CORHA
Workgroup A: Detection and Reporting
Agenda
September 6, 2017
1. Roll call
a. CDC – Preeth Kutty, Alexa Limeres, Kiran Perkins
b. CSTE/States – Nicole Bryan, Wendy Bamberg, Andrea Flinchum, Maureen Tierney
c. NACCHO/LPHAs – Erin Laird
d. ASTHO – 
e. SHEA - 
f. APIC – Linda Greene
2. Updates
a. Producing final products for CORHA
i. Scabies presented on All CORHA call
ii. Suggestions: 
1. Time frame for scabies – incubation period too long 
2. Record of sources used and reason for how determinations are made
iii. Members of workgroups A and B as well as SMEs come together to discuss the final product for scabies 
3. Creating pathogen-specific outbreak definitions (table shell)
a. C. difficile discussion
i. For ACH, CAH, and LTACH – at least 3 cases
ii. Add epi-linked for all parts of definition
iii. Added positive lab tests
iv. Points for consideration: 
1. Hospital-onset = specimen obtained on hospital day 4 or later (admission date = day 1)
2. Positive laboratory test = any molecular, antigen, culture, or other test for C. difficile
3. C. difficile infection = positive laboratory test, AND symptoms (3 loose stools [conforming to container] over 24 [48?] hours), AND no laxative medications with the 48 [24?] hours prior to specimen collection
4. Epidemiologically-linked = including but not limited to: residing on same unit within 48 hours of each other (or within same facility depending on facility size), shared staff, same procedure, etc.
5. Consider the testing protocols of the facility, including use of screening methodology
6. Consider that although some patients may have recurrent disease (and therefore might not have acquired C. difficile as part of transmission), patients with recurrent disease can transmit C. difficile and therefore be part of transmission or outbreaks. (Do we want to define recurrent? Incident? duplicate?)
7. replace “cases” with “patients with positive lab test”?
a. discussion:
i. include this as footnote
ii. ‘hospital onset C. diff infections’
iii.  ‘cases’ has a clinical implication – use ‘hospital onset positive lab test’
1. Have to differentiate that it would be in different patents – not 3 positive tests within 1 pt
iv. 3 patients with HO C diff determined by positive lab tests
v. 3 unique labID events
vi. Makes sense to keep consistent with NHSN, but want to acknowledge that 
vii. Recurrent:  Any CDI LabID Event from a specimen obtained > 14
viii. days and (8 weeks) after the most recent CDI LabID Event for that
ix. patient.
x. Incident: anything obtained more than 8 weeks after most recent labID event for that patient
xi. Why are we picking one month? 
1. Incubation period for C. diff
2. [bookmark: _GoBack]Should we extend to 2 months?
3. IPs look at things monthly, quarterly, yearly – practical
4. Decision: keep at one month
8. Epi-linked: how practical is it that IP would know that they are epi-linked?
a. This is reasonable. Leave as is
i. Give examples- patients on same service, in same unit, same procedure, operated by same surgeon
b. Take out 24-48 hours for epi-linked	- not to miss an outbreak if something doesn’t meet the specified time period (so one month is implied)
9. Time periods within C. difficile infection definition:  
a. 3 loose stools conforming to container in 24 hours
b. no laxative within at least 48 hours – this is what is in literature and in practice
10. threshold for reporting to PH – certain number of cases that are either concerning because they come from another facility or a community epi-link? Or they are of concern?
a. Other known – even if not HO within this particular facility
b. Might be HO to another facility 
11. Threshold for reporting and outbreak definition: 2 or more 
12. NHSN definition is labID event – meant to be a marker – when include clinical definition, moves into different definition – symptomatic patients
13. Case definition: NHSN definition
14. Outbreak definition: not just relying on NHSN, but relying on case-finding pieces
a. Based on clinical C. diff infections
v. 3 clinically significant cases:
1. Any circumstance where facility should investigate or report when it was less than 3 cases? No.
4. Determining how surveillance data is used to detect outbreaks in PH and acute care facilities (survey)
a. Review where we are on PH and ACH survey
5. Next meetings; proposed schedule (may change as needed)
	September 20:  C. auris (Experts – CONFIRMED); legal scan (Alexa)?
October 4:  (IDSA, likely cancel)
October 18: CRE (Experts – CONFIRMED)
Others need to schedule – Scabies regroup, NTM, Baseline definition, 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

