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What is the gap you’re trying to narrow?
Improve interfacility transfer (IFT) notification of multidrug-resistant organisms (MDROs) to reduce transmission and overall prevalence of MDROs in Oregon.
 
Background: 
· All healthcare facilities in Oregon are required by law to provide written notification to the receiving facility when transferring patients colonized or infected with an MDRO or other pathogen which warrants transmission-based precautions. 
· [bookmark: _GoBack]Our HAI program currently does not have the means to audit facilities to ensure that the required information is being properly transferred. Currently, we conduct 1) reviews of random sets of health records from selected healthcare facilities to determine compliance rates, and 2) an annual survey where facilities self-report - Surveys indicate that interfacility communication of MDRO status is suboptimal, particularly by long term care facilities (LTCFs).
· Our proposed MDRO registry would produce an automated alert to authorized personnel at Oregon healthcare facilities upon interfacility transfer for patients with an MDRO.
· How do we define the success of this registry? What is possible? What is sufficient?
 
Who are the major players?  What are their conflicting perspectives and interests?
· Program: Reducing MDRO transmission and prevalence will reduce morbidity and mortality in Oregonians. The registry will improve communications, reduce the spread of HAIs caused by MDROs and streamline the program’s business processes by automating information sharing among facilities. We would also like to assess compliance with the interfacility transfer rule and document IFT refusal rates (which is at odds with healthcare facility interests).
· Healthcare community: End-users of the proposed registry would like to receive more consistent MDRO notification with patient transfers from other facilities and have a tool that makes it easy to comply with the IFT rule; current transfer notifications are made on paper (if at all). Healthcare facilities may be concerned about potential repercussions to reporting (e.g., a statewide registry would document facility IFT notification and refusal rates). MDRO reporting rates are not expected to change, just IFT notification rates.
· Contracted vendor: Our current contracted vendor is piloting this project at no cost, with the opportunity to expand this registry to other jurisdictions and break into a new market. Our program is fully dependent on the vendor to onboard the large pilot facilities; onboarding additional, smaller facilities will be resource intensive for our program.
· Patients: Patients will benefit from reduced MDRO transmission rates and greater continuity of care. They may be susceptible to higher rates of IFT refusals and may be averse to being listed in a registry.
 
What action have you taken or are thinking about taking?
We expect to pilot the registry with carbapenem-resistant Enterobacteriaceae (CRE), the only MDRO reportable by law, in large Portland area health facilities by June 2019, with expansion to include other MDROs and Clostridium difficile by June 2020.

We have talked about an evaluation plan, considered the CDC framework, but have not written an evaluation plan. We would like to demonstrate both improvement in and the absolute value of Oregon's MDRO IFT notification after implementing the pilot automated MDRO registry (i.e., compliance with IFT rule). We would do this by evaluating:
· Facility uptake (easy)
· Double reporting for 6 months, using both the current paper method and the pilot MDRO registry
· Low frequency of reported CRE cases and presumably lower frequency of CRE IFTs may require a long double reporting period to capture enough CRE transfers.
· Hospital chart audits (onerous) - We would pull all IFTs and assess: How many are documented total? How many are refused? How many are CRE?
· Other data sources…?
 
What are your stakes and interests?  Any hidden issues?
Stakes and interests:
· The proposed MDRO registry is funded by a 90-10 Grant, but maintenance costs will be assumed by the program and requires demonstrating value back to both our agency and the participating facilities. 
Hidden issues:
· The IFT rule does not prescribe a method or specific form of the written notification. The exact format of interfacility communication of MDROs is up to each facility and facilities are not required to participate in the proposed MDRO registry. The MDRO registry will not be able to capture all data fields presently on the paper form - Will the registry be sufficient for the facilities’ use?
· Our baseline IFT notification rates are from discrepant self-reports
· We do not know the number of MDRO IFTs that need to be captured (denominator). How do we know we have captured everything?
· Evaluating by lab is complicated by large facility labs that also work on behalf of smaller facilities.
· Program staff will be able to provide technical assistance to sustain the registry's operations but we do not have the FTE staff time for the evaluation plan as proposed; we may need to pursue a temporary employee.
 
What do you want to be advised on by your group?
· How do we define the success of this registry? What is possible? What is sufficient?
· Can we evaluate this project without quantitative baseline data?
· What level of performance must be reached for the registry to be considered a success?
· What other data sources could we use to evaluate this registry’s performance?
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