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CORHA Policy Workgroup Call Notes
Thursday, February 14, 2019 | 3:00 p.m. – 4:00 p.m. EST

[bookmark: _GoBack]Participants: Moon, Lisa, Elizabeth, Rachel, Matt, Maureen, Joe, Ruth, Martha
Update on Policy-related activities at the CSTE HAI Workshop
· It is still too early to discuss participation at the CSTE HAI Workshop, but there might be an opportunity to involve Policy Workgroup-related topics or activities at the workshop, possibly in the format of a “focus group” discussion with targeted health departments at the Workshop.
· There might be opportunity for a roundtable at the main conference on this topic, that will be led by Ruth and others at CDC. 
Identifying new workgroup members to invite
· Reporter – Jill Burcum (MN), Deborah Nelson (professor of journalism at the University of Maryland. Has written some stories on AR in Reuters)
· Ethicist – Hart Kaplan, NYU school of Medicine; CDC PH Ethics office
· SHEA
It would be best to complete all three tables (immediate and expanded notification, and public disclosure) before inviting additional Workgroup members to provide feedback.
Review table on immediate notification 
· Add “written communication or postings” as a form of notification.
· When to notify:
· Initiate notification within 24 hours, but it might be impossible to notify all groups within 24 hours. So, the facility needs to prioritize notifications—starting with the first group (Patients who have been infected). 
· Include “as soon as possible” or “prioritize” population groups that should be notified with high urgency.  
· Notifications to different groups may occur simultaneously instead of sequentially.
· For “Patients who may be at risk for future exposure” – communication should occur before potential exposure.
· For “At-risk healthcare facilities” – Precaution should be visibly written or indicated in patient transfer document and made easily accessible and prominent (at the top of the chart or through verbal communication).

· For “At-risk healthcare workers” – include the involvement of employee healthcare services

· Two groups of “At-risk HCWs”
· 1. HCWs at risk that should be notified in order to make behavioral changes on the ward, e.g. wear special PPE and handwashing.
· 2. HCWs at risk because of complications due to their underlying illnesses (involve employee healthcare services)

· Who to notify:
· Should we include more descriptive language as to what constitutes a suspected outbreak? (e.g. lab confirmed).
· Not defining outbreaks—just describing steps to take when there is a suspected outbreak. For certain diagnoses, clinical or laboratory confirmation takes too long, which could delay action.
· Non-prescriptive language signals that people should still take action even when an outbreak is just suspected.
· Include footnote reference to “guidance on signal and detection from Workgroup A.” 

· Under How to notify, patients who have been exposed or potentially exposed
· Include examples (e.g. Endoscope outbreak)

· At-risk visitors – Are we referring to visitors in the patient room or other locations? 
· Include examples as to which cases and situations warrant hospital-wide displays (e.g. Legionnaires) or are limited to specific wards (e.g. NICU).
· Postings to patient room?
· Concerns with HIPPA. Door postings can indicate the patient inside has Legionella. Probably say “see nursing station, visitor check-in desks, etc.” 
· Postings can be a precaution and not explicitly stated (e.g. lobby postings that read “there have been cases of Legionella in this facility and precautions are in place.” Or, “respiratory precautions are in place before entry.”)
· If posting in patient room/on patient room door, use subtle language e.g. for Legionella, “respiratory precautions are in place in this room.” The language will be different, but the call to action should remain the same.
· Include a footnote that notes that facilities may go about this differently. Instead of recommending postings go on all patient rooms, use language that is comprehensive enough, but also protects patient confidentiality. e.g. “notification of patient room may depend on the facilities’ policies.”

· Visitor education - Provide examples on precautions visitors should take when visiting patient with an infection. E.g. one-on-one education with visitors.
· Use real-life examples to apply lessons learned to other outbreak contexts.
· Also provide examples on what not to do.
Next steps
· Assigned Tasks
· Moon and Maureen – Finalize section on immediate notification
· Kris and Ruth – Work on expanded notification for discussion on the March call
· Lisa – Take the lead on examples of poor communication.
· Timeline
· March – Table on expanded notification
· April – Table on public disclosure
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Policy Workgroup Call Notes
December 19, 2018

Participants: Maureen Tierney, Dawn Terashita, Matthew Penn, Rachel Hulkower, Meredith Allen, Lisa McGiffert, Kris Ehresmann, Joe Perz, Dave Daigle, Kate Heyer, Martha Ngoh
Discussion:
Matthew led the discussion with a summary of findings from recent discussions with legal experts (primarily Attorneys at Health Departments) about their perspectives on public disclosures of outbreaks. Rachel has also done research on laws and policies on the issue of outbreaks in general and not HAI outbreaks specifically. They’re finding that there is no documentation of processes, criteria, considerations, laws, policies or regulations on this topic in the public health community. However, it seems there is an unwritten “national standard” or wide consensus on key points for consideration and decision-making actions to take. 
There is pushback from a few experts who think a written standard may not be the appropriate course of action. From the legal perspective, if these well-known, common considerations are already working, a policy or legal-based approach or solution may create problems, particularly for those health agencies that have not or do not follow those standards. Additionally, “duty to warn” may be problematic. “Duty” in legal terms means different things to the public, healthcare facilities and public health agencies. Duty to warn could place legal burden and obligation on public health to take a specific course of action.
Additionally, guidance from entities such as CORHA, ASTHO, CSTE or CDC could likely be considered as a “standard of care” that will be used to evaluate the actions of other entities (such as healthcare facilities or health agencies) when patients have been harmed. Standards create a code of behavior that people could be held accountable to in the future.
The concern is to make sure that we’re being careful about identifying the problem before creating a solution. There is wide consensus on the point of considerations on determining whether to publicly disclose the outbreak. Maybe what is needed is to train SHOs on what these points of considerations are. 
Others on the call commented that based on conversations with other experts and stakeholders, there seems to be a need for guidance or documentation of standards on what to consider during these situations. Even if these standards are commonly-known, documented best practices or standards are needed to reference during outbreaks.
CORHA’s focus is to address the need for consistency in how patients are made aware of exposures or infections that have occurred in the context of an HAI outbreak, and in some situations, notifying the public about an ongoing investigation of a confirmed outbreak and providing information to guide patients to make informed choices on where to seek care. Hopefully, this guidance from CORHA will inform guidance on other outbreaks.
Next Steps/Action Items:
· Assign members to review the evolution of notification and public disclosure and summarize what has worked and what is lacking.
· CSTE abstract -- Connect with Joe Perz regarding a similar roundtable proposal from DHQP.
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Policy Workgroup In-Person Meeting Notes and Revised Charge
Wednesday, November 28 and Thursday November 29, 2018

Participants: Dawn Terashita, Maureen Tierney, Moon Kim, Dave Daigle, Elizabeth Mothershed, Jim Blumenstock, Kris Ehresmann, Lisa McGiffert, Meredith Allen, Rick Wild, Kate Heyer, Martha Ngoh
Discussion:
· Update Reporting, Notification and Disclosure definitions in workgroup charge document available on Basecamp.
· Start with examples of outbreaks in pediatric settings, specifically MRSA in NICUs. Address issues on delayed notification or failure to disclose.
· Draft list of guiding principles and make them applicable to other populations and scenarios. (On Google Docs via Basecamp.)
· Describe the “who, what, why and how” of each target population.
· What to do once a health department has been notified.
· Include references to infection control breeches.
· [bookmark: _Hlk533020259]Questions to Consider:
· Under what conditions do you initiate and initial investigation?
· At what point should the patient be notified?
· What level/amount of information is needed to notify?
· Points for Consideration:
· Duty to notify and duty to warn.
· Obligation of the health department and facility to notify
· Framing the message.
· Notifying is “doing the right thing” and a good epidemiologic practice. Investigation and response should engage the patient.
Resources to Reference:
· The Connecticut example from Matthew Carter.
· CDC’s notification toolkit
· Heater-Cooler example
· Infection Control Breech document from Kiran and Joe
· Peter Jacobson’s 
Workgroup Member Perspectives to Include:
· SHEA member (hospital epidemiologist)
· C-suite that will represent hospital 
· Ethicists
· AHC journalist member
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Policy Workgroup Call Notes and Revised Charge
Wednesday, October 3, 2018
1:00 p.m. – 2:00 p.m. ET

Call Participants – Maureen Tierney, Moon Kim, Dawn Terashita, Kris Ehresmann, Martha Ngoh

Workgroup Charge Review and Amendments 
· The workgroup discussed amendments to the workgroup charge based on comments from Matt Penn and others. See updated charge on page 2.
· “Investigation” was added to “reporting, notification and disclosure” to highlight the legal and policy aspects of HAI outbreak investigations. 
· The LA County Example: 
· Investigation is used in the context that notification and disclosure will follow.
· If an outbreak is reported, then investigated, a notification or disclosure will follow only if there is some evidence of risk of transmission. 
· Remove “reporting, notification, disclosure” definitions and have the workgroup develop these definitions as one of their deliverables. Use resources from Moon as a starting place.

Timeline, Logistics, Next Steps 
· Tentative timeline – November and December meetings will be focused on gathering and summarizing information and subsequent meetings will be used to plan and write. 
· Plan to accomplish a bulk of the work at the CORHA in-person meeting.
· Send Doodle poll for 3:00 p.m. EST on Tuesday, November 13th and 12:00 p.m. – 3:00 p.m. EST on Wednesday, November 14th.

Action Items 
· Review a summary of Alexa’s work.
· Reach out to Matt to run a query on laws surrounding outbreaks and summarize this information:
· Query 8-10 states to see what policies they have. 
· California, Washington state and Pennsylvania are furthest along in terms of implementing actual laws. 
· Also collect information on state experiences handling these issues in the absence of laws. 
· Moon will send policy-related resources from other organizations.
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