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Emergency Center | APHL
Tate, Anna | APHL
 
Notes
 
· Agenda: 
· Scope: just NIRCs or all states?
· Number of specimens
· What kind of services are being requested (PCR, virus isolation, sequencing, etc.)?
 
· Diagnostics: 
· As is, presumptive positives come to CDC for confirmation. Need to have confirmatory (rather than presumptive) at the PHLs in order to confirm H7N9
 
· Goal is for specimens to go to CDC ONLY if they're un-subtypable or there's a problem with the test
· CDC then takes those samples and sequences most, propagates some
 
· Next phase: bring the NIRCs on board for the extraction
· If NIRCs have NAI capability, those samples can be moved directly into their sequencing pipeline (Dave would like to see this happen - we need to determine whether NIRCs can handle this) 
· Can the NIRCs operationalize and move directly to NGS or two different extractions from the same sample? Would probably be sequential post-diagnoses
· All Flu A positives would be sequenced, regardless of subtype until it gets too onerous on the NIRCs 
· Need to determine biosafety practices, etc. 
 
· May be a need for additional diagnostic kits (most arranged through IRR); vast majority of these labs are proficient with these tests 
 
· Many labs probably already have diagnostic equipment (e.g., ABI 7500) 
 
· Will the PHLs react such that anything that's ILI will be handled in BSL3? 
· Eric: suspect that given this higher-risk agent, anything coming in for flu/ILI will be handled in BSL3. If, as we go through this, determination that both agencies (USDA & CDC) reassess the risk and can be handled at whatever risk level (e.g., BSL2), need to have consistent and joint communications 
· Kelly: recommend conducting risk assessment; based on experience, most would go for the more cautious route and test everything ILI in BSL3 
· APHL to confirm with NIRCs and APHL labs how many samples they'd be able to handle under those conditions
 
· Eric B.: worth considering Right Sizing approach as opposed to using resources for diagnostics as for surveillance? 
· Dave: good point to consider. Where do you stop testing and just treat people based on ILI? Rapid tests may be quite inconclusive. When talking about the NIRCs, talking more about surveillance. Will discuss and determine re: where resources need to go - based some on data received from early parts of outbreak/pandemic. Likely scenario: move more towards surveillance of the virus in same way we surveil H1/H3 and B. We are, though, seeing indicators of more severe virus compared to last season (3% of ILI and some modeling projects more rapid increase).
 
· NIRC Involvement: 
· Currently, the virus is a BSL3 agent; what's the capacity at the NIRCs to handle? Need to have discussion with NIRCS to confirm understanding of where they have virus isolation activities set up (BSL 2 or 3?), current set up, determine feasibility of BSL3, and talk through necessary processes for sequencing.
 
· Need to understand logistics of each NIRC
 
· Melissa hasn't heard any concerns from the NIRCs thus far 
 
· Questions APHL to pose to NIRCs (Erik, Hugo, & Kirsten) & report back to CDC: 
1. What is your current space/set-up for virus isolation under current BLS3 guidelines (i.e., standard procedures with enhanced PPE)?
 
1. What is your capacity (what volume of samples can you lab handle) under BSL3 conditions for virus isolation? 
0. To what extent will you be able to maintain the diagnostic need under BSL3 standards? 
0. If you have BSL3 capacity, what's the difference in capacity be if you are able to move into lower containment? (useful to understand overall throughput) 
 
1. What's your capacity for sequencing the virus? 
0. Can you operationalize and move directly to NGS or to two different extractions from the same sample?
 
1. Do you have a procedure in place that can be conducted to inactive virus in BSL3 conditions and then move out with the nucleic acid intact to perform extraction in BSL2 conditions? 
0. Implications for lysis procedure? 
 
1. Can you do nucleic acid extraction from swabs that have been tested presumptive positive (assumption is yes)?
0. Do you have protocols in place? (many labs have guidelines in place to handle BSL3 agents) 
0. Will your institution allow this? 
 
1. [bookmark: _GoBack]What are your NI testing capabilities? Are you currently testing for any investigational drugs? 
 
· Budget Estimates:
· APHL to create a budget to estimate (6 months out) & report back to CDC: 
· What do we have currently as APHL contract exists? What is currently available to move forward right away? 
 
· How long would these funds last (burn rate)? 
· Estimate based on Sep/Oct/Nov steep increase in need 
· Do we need to redirect funds from other lines? 
 
· How much we'll need for the influx? 
· Estimate a lot more need this season; can use last year (where NIRCs were operational for both virus isolation and sequencing/NGS), 2009 to project
· Melissa has numbers from last season which accounts for NI testing and virus isolation (Dave: at some point in time, NIRCs would be able to function as they did last season, even though it might take a while. In 2009, started at BSL3 and then eventually moved to BSL2 risk. We should project for NI testing in this scenario). 
· Kelly: in normal - severe seasons, the NIRCS run at about $1.1 - 1.3 million per year (total) - multiply by ~3 
 

