CORHA
Workgroup A: Detection and Reporting
Call Notes
June 28, 2017
1. Roll call
a. CDC – Steven Franklin, Diana Martin, Alexa Limeres, Kathy Sieber, Bola Ogundimu, Maroya Walters
b. CSTE/States – Nicole Bryan, Jessica Helms, Wendy Bamberg, Maureen Tierney, Marion Kainer 
c. NACCHO/LPHAs – Erin Laird, Stephanie Black
d. ASTHO – Kate Heyer, Martha Ngoh
e. SHEA - 
f. APIC – Linda Greene, MaryAlice Lavin
2. Updates
3. Creating pathogen-specific outbreak definitions (table shell)
a. Scabies (5-10 min) 
i. Include how scabies is diagnosed: question of clinical vs. skin scraping diagnosis
1. Don’t include skin scrapings as part of outbreak definition – not sensitive enough	
a. By the time tests are positive, there are many cases
b. Don’t want to wait for skin scrapings, but also don’t want to supersede state/local regulations
2. Added – can be diagnosed clinically or via skin scrapings (for all thresholds/definitions)
ii. Next steps for scabies: share with full council/workgroup B
b. CRE – Attempt to finalize definition
i. Table shell says ‘see matrix’ referring to CRE matrix created at in-person meeting
1. Breaks down testing mechanism by: none, Phenotypic carbapenemase only, and Molecular (carbapenemase ID)
ii. High prevalence  
1. Threshold for reporting to PH: 
a. CAH, dialysis, and outpatient – any CRE (CP or not) should be reported to PH 
b. Acute care, LTACH, and LTCF to be similar
i. For facilities that don’t do mechanism testing - 2 or more CRE of the same organism in patients in a shared unit or with common exposure within a 4 week period
ii. For phenotypic or molecular - 2 or more CP-CRE of the same organism in patients in a shared unit or with common exposure within a 4 week period
2. Outbreak definition: 
a. Acute care, LTACH, LTCF
i. One case of a non KPC or one case of a KPC where KPC CRE not previously identified or 2 or more cases of KPC CRE or non-CP CRE of same genus/species with evidence of or suspicion for transmission on the unit (common procedure, etc)
ii. For LTCF – in areas with a lot of KPC, would an outbreak be 2 or more cases? Is this common in endemic areas? Yes.
iii. Ventilated SNFs more similar to LTACHs than other SNFs
b. CAH, dialysis, outpatient – 2 or more cases of CRE same mechanism in a 4 week period 
i. CAH more like acute care, LTACH, or ventilated SNF
1. Change CAH to be same as acute care – less cases to be more sensitive
ii. Single case of non KPC in dialysis, 2 or more cases of KPC or non-CP CRE in 4 week period
iii. Lower prevalence 
1. Threshold for reporting to PH:
a. Acute care, CAH, LTACH, LTCF: 
i. Any CP CRE or if no carbapenemase testing 2 or more CRE of the same organism in patients in a shared unit or with a common exposure over a 4 week period
ii. Change CAH to 1 CRE (CP or not)– so that lower prevalence outbreak definition is more stringent than higher prevalence area
b. CAH, dialysis, outpatient
i. 1 CRE (CP or non CP)
iv. Maroya will update table and keep same format within each cell (to be able to compare across cells)
v. Discuss CRE again on July 26
vi. July 12 – NTM 
vii. July 26 – CRE (push back baseline discussion) 
viii. August 9 – C. auris, legal assessment 
4. Determining how surveillance data is used to detect outbreaks in PH and acute care facilities (survey)
a. Finalize survey questions for PH and plan to combine with questions from Workgroup B; discuss timeline for PH survey
i. Question regarding barriers: include prepopulated options (multiple choice) with an “other” option and an open text box to elaborate?  
1. Yes, and include an extra comments box 
2. Choices: those listed and add ‘lack of expertise’ and ‘too few resources’ and ‘too many false alarms’ 
ii. Next steps: compile this with workgroup B questions, and update these questions in the survey tool, Qualtrics, then pilot with a few states before full launch 
1. [bookmark: _GoBack]Approvals – check back with Governance regarding approvals needed before full launch 
b. Review and possibly finalize ACH survey questions; discuss method for distribution
5. Action items and assignments
6. Next meetings; proposed schedule (may change as needed)
July 12:  NTM (continued – experts CONFIRMED); Survey for ACH – finalize if didn’t finish on June 28
July 26:  C. auris (continued – experts CONFIRMED); Complete or revisit any incomplete conditions; Discuss scan of reporting requirements if ready; Review and discuss plan for baseline definition
August 9:  C. difficile (experts CONFIRMED)
August 23:  C. difficile (continued – experts CONFIRMED)
(Following calls have not been scheduled with CDC experts yet; still tentative)
September 6:  MDRO Gram Negatives?
September 20:  Singletons and conditions to be reported regardless of pathogens (e.g., case related to scope, product contamination, etc.)

Framework for Workgroup A Plan
A1/A2: Developing outbreak definitions (A1/A2)
a. Creating pathogen-specific outbreak definitions (table shell)
i. Conditions: CRE, MDRO Gram negatives, NTM, C. auris, C difficile, Scabies
ii. “Onesies”: Conditions that should be reported regardless of pathogen (e.g., related to scopes, product contamination)
iii. Cross-cutting issues: Developing guidelines for determining baseline
b. Scan of reporting requirements for HAI outbreaks by state
c. Comparison of table (ideal state) with scan of reporting requirements
A3: Using surveillance data to detect outbreaks (A3) 
d. Determining how surveillance data is used to detect outbreaks in PH and acute care facilities (survey)
e. Developing a tool to use to identify outbreaks from surveillance data

