods and I wanted to point out that our case definition has changed. This is really for the continuing states that we’ve used a much more flexible case definition that is not consistent with ILINet. It’s fever with cough or sore throat and fever needs to be measured either at home or in the office. We’ve been allowing report of fever and more symptom based definition for kids under 2 – that’s fine for continuing states – but should we keep this going through the years, it will eventually need to be completely consistent with ILINet. 
· Patient data collection. We did add a little bit of prioritization. In looking at what we would prioritize and what is already available through PHLIP, we’ll have to look at these in conjunction. If you’re willing and able to collect some additional data and report it through PHLIP, then you would start with variables and data available in PHLIP. We did add priority to illness onset, vaccination status in real time, and whether or not patient was referred for hospitalization. Vaccine verification – this will be an entire conference call later. 
· Specimen collection and management - want to highlight specimens from patients who meet ILI case definition. Ideally, the providers would ask all patients who meet ILI case definition if they would be willing to submit a sample rather than use clinical suspicion of influenza. 
· Splitting a single swab specimen – if your providers are concerned if they take a specimen for public health then they’re not going to have one for a rapid, there are methods here for splitting a single swab. Also important to note here that they wouldn’t want to exclusively do this and thereby only give us specimens from patients they would want to rapid test. 
· Appendices. Two are new (Appendix A and B) Appendix A, which is the instructions from ILInet for providers to report their total patient visit by age group. Appendix B is a list of ICD-10 codes to consider for creating an ILI case definition. I don’t have a validated set that I can tell you for sure works. Appendix C, was in the FOA, sample patient information collection form so you can see what we have collected in the past and what might be for your considerations currently.
· Data submission (Andrea): There are several files we are asking be submitted for this project. The guidance for this data submission is listed in this section and I’ll briefly go over it a little bit. 
· The first tab is provider information; we are asking for each provider to please send information about the clinic, its underlying patient population. The requested variables for each provider are listed in data dictionary, but would like this information as soon as possible especially the patient population estimates. 
· The second piece of data is the aggregate ILI counts and total patient visit counts and this reporting will be the same as ILInet. 
· The third piece of data is the testing results and any patient information that is sent weekly via PHLIP. Integration will take quite a bit of time. In the interim, please let us know what your expected timeline is for PHLIP integration, and when your local IT is ready to move forward please contact Desiree. Until PHLIP integration is complete, we are asking you send patient data and testing results to us on a weekly basis in an Excel file so that we are still getting that data in a real-time basis. Currently normal procedure for the continuing ARIES sites, but please let us know if anyone has any questions or concerns about sending this data weekly since it is a departure from our guidance. Send by Wednesdays at noon until the PHLIP process is up and running. 
· Finally, once PHLIP integration is complete, we will be requesting you send an Excel file with the patient data and testing results then on a monthly basis. This is for validation purposes to make sure that our procedures are going smoothly, but also a manner of submitting data elements that are not going to be incorporated into the PHLIP messages. 
· WI: We already send PHLIP, so I’m assuming we don’t need to do that because we’re already validated? 
· Desiree: What they’re referring to is if you add these flags in you need to send some test messages and we just need to do a quick validation that way.
Brief review of Data Dictionary and reporting procedures
· This first tab contains provider information we are requesting. Includes the underlying patient population size by age group as well as many other variables. We realize there are quite a few questions here and they do differ from the usual ILInet provider report. Overall, please collect what you can.
· The second tab lists the patient data and laboratory testing variables. These are not all required, the guidance document lists which are required, which are high priority, etc., but whatever information you are able to get, we would love to have it. Emphasize this document does show how we would like to receive data, so when coding and submitting your data please refer to this data dictionary. 
· Last tab is for vaccination variables. Going to go over this in a separate conference call
State project description and status update
· Florida (Heather): Our providers receive no reimbursement from us except for the ability to do extended respiratory panel testing and get those results back. I know this is a flu-specific kind of program, but without those non-flu pieces, clinicians being on the frontline and working with private providers don’t make the distinction between flu and non-flu respiratory viruses that we tend to make or that the national level seems to be made. The thing that drives our providers, and would cause them to drop out if we were no longer able to support, is the non-flu testing component. In terms of describing our providers, all are outpatient providers, we try to sample geographically around state in this way, it’s interesting from Dr. Reed’s presentation that she mentioned ILInet was probably better more geographically representative of the country than IISP, but in Florida, IISP is more well-representative of our state population than ILInet is. We’ve got 5 providers participating in previous year (2 family practices and 3 pediatric). We’ve got 2 new providers this year, both are pediatric, and are part of the same chain.
· Have an online web portal system where providers provide two pieces of information: information associated with visits, and so aggregate information on the number of visits meeting the case definition by age group, and total number of visits for each age group.
· With the laboratory information, we have something very similar to what Ashley showed but includes a few extra variables. Up to first 10 patients meeting ILInet case definition and willing to give up their specimen, providers go online and fill out brief questionnaire for each of those specimens and that counts as their lab submission form. That form then gets sent to the lab with all the relevant information on it where the lab can include the pieces of information they need. 
· Have been trying to get more providers in one region, the Orlando/central Florida region, and are always interested in finding providers that serve 65 and up age group. The challenges really have to do with funding. If we don’t offer the non-flu piece, our providers don’t want to do this work and we know that for a couple of reasons: they tell us so, and we’ve had ILInet sites but amount of work and time and effort into recruiting and retaining ILInet sites has been a diminishing return on investment. We also offer to our providers a weekly report of all of their data compared to each other and to national level. 
· Lab (Lea): We have 2 labs that do testing located in Tampa and Jacksonville. We’re running the flu panel, but we’re also doing the non-flu respiratory testing and running real time PCR for all of those. For the PHLIP implementation, the plan is to have it in place by March and we’re going to include the flag, but we also want to try to include vaccination status and anti-viral usage along with our PHLIP message. We’ve also been working on getting our non-flu respiratory results going by PHLIP as well.

· Minnesota (Karen): We have 5 continuing providers (2 family, 1 urgent care, 2 student health (college/university). Not able to continue with multi-pathogen testing so we are scaling back to just flu testing. Providers are fairly used to submitting specimens. Another change: collecting just ILI. Providers are going to collect first 10 ILIs that consent to submitting a specimen. 
· Have two different forms
· one similar to what Ashley provided (patient data element), 
· As they are identified as having ILI by clinic staff, they are then asked if they want to participate and then have specimen taken
· Health assistant or nurse will fill out form with symptoms and onset date
· lab form that has to accompany any specimen
· pre-filled so all they have to do is put patient sticker on top of it and send along with specimen
· For PHLIP integration, already requested that flag be put on specific specimen associated with project. Don’t know when it’s going to happen, certainly this season. Can send data weekly until then.
· Anna: for PHLIP, don’t have better timeline but it is in process with their next PHLIP upgrade and is part of their plan to add that flag. If we do additional testing on specimens, we already do report non-flu via PHLIP 
· As far as Incentives for providers, the non-flu respiratory testing was an incentive but they all agreed to continue without it. Other incentives provided: cold and flu kits (soup, tea, hand sanitizer, tissues) that can hand out to people participating, and to ILInet sites free registration to annual emerging infections in PH conference. Also cutting down on what they have to submit as far as data goes and specimen.

· Wisconsin (Jon): Have 5 providers (all family medicine). Don’t use providers per say, use entire clinic operation since 4 of 5 sites are residency training clinics that have multiple providers all of which are part-time. Also use as part of educational mission, continue for the time being doing 100% of applications using a rapid test. Specimens collected for PCR. Until run out of alternative money, will continue multi-pathogen testing. Have not required physicians to decide whether a patient has ILI. Rather, have been testing patients with acute respiratory infections. Particularly find a lot of influenza in patients that do not meet ILI criteria. As long as we can get away with that, we can keep doing that (gives more rich assessment). Following the visit, will verify immunization status within WI immunization registry. Assess whether or not patient was prescribed an anti-viral.
· Shari: For incentives, we offer a rapid test. Also do end of season lunch at each clinic where there’s a presentation with what we found that season in this project and do it specific to each site to be recognized for their efforts. Also send weekly report to all 5 clinics about what’s going on in the community. 
· Jon: Caveat that there are truly fewer respiratory infections in people over age of 65. In terms of lab, we’re all within a single county – all labs are connected and so specimens to state lab usually within 24 hours of collection
· Mary: Sending PHLIP reports for influenza and non-respiratory panel for quite a few years. We also report to NREVSS statewide data. No problems with Desiree to add project flag or even to add onset date to PHLIP messages. Would be early January before we can get that done
· Desiree: When Mary says report to NREVSS, they report to NREVSS through PHLIP also. All their NREVSS data is capture through their PHLIP feed for their lab.

· Maine (Sara): Brand new and haven’t started yet. Have identified healthcare partners we are collaborating with. Hopefully the site we’re collaborating with is a health center with 11 distinct sites so we’ll decide which sites we’re working with. Incentivizing with respiratory panel similar to everyone else. On our PHLIP, have done preliminary work on what questions already available in PHLIP messaging feed and what it would take to add additional questions and that is ongoing. Ready date unsure. Have been adding questions into lab’s system so it’s only in one place instead of having to document in two separate places. Sites identify ILI cases through ICD-10 coding it’s all automated, their participation in ILInet generates two reports every week: one is patients seen for ILI and a second is total patients seen by facility. 

· Pennsylvania (Sameh): Still working out paperwork and contracts. Starting from challenges, we have 1 provider who was supposed to participate for 2 clinics and he was through so we are working to replace these 2 clinics. We are left with 3 college health centers willing to start collecting specimens. ILI cases, they are following the algorithm and using chief complaints as basis for identifying ILI cases. First 10 ILI cases that are identified – specimens will be collected and submitted on a weekly basis. PHLIP implementation – we are in the process of fully implementing
· [bookmark: _GoBack]Bryan: Work with Desiree on current PHLIP extract. When talking about extract, still reporting through CSV file reporting which is the PHLIP replacement system
· Ashley: for those in Carrie’s office to be aware of
· FL – working on adding NREVSS pathogens to report to NREVSS through their electronic lab data feed 
· PA and WI – doing it through their electronic data feed; in production with NREVSS
· Sameh: In terms of lab testing, we are testing for full respiratory panel and has been very appealing for providers. Other incentives proposed is to give access to continued education for providers and nurses, educational materials for patients, things of this nature.

Reminder:
· Don’t forget to give specimen projections! Need to have them to get to IRR before you can access them
· Holiday continuity, especially student health centers, a lot of provider offices are going to be closing through holiday. Contact them now to see what providers’ plans are for holiday - which ones are closing, are the doing special hours, etc.
· Hosting basecamp site for sharing materials and reminder to keep working with various departments to move contracts through

Additional questions or comments can be directed to mschroeder@cste.org, 770-458-3811.

