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[bookmark: _Hlk504555664]Workgroup A: Detection and Reporting
Agenda
Wednesday, April 3, 2019, 3:00-4:00 p.m. ET
Call Information:
Phone Number: (267) 930-4000
Participant Code: 100-090-937#

1. Roll call
· CDC –	Preeta Kutty, Bola Ogundimu, Janet
· CSTE/States – Monica Schroeder, Wendy Bamberg, Andrea Flinchum
· NACCHO/LPHAs – Lilly Kahn, Stephanie Black, Carey-Ann, Hillary Hanson
· ASTHO –  
· SHEA – Geeta Sood
· APIC – 
· FDA – 
2. Governance Committee
· Group A gave an update and received feedback from Marion
i. Legionella hospital onset definition is coming out from CSTE so suggestion was to wait on it
· Work Group B
i. C. auris is very close to being done
ii. Medical Product Investigations-close to done and will hopefully help inform Work Group A decision
iii. CRE almost done
iv. CDI almost done 
v. Want to try to align with Group A and there will be a combined WGA/WGB call coming soon
1. Try to coordinate products
3. Upcoming Conference Calls
· Several products in early stages or working on
· Idea for this group is to discuss a product in its beginning stages and at the end when for feedback and review from the group
· Bulk of the product work will be in smaller groups
· Who needs to be on which call?
i. This WG A call—all WG A members, 
ii. Agendas sent ahead of time with information 
iii. Put times on agendas—so we have an idea
iv. C. diff—non-ACH working group that will be scheduled 
1.  3rd Wed of each month at 3p ET
2. Linda, Andrea, Preeta, Bola, Nimalie, Geeta, Taitainia, Monica
v. Marion and Wendy- acute care hospitals for C. diff
1. May 6th 3p-4p ET
2. Hoping to have all WGA and WGB members plus CDC
vi. NTM-done
vii. GAS
1. About to get started
2. Then have a smaller group break off with a CDC expert join as well
a. Puja will send an invitation soon 
3. Scheduling
4. Need a CDC person on these calls regularly to know when to get experts involved  
· 2 C. diff groups (ACH and other facilities)
· Medical Product guidance—will come back to that later since no one has signed up
· CIFOR like Chapter 4—will come back to once its starts
· Cluster Detection-happening at a later point
· GAS—starting today, Mary Alice and Stephanie to co-chair
· Influenza—Hilary Hanson, need a co-lead—please email pshah@cste.org if you are interested
· Legionella – Stephanie and Mary Alice once GAS is done
4. NTM update (vote update only)
· Approved from a WG standpoint, 8 votes—majority approved
· Puja and Wendy to work on a packet to go to GC
5. GAS
· Stephanie and Carey-Ann (Chicago DOH)
· [bookmark: _GoBack]Sharing settings, we think about in outbreak and conduct in investigation in 
· 3 different settings
i. Post-partum or post-surgical cases of GAS
ii. In HCF-- LTC or Hospitals
iii. Congregant settings—shelters or as necessary schools/child care settings (i.e. 10 epi link cases to call that an outbreak)
· Send guidance to entity when there is once case
· 2 cases need more response—but more so WG B work
· Think about the thresholds in order to do a response
i. Not sure if other setting is outside scope of CORHA
ii. Limit to shelters as it occasionally comes up—but still may be outside scope of CORHA
· Does anyone have guidance for GAS approaches?
i. HCF folks—investigation with just 1 case of post-partum GAS
ii. SHEA or APIC not on the call
· Symptom onset timeframe of when an investigation should be initiated
i. Timeframe differs post-partum from post-surgical 
1. Concerned within 2-4 days, but ABC case report form deems up to 14 preceding first (+) culture date with burn, case related procedure, injury to skin, or etc.
2. HCF- investigation 1 case -tend to initiate an investigation (i.e. LTC)
a. Sending Guidance to facility and syndromes to look for--cellulitis, pharyngitis, pneumonia or other complications
3. What we consider an outbreak-2 cases in any of these settings
a. Over a year
b. Consider 4 months—time for facilities to do prospective surveillance
· Nursing homes 1-2 cases over 4-month period
i. See back at trend of preceding months or years, and looking into who they roomed with and what serviced they got in an incubation period
ii. Some states more stringent with 1 case
1. Make clear what’s reportable 
2. Invasive GAS is what we would be talking about 
3. Wound care issue—LTC that had a throat swab-
a. Have been issue with GAS
b. Wanted to put up as a point for discussion 
4. Every outbreak used to involve wound care
a. Investigation by facility vs reporting to PH
b. May be different for wound
· LTC—same for LTAC and VSNP
i. Looked at LTAC more like acute care 
ii. No cases in LTAC or VSNP so far
iii. Same information on document, but not sure if it’ll necessarily be the same
· ACH
i. If facility doesn’t know 
ii. Threshold for investigation
1. 1 case of invasive GAS
2. Post-partum and post-surgical has some interventions
3. How does facility know the case unless they look at case?
4. Potentially 2 ways
a. Microbiologic culture
b. Most ACH—ID consultants also involved
c. Post-partum/surgery less likely to be missed than someone else
5. Focusing on hospital onset
a. Re-admission situation--History within last couple week they have had a procedure done
b. How to figure out if its post-partum or post-surgical 
i. Get the lab report and call the IP and maybe the patient and ID consultant for every GAS case
c. Start with the patient—sporadic vs HO-GAS based on history
d. PH—access to if patients are re-admitted?
i. Access not readily available, have to call facility 
e. HCF-if there is an invasive GAS case
i. Robust cohort surveillance
ii. People who have had procedures -follow prospectively
iii. Know including re-admissions and c sections
iv. Tend to not miss them based on other parameters
v. How far out follow—30 days
1. Able to catch that with strep 
vi. SSI or CAS can be caught either way 
1. Auditing investigation if post-partum or post-surgical rather than 
6. GAS reportable?
a. Not sure it’s nationally reportable 
b. Some EIP sites—will do it as a separate project
7. Having a clear guidance may be helpful in situation where it may not be reportable for surveillance and intervention purposes
8. WGA/WGB call—will bring up if we want to do this product concurrently 
iii. Do we care apart from post-partum/post-surgery (invasive, wound, other)
1. Raise eyebrows when someone has GAS and isolate them appropriate
2. Anyone that had invasive GAS after 3 days—relatively rare event 
3. Reportable TSS and necrotizing fasciitis –point of consideration
· Other Thoughts?
i. Dialysis?
1. How would this apply in dialysis facilities
2. Worried about contamination through lines, but no recall if this coming up 
3. Central line questions asked in reference to poor maintenance of line—usually a picc
ii. Outpatient and ED
1. Doesn’t really apply unless admitted from another facility 
image1.jpg
()CORHA




