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Council for Outbreak Response: Healthcare-Associated
Infections and Antibiotic-Resistant Pathogens (CORHA)
Winter Meeting
Meeting Summary: November 17-18, 2016
Introduction
Gerd Clabaugh, Co-Chair of the Council for Outbreak Response: Healthcare-Associated Infections and Antibiotic-Resistant Pathogens (CORHA), welcomed Council members and staff to the CORHA Winter Meeting. Gerd made the following opening remarks:
I want to congratulate all of you on the work you’ve done in support of CORHA.
We’ve accomplished much in a year.
There’s a lot more to do.
This is an opportunity to build on our momentum.
I’d also like to thank my colleagues on the Governance Committee, who have been well engaged and meeting regularly.
Marion Kainer, CORHA Co-Chair, echoed Gerd’s welcome and made the following opening remarks:
We’ve come a long way since the origination of the Council.
We’ve developed charges for the workgroups.
We’ve identified pathogens on which to focus.
We have foundational guidance for CORHA as an organization.
I’d like to thank all of you, especially CSTE and ASTHO staff.
Marion and Gerd welcomed Laurie Schulte of The Clarion Group and invited her to facilitate the session. 

Laurie outlined the agenda for the session, which included:
A review of CORHA’s strategic map and implementation priorities
Organizational updates on CORHA-related activities
Updates on the progress to-date of Workgroup A (Detection and Reporting) and Workgroup B (Investigation and Control)
Operationalizing the charges of:
Workgroup A
Workgroup B
Branding and marketing the Council
This document provides highlights of the CORHA Winter Meeting.
Orientation and Review
Overview of Strategic Effectiveness
Laurie Schulte reviewed the definition of strategic effectiveness: an organization’s ability to set the right goals and consistently achieve them.  
















Organizations with high strategic effectiveness:
Quickly formulate a “good enough” strategic plan.
Move immediately to implementation – letting implementation teach them the ways that the strategy is on target and the ways it needs to be improved.
Review progress on implementation regularly with honesty and candor. 
Make needed adjustments based on what is working, what isn’t, and how the world has changed.
Focus on results, not activities.
There are three outcomes of strategic effectiveness, including:
The right goals
Consistent goal achievement
Development of strategic effectiveness as an organizational capability
Review of CORHA’s 2016-2018 Strategic Map
Using a one-page graphic representing a strategic map, Laurie Schulte reviewed the concepts of the strategic map: central challenge, strategic priorities, and strategic objectives.
The oval at the top of the one-page strategic map is the central challenge.
It is the focal point for the strategy.
It focuses CORHA on what it needs to do in the next three years to support its mission and vision.
The central challenge is supported by some number of strategic priorities. Strategic priorities are the few critical things CORHA must do in order to meet its central challenge. The number of strategic priorities can vary, but it is never fewer than three or more than six.
There are two tests of a strategic priority:
Is each priority necessary to meet the central challenge?
Are the strategic priorities taken together sufficient to meet the challenge?
The boxes under each strategic priority are strategic objectives. Objectives spell out more specifically “what to do” in order to achieve the strategic priority.
Laurie Schulte then reviewed the strategic map for CORHA, developed at its December 17-18, 2015 strategic planning session. The map is included for reference below. 


















































Implementation Priorities/Tracks of Work
First Year Implementation Priorities/Tracks of Work
Laurie Schulte reminded the group of the first year implementation priorities that were identified at its strategic planning session in December of 2015. Those priorities follow, with a status update in red.
Inward-facing
Governance and Membership: ongoing and working well
Strategic Objective D-2: Ensure effective Council governance.
Strategic Objective D-3: Recruit partners as Council members and workgroup members.
Product Offerings: now embedded in Workgroups A and B
Strategic Objective D-4: Identify and develop impactful product offerings.
Scope of Work: complete 
Strategic Objective D-1: Formally define the scope of the Council’s work.
Outward-facing
Strategic Priority A: Support standardized approaches to detection and reporting: now reflected as Workgroup A (see below).
Strategic Priority B: Support consistent and coordinated approaches to investigation and control: now reflected as Workgroup B (see below).
Next Year’s Implementation Priorities/Tracks of Work
Workgroup A: Detection and Reporting 
Strategic Objective A-1: Create standard definitions for outbreaks and exposure events and thresholds for reporting.
Strategic Objective A-2: Improve reporting of outbreaks and exposure events to public health.
Strategic Objective A-3: Improve the use of existing surveillance systems to detect outbreaks.
Workgroup B: Investigation and Control 
Strategic Objective B-1: Define appropriate levels of response.
Strategic Objective B-2: Improve response to outbreaks.
Strategic Objective B-3: Improve data management for outbreak investigation and tracking.
Branding and Marketing
Strategic Objective D-6: Brand and market the Council.


Organizational Updates – Council Members
CDC: Feedback from HAI Program Evaluations
CDC Council members provided the following preliminary analysis of ICAR Activity A4 HAI outbreak reporting and response.





Discussion included the following points.
The analysis serves as a starting point to evaluate the capacities of state and major city health departments to detect, report and respond to HAI outbreaks. (Note that territories were not included in the survey.)
It can provide direction to CORHA as to what health departments need guidance on.
Given variability by state in sophistication of reporting and compliance, the survey likely significantly under-represents the breadth of HAI outbreaks.
Where a culture of reporting exists, there is greater openness/willingness of settings to report outbreaks to health departments.
It would be helpful to understand how the reported dynamics vary between urban and rural areas.
Health departments by definition report statewide data.
Urban areas are likely to have greater deficiencies and less infrastructure.
CDC might consider repeating the analysis with a cadre of local health departments and facilities.
SHEA Outbreak Response Training Program
SHEA is developing an outbreak response training program for hospital epidemiologists. Discussion included the following points.
In the case of an outbreak or potential outbreak, hospital epidemiologists are forced into roles with which they are unfamiliar.
They need clarity on their roles and responsibilities vis a vis public health.
SHEA’s new training will help establish standards for hospital epidemiologists.
SHEA has established advisory panels to develop a range of trainings, to be launched in 2017.
SHEA’s training is intended to focus very specifically at the facility level – although practically speaking, there will be overlap with the work of this Council.
Ebola funding made possible the launching of various entities with common purposes.
The intentions were good; the implementation will require coordination.
CORHA’s Governance Committee will work with SHEA leadership to determine an appropriate mechanism for this coordination.
Other entities with whom CORHA should coordinate include the new CSTE-sponsored Antimicrobial Resistance Surveillance Taskforce.
NACCHO
NAACHO is providing the following to local health departments:
Grants to support:
Response to emerging infections
Improved community infection control practices
Facilitated regional conversations
Scholarships for 35 health departments to become certified in infection control
Guidance documents to local facilities

The Council should consider how to integrate NACCHO’s guidance into its work.
CSTE
CSTE provided a brief overview of the Antimicrobial Resistance Surveillance Taskforce.
It will provide guidance on roles and responsibilities at the federal, state and local levels, including:
An overview of the current state
A proposed desired state
The path from current to desired
Underlying workgroups to achieve the path
Position statements are in development for approval at CSTE’s annual meeting.
This group has significant implications for CORHA.
ASTHO
ASTHO shared the 2017 priorities for its Infectious Disease Policy Committee.
One of these priorities is antimicrobial resistance and healthcare-associated infections, specifically regarding the sharing of state resources.
This issue is of critical importance to State Health Officials.
There may be “force multipliers” that can advance CORHA’s work.

ASTHO also shared that Dr. Jay Butler, ASTHO President, will be interviewed by Reuters next week as they launch the second round of investigative reporting into healthcare-associated infections. The group will consider how best to equip Dr. Butler with CORHA talking points later in this session.
APIC
APIC shared its monitoring of pending death certificate legislation emerging across states that would require a death from a healthcare-associated infection to be cited on a person’s death certificate. 
The legislation likely is originating from patient advocacy groups.
APIC will continue to monitor this closely.
Other
Marion Kainer and Joe Perz will be presenting CORHA at HICPAC’s December meeting. This has potential as a powerful “launching point” and test run of CORHA messaging, to be discussed in more detail later in this session.


Workgroups A and B Updates
Workgroups A and B provided updates on their progress to-date, as represented in the attached documents (double-click to open):





Discussion included the following points.
Workgroup A is considering APHL and ASM representatives as potential working members of this group.
CORHA will need an ongoing communication mechanism between Workgroups A and B. This could include:
Short updates incorporated into regular workgroup calls
Cross-group coordination by ASTHO/CSTE staff
Call notes and work plans
Coordination between workgroup chairs
Basecamp
CORHA also needs to consider what communications mechanisms to use among/between various other audiences.
Basecamp is an internal mechanism.
The Council needs to determine how to “push” information out to various stakeholders to build awareness and engagement.
It also needs to develop common messaging for use by members.
How do we avoid duplication with others, for example, SHEA?
The Branding and Marketing small group will consider these issues later in this session.
The group discussed which organizations might be approached to solicit members for Workgroups A and B. Members could be either “sustained” or “ad hoc.” A list of organizations follows:
Increased state health department representation
Facilities, including hospitals and nursing homes; at the present time, APIC and SHEA’s participation is considered sufficient
APHL
Increased participation by NACCHO/local health department representatives
ASM
Legal experts; the group agreed that standing legal entities at Council member organizations can fill this role
ARLM
Exploration within Workgroups A and B of representation by other federal agencies, e.g.:
FDA
CMS
Veterans Administration
CORHA may be more ready to approach some of these organizations than others.
There is a desire to keep the workgroups smaller and more focused in their early stages; “ad hoc” members are an appropriate future consideration.
At a future meeting, CORHA’s Governance Committee will consider:
How it might fill the workgroup member gaps
The appropriate pacing of a desired approach
As outlined in CORHA guidance documents, Workgroups A and B will each have a Chair and Co-Chair.
Wendy Bamberg will serve as Chair of Workgroup A.
The other positions remain to be filled.
Workgroups A and B agreed to the following regarding pathogens of interest.
Workgroup A is developing a table to frame its work to standardize outbreak and adverse event definitions and thresholds for reporting.
Per Workgroup B’s interest, it will add scabies to its definitional table.
Workgroup B is interested in investigation and control of scabies, particularly in long-term care facilities.
It is useful information for front-line practitioners.
Workgroup A is emphasizing CRE and C diff as focus areas in its efforts to improve surveillance and reporting of outbreaks.
Workgroup B will consider what its “table” should be and will populate it as a work product.
Operationalizing Workgroup Charges
Participants worked in three small groups aligned with CORHA’s next year implementation priorities to provide guidance for operationalizing the charge for each of these priorities. Groups A and B completed the following assignment:
Identify a limited number of specific results to be achieved by the Workgroup.
Identify deadlines and accountabilities for each result:
By the CORHA Spring Meeting (May 2017)
Within the next year (November 2017)
Workgroups A and B also began to develop more detailed elements of their plans. A summary of the small group reports follows.
Workgroup A: Detection and Reporting (Wendy Bamberg, Marion Kainer, Lisa Tomlinson, Lilly Kan, Kathy Seiber, Ryan Fagan, Nicole Bryan, Elizabeth Ruebush, Alexa Limeres)
The small group output for Workgroup A can be accessed by double-clicking on the icons below.

    
Workgroup B: Investigation and Control (Joe Perz, Waleed Javaid, Dawn Tarashita, Srihari Seshadri, Jessica Helms, Alyssa Farmer, Steven Franklin, Matthew Crist)
The small group output for Workgroup B can be accessed by double-clicking on the icons below.

    

The third small group considered branding and marketing the Council. This group considered the following questions:
What is the purpose of branding/marketing CORHA?
What do you see as the core elements of the CORHA “brand?” What would you like CORHA to be known for?
What do you see as the most effective means by which to market/communicate CORHA to/from key stakeholders? What’s our platform?
What else would you want a communications resource who may help CORHA with branding/marketing to know?
A summary of the small group report follows.
Branding and Marketing: (James Blumenstock, Meredith Allen, Elizabeth Mothershed, Dhara Shah, Sara Chang, Monica Huang, Erin Laird)
Purpose
What we do, resources, how we’re distinct
Establishing authority, credibility and legitimacy 
Entities involved, reputation 
Nimble, responsive, guidance timely
Core Elements
Articulating value-added, uniqueness 
Clearance process? Balancing nimbleness with bureaucracy
Organizational level for “big” products
Council level for other products
Collective voice/messaging on behalf of the field
Advancing national dialogue, federal work
Convener of partners, coordination, communication 
Platform for community of practice
Questions regarding the above:
Approval process for guidance, products, standards
What/who are we advising (not a FACA)?
Are we “responders?”
Do we conduct IPRs/AARs?
Means
Audience: spectrum of public health stakeholders
Logo and website development, updates and management
Flyers
Social media
Slide deck template
Present as CORHA, not linked to organizations
Establish a standing marketing and communications workgroup?
Staff
Council members
Marketing and communications staff from Council member organizations/partners
Evaluate impact of efforts (hits, etc.) to convey the importance of the work, the degree of implementation.
Attendance/representation at meetings
Elevator pitch/messaging
Not just reaching technical specialists, also communications (like NPHIC)
Hosting/promoting resources/clearinghouse 
Framing of federal partners, membership
Questions regarding the above:
Voting in bylaws – what if CDC doesn’t approve, but the Council does?
To what extent will we review resources/guidance for the clearinghouse?
What are the criteria for “launching” website/products?
What are our communications metrics/indicators?
Who is our audience? Who are we engaging?
Who will be responsible for communications? Is it a marketing and communications workgroup?
Dynamic/coordination with national centers
What is the role, framing and approval of federal involvement?
The group also developed talking points for CORHA representatives as they interact with the media and other audiences.
Talking Points
There have been dramatic decreases in most infections. 
We have a national plan and are making investments.
We’re talking about multiple infections across multiple settings.
There are disparate systems; there’s an opportunity to align data.
This is not a new problem and we have made progress.
There is not a national requirement for surveillance.
There are Healthy People 2020, CARB goals.
How do we plug in CORHA in this context?
This is an initiative that will move us further, faster.
We have the CORHA one-pager as background.
Add to the one-pager: member organizations and who they serve.
We have the strategic map as our course of action.
Convener of partners and levels
Local
State
Federal
What is unique about CORHA?
This is a national systems approach – “reconciliation.”
Inclusion of facilities is part of the web.
SHEA
APIC 
Mention the impact of these relationships – so what?
Surveillance for prevention
Do we understand what an outbreak is?
This is what we’re trying to sort out.
Is it the word outbreak? 
Could we get examples?
We could focus on emerging infections.
It is also about severity and what is normal.
Better surveillance equals increased identification until prevention kicks in.
Need to be balanced with containing infections we do know about
Examples for where we have made progress are important.
CLABSCI
CAVITI
Etc.
Correct inaccuracies.
Acknowledge deficiencies.
Articulate why CORHA is important.
Examples of what CORHA has already accomplished
There was an official CDC response to the first Reuters article.
This is the first time we’re collaborating and coordinating to address resistance.
What is unique about CORHA and what is its impact?
Some things are “never events,” but some aren’t.
CORHA vision: reducing harm, protecting patients
Standardization
Improving detection
Contain
Prevent transmission.
How do we translate this information to:
The lay person
Patients 
Caring for sick people has risks associated with it; CORHA is addressing this.
Protect patients and save lives; that’s why we’re here.
There may be talking points in ASTHO tools, Vital Signs.
Who speaks publicly for CORHA?
Do we release member/organization names?
Discussion
How do we want to engage patients? 
We had discussed involving them later, but not necessarily as members.
HICPAC meetings are public.
We are not required to make CORHA public, but why wouldn’t this be transparent?
Patient groups could provide input on products.
We’re very SME-focused; it could derail conversations with patients.
The value is in engagement, learning their concerns.
We need help finding answers and fostering buy-in; right now, CORHA is focused on finding answers.
Should we engage Vital Statistics at some point?
Death could be a form of surveillance, display burden.
Uncertain on how that would fit in CORHA’s mission
Hepatitis C deaths are used to calculate:
Burden
Cost
Relevance                                                                            
Next Steps
At the end of the session, the group established the following next steps.
Laurie Schulte will provide a written summary of highlights from the meeting to ASTHO/CSTE staff for distribution to Council members.
The Governance Council will consider whether CORHA operating guidelines need more specificity around communications.
Inbound requests for communication/information will be funneled through ASTHO/CSTE staff. Staff will engage CORHA Co-Chairs when appropriate.
CORHA members will be represented on its website by their names and their CORHA organization affiliation (e.g., the six national organizations that comprise CORHA). Member employer information will not be included.
ASTHO/CSTE staff will develop a membership roster for Workgroups A and B, aligned with CORHA bylaws.
Staff will bring recommendations/next steps regarding an external marketing/communications resource to the Governance Committee for consideration. In the near term, there will be no CORHA marketing/communications workgroup.
If additional support staff for CORHA is needed, it should be built into future CDC Cooperative Agreements with ASTHO and CSTE. 
CORHA should determine these needs, if any, by March of 2017.
This will inform the next Cooperative Agreements which run from 7/1/17 through 6/30/18.
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Outline



Background – Overview of ICAR Activity A4



A4 Reporting Template

I. Tracking

II. Detection/Reporting

III.  Investigate

IV. Coordination/Communication/Outreach













ICAR Activity A

A.1: Expand State HAI Plan and Advisory Group

Incorporate concept of on-site assessment, gap-assessment, spectrum of healthcare

Add partners including ASPR-funded Hospital Preparedness Program (HPP); others

A.2: Improve coordination between DOH and healthcare settings

Inventory of facilities, by type of setting

Identify regulatory/licensing and other oversight authorities

Infection control capacity and competency requirements

A.3: Assess readiness of designated Ebola facilities

Conduct on-site assessments of all designated Ebola assessment hospitals (or treatment centers, if any)

Determine gaps in readiness

Address gaps through consultation/training using CDC-based resources; develop mitigation and implement plan with hospital

Follow up to confirm mitigation of gaps

A.4:  Assess and improve HAI outbreak reporting and response

Evaluate capacities to detect, report and respond

Standardize an approach to assessment

Across setting types







I. Tracking



Maintaining an electronic database of HAI outbreaks and response activities allows the health department to review and summarize information to identify strengths and gaps in reporting and investigative capacity.  









		Which systems are used to track outbreak /response activities? Check all that apply.    				

				Number		Percentage

		Microsoft Excel		36		59%

		Microsoft Access		18		30%

		Microsoft SharePoint		6		10%

		RedCap		3		5%

		NORS		25		41%

		Other		38		62%







I. Tracking







Median =  58

   AVG     = 127

				AVG % of Total

		Active participation from health dept.		75%

		HAI program involvement		44%

		Provided lab support		52%

		On-site component		22%

		Identified by surveillance data		42%



Data submitted July 2016 from 49 states, D.C. and 5 large cities (NYC, LA, HOU, CHI, PHI)





Number of Jurisdictions Reporting

Total HAI Outbreaks/Investigations in 2015 

<	15	16-49	50-100	101-150	151-200	201+	11	12	8	9	4	6	# HAI Outbreaks/Investigations



# Jurisdictions





II. Detection/Reporting



Requirements for reporting outbreaks vary from jurisdiction to jurisdiction. Infections transmitted in the course of healthcare delivery (i.e., HAI) are not always covered explicitly in these requirements. 



Ultimately, clear reporting requirements and active communication of your health department’s role and expectations will enable better detection of HAI outbreaks and facilitate a timely response. 









II. Detection/Reporting





		Specified in outbreak reporting requirements:		% of Jurisdictions

		How to report		98%

		When (timeframe) to report		96%

		Information required when reporting		69%

		Local and regional HD notification to state HD		67%



		Reporting requirements for notification of HD specifically for:		% of Jurisdictions

		Clusters or suspected outbreaks of HAI		84%

		Single case of novel MDRO or other diseases of interest		84%



Data submitted July 2016 from 49 states, D.C. and 5 large cities (NYC, LA, HOU, CHI, PHI)





III. Investigate





To assure healthcare quality and patient safety, health departments must have the ability and resources to investigate HAI outbreaks and related disease reports and adverse events. 



Timely identification of appropriate control measures often depends on the availability of adequately trained and qualified staff. 









III. Investigate







		Staffing limitations routinely encountered 
while conducting investigations		% of Jurisdictions

		Infection Control Assessment		44%

		Laboratory		40%

		Data Management/Analytics		38%

		Communications		28%

		General Epidemiology		20%



		Areas the HAI program would benefit from additional 
investigation forms, tools or training materials		% of Jurisdictions

		Reprocessing errors		58%

		CRE/MDROs: general		50%

		Dialysis: general		47%

		Outpatient: general		35%

		Laboratory guidance		26%

		Unsafe injections		25%

		Patient notifications guidance		24%



Data submitted July 2016 from 49 states, D.C. and 5 large cities (NYC, LA, HOU, CHI, PHI)





IV. Coordination/Communication/Outreach



Ensuring good communication pathways are in place both internally and externally facilitates:



detection and reporting

a coordinated response including timely investigation and institution of control measures

notification of exposed patients when indicated

prevention of similar incidents in the future.











IV. Coordination/Communication/Outreach









				% of Jurisdictions

		Does your program have experience conducting patient notifications in the context of infection control breaches or outbreak situations?		86%



		Since January 2015, has your program discussed plans to improve outbreak response with any of the following:  [check all that apply]		% of Jurisdictions

		Multidisciplinary Advisory Group		76%

		LTC Facilities/Partners		61%

		Acute Care Facilities/Partners		59%

		State Hospital Association		51%

		ASC Facilities/Partners		24%

		State APIC chapter or equivalent		17%

		Dialysis Facilities/Partners		7%

		Medical Board		6%



Data submitted July 2016 from 49 states, D.C. and 5 large cities (NYC, LA, HOU, CHI, PHI)





Thank You!





For more information please contact Centers for Disease Control and Prevention



1600 Clifton Road NE,  Atlanta,  GA  30333

Telephone: 1-800-CDC-INFO (232-4636)/TTY: 1-888-232-6348

Visit: www.cdc.gov | Contact CDC at: 1-800-CDC-INFO or www.cdc.gov/info



The findings and conclusions in this report are those of the authors and do not necessarily represent the official position of the Centers for Disease Control and Prevention.

National Center for Emerging and Zoonotic Infectious Diseases

Division of Healthcare Quality Promotion
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Workgroup B: Outbreak Investigation and Control  


Workgroup Charge 


 
    *   An Investigation and Control Workgroup of CORHA is developed for the purpose of identifying 
consistent and coordinated approaches to investigation and control of infectious disease outbreaks and 
exposure events within healthcare facilities and in various ambulatory settings.  Settings of interest 
include the following: acute care hospitals, long term care facilities, dialysis, ambulatory surgery centers, 
long term acute care hospitals, and provider clinical offices.  Outbreaks of interest for 2016-2017 
includes those resulting from the following pathogens or infection types: 
 
Antimicrobial Resistant Pathogens 


 CRE 


 MDR Gram-negatives 


 Clostridium difficile 


 Bacterial/other (e.g., Staphylococcus aureus) 


 Nontuberculosis Mycobacteria (extrapulmonary) 


 Candida auris 
 
The workgroup is tasked with the following activities: 
 
 1.  Define appropriate levels of response.  The workgroup will: 
    1.1   Evaluate existing standards and best practices in place from across the country with regard to the 
levels of response needed for infection and exposure events for each pathogen or infection type, by 
setting. 
    1.2   Articulate recommended thresholds: number of cases (by setting) that warrant investigation and 
control for a suspected outbreak. 
    1.3   Identify a standard set of qualitative and quantitative data elements to be assessed in the 
investigation and control of a suspected outbreak. 
 2.  Improve response to investigation and control of outbreaks to public health. The workgroup will: 
    2.1   Evaluate existing best practices in place throughout the country which lead to thorough, timely, 
and accurate investigation and control of outbreaks from various clinical settings to public health 
agencies. 
    2.2   Understand clearly the qualitative and quantitative information requirements of public health 
agencies necessary to investigate and control outbreaks for each pathogen or infection type, by setting. 
    2.3   Understand clearly the resource and informational limitations in each healthcare setting, for each 
infection type, which affect the thorough, timely and accurate investigation of suspected outbreaks. 
    2.4   Articulate recommended standards to guide the thorough, timely and accurate investigation and 
control reporting of outbreaks from various healthcare settings. 
    2.5   Evaluate, identify, or develop if necessary, resources and training materials aimed at improving 
the practice of healthcare settings for the thorough, timely and accurate investigation and control of 
suspected outbreaks. 
 3.  Improve data management for outbreak investigation and tracking. The workgroup will: 
    3.1   Identify and evaluate existing data management systems in use which are intended to facilitate 
the management of outbreak investigation and tracking. 
    3.2   Understand clearly and evaluate the workflow processes and performance of public health 
agencies' use of data management systems for outbreak investigation and control.  From this, identify 
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best practices in use of these systems which ensure timely and accurate investigation of suspected 
outbreaks in response to information these surveillance systems provide.  
    3.3   Evaluate, identify, or develop if necessary, training materials aimed at improving public health 
agencies' use of surveillance systems to ensure timely and accurate response to information provided 
through existing systems. 
 
Additional pathogens for future consideration: 
 


 Emerging infectious diseases 


 MRSA 


 Bloodborne pathogens 


 Group A Streptococcus 


 Device-associated infections 
o CLABSI 
o CAUTI 
o SSI 
o VAP 


 Respiratory 
o Influenza 
o Legionella 
o Tuberculosis 


 Mycotics (non-Candida auris) 


 Enterics 
o Norovirus 


 Events 
o Infection control breaches 
o Drug diversion 
o Drug contamination 
o Product contamination  


 Toxic Anterior Segment Syndrome 
o Other non-infectious outbreaks 
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Workgroup B: Outbreak Investigation and Control  


October 19, 2016 – Call Notes 
 
Participants: 
Elizabeth Mothershed (CDC) 
Elizabeth Ruebush (ASTHO) 
Jay Butler (AK, ASTHO) 
Jessica Helms (CSTE) 
Joe Perz (CDC) 
Kathy Sieber (CDC) 
Marion Kainer (TN, CSTE) 
Matt Crist (CDC) 
Nicole Bryan (CSTE) 
Sri Seshadri (Barren River Health, NACCHO) 
 
Workgroup members unable to attend today’s call:  
Dawn Terashita (LA County, NACCHO) 
Zack Moore (NC, CSTE) 
  
Selection of chair/co-chair: 
The workgroup chair/co-chair would be responsible for leading and moderating discussion and decision-
making on calls, maintaining timelines, representing the workgroup in the full council, and identifying 
needed SMEs to add to the workgroup.  ASTHO and CSTE staff would manage the administrative side of 
the workgroups (e.g., scheduling calls, note-taking, etc.).   
Discussion:  


 Suggestion that this position be time-limited to 12 months – the workgroup could then revisit. 


 Suggestion that the workgroup consider having a vice-chair position, rather than a co-chair.  The 


vice-chair would step in for the chair if he/she were unavailable to lead the call, and would 


rotate into the chair position after a set amount of time. 


 Suggestion that the workgroup capture on paper the expected responsibilities of the chair, and 


then put out a call to solicit statements of interest. 


 Action Item: ASTHO/CSTE staff will draft language on chair responsibilities.  A call for chair 


nominations/statements of interest will go out once workgroup membership is built out.  


 


Review charge, discussion of Activity 1.1 and Activity 2: 


 Identify consistent and coordinated approaches to investigation and control of infectious 


disease outbreaks 


 Activity 1.1 Define appropriate levels of response; Evaluate existing standards and best 


practices in place from across the country with regard to the levels of response needed for 


infection and exposure events for each pathogen or infection type, by setting. 


 Is there currently adequate guidance for investigation?  


o What is the response we’re evaluating? Is there a national standard for what we’re 


evaluating regarding appropriate levels of response? 
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 How did CIFOR approach this question?  After checking with CIFOR staff, it seems like they did 


not characterize appropriate levels of outbreak response. This is something unique to CORHA 


 Suggestion that Activity 2 might be a better place for the workgroup to start. 


 Activity 2: Improve response to investigation and control of outbreaks to public health. 


o For example, with X amount of cases of Y pathogen, do Z amount of investigation  


 Different levels of response necessary based on number of cases, type of 


outbreak  


o Frame as best practices 


o If the threshold is low, the appropriate response might just be a phone consultation  


 Can also lay out circumstances when a site visit or some more active 


investigation is advisable 


o Is ‘response’ aimed at health departments or healthcare facilities? 


o May be useful to develop/expand tools based on ICAR tools (e.g., observation checklist 


for dialysis facilities, etc.). 


o Activity 2.2 and 2.5: what can we do to better understand capacities in facilities for 


outbreak investigations?  Do they vary by facility/pathogen?  What can fill these gaps?  


The self-assessment tool from ICAR may be a tool to approach these questions. 


 States identify gaps with self-evaluation  


 Should guidance be targeted to health departments or facilities? 


 How to translate the charge into a workplan and timeline? 


 


Suggest members/SME gaps and how to fill them: 


 SHEA and APIC perspectives are needed. 


 Include levels of participation in the workgroup – long term members vs. shorter term subject-


specific participants 


 How to elicit participation from a wider range 


o Could advertise/recruit on CSTE HAI Subcommittee  


 Strategy for identifying participants 


o Identify workgroup mission and gaps before recruiting additional members 


o Could ask for those who are interested, asking for their areas of expertise   


 Action Item: ASTHO/CSTE staff will reach out to SHEA and APIC staff & CORHA representatives 


to identify additional members for Workgroup B.  


Next call: 


 Action Item: Complete the scheduling poll to identify a date/time for the next call.  


  



http://doodle.com/poll/uvcp3492xw6qiedz
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Workgroup B: Outbreak Investigation and Control  


November 10, 2016 – Call Notes 
 
Participants: 
Elizabeth Ruebush (ASTHO) 
Jay Butler (AK, ASTHO) 
Jessica Helms (CSTE) 
Joe Perz (CDC) 
Kathy Sieber (CDC) 
Mohamed Yassin (University of Pittsburgh, SHEA) 
Nicole Bryan (CSTE) 
Sri Seshadri (Barren River Health, NACCHO) 
Zack Moore (NC, CSTE) 
 
Workgroup members unable to attend today’s call:  
Dawn Terashita (LA County, NACCHO) 
Elizabeth Mothershed (CDC) 
Marion Kainer (TN, CSTE) 
Matt Crist (CDC) 
 
Update on workgroup recruitment; introduction of new member(s) 


 Mohamed Yassin from the University of Pittsburgh has joined the workgroup as a SHEA 
representative to provide a facility perspective 


o Works as a hospital epidemiologist and medical director for infection control 


 Zack Moore, acting State Epidemiologist for North Carolina with long standing interesting in HAI 
and PH response, has joined the group as well 


 Active outreach to SHEA, APIC, and NACCHO by ASTHO and CSTE 
o Mohamed joined for SHEA on workgroup A and B 
o Waiting to hear back from APIC for suggestions 


 
Review Workgroup Leadership Roles and Responsibilities; call for nominations/statements of interest   


 Goal for the document to be incorporated into operating guidelines (being developed by the 
Governance Committee) 


 Action/Item: Please review and send ASTHO/CSTE additional comments or suggestions 


    Action/Item: ASTHO/CSTE will reach out to solicit statements of interest for chair or vice chair 
 
Next steps for operationalizing workgroup charge 


 Matt Christ has summarized Activity 2.2 and 2.5 of the workgroup charge and will be sharing at 
the in-person meeting 


o The summary will be posted to Basecamp or disseminated via email 


 Need to develop a workplan to address the abstract questions pertaining to the workgroup 
charge 


 Workgroup A has created a draft reporting shell from the priority pathogen list  
o Established tentative thresholds for reporting in different settings by pathogen 
o Focused on how to better detect events and define triggers 


 Workgroup B can focus on what are the control measures and the investigation steps? 
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 Suggestion to work through the individual pathogens and look for commonalities/similarities 
that would allow for more general statements 


 Suggestion to make sure that people are aware of critical events (when facilities lack expertise) 
o Relates to question of defining a critical number 


 Reminder that some thresholds may be situational dependent 
o For example, linking incidents to multiple shared exposures rather than a distinct 


number to dictate what level of intervention is necessary 
o Maybe one of the needs involves identifying when a single case is enough? 


 Reminder that jurisdictions vary geographically in what is/is not reportable 


 Mohamed relays that reporting will not burden hospitals because they recognize the 
importance and benefit 


o For example, with C. diff, they rely on someone to notice high numbers 
 Lacking sensitivity and specificity  


o Need to know the next steps because not coming up with answers 


 Advantage of talking to the health department is putting together the patterns from different 
facilities 


o Goal of thresholds is to help departments decide how to prioritize and appropriately 
scale the response 


 C. diff example resonates with the familiar example of an increase in one unit in the context of 
overall high rates or different rates in molecular testing 


o Raises issue of antibiotic utilization  


 Reframe guidance in terms of factors to consider in gaging your response 
o Examples: recent increase from estimated baseline, multiple cases associated with 


potential common exposure, high virulence or transmissibility (such that a single case or 
small number warrants more attention), something novel to the facility, public 
perception, and patient or staff concerns  


 Reminder that situations exist where the threshold is lower due to limited capacity of the facility 
to know appropriate response 


 Potential offerings in terms of tools this workgroup might offer? 


 What format did Zack’s training materials for outbreak investigation take?  What format does 
this workgroup anticipate? 


o His trainings were basic outbreak investigation trainings, in person and on a rotating 
basis for local health departments  


 Combination of didactic and small group 


 Imagine this group to provide tools along CIFOR model 
o Capture guidance in bulleted form 
o Help people think through appropriate levels of investigation and control  


 North Carolina has guidance on triggers for reporting and appropriate level for response 
o Assisted living must report outbreaks of communicable disease back to their local health 


department 
o Worked with regulatory agency to create a memo of general guidance, not numerical 


threshold  
 Guidance around GI and respiratory illness 
 Define outbreak for reporting as ‘increase above expected in either illness 


among residents or staff with same identified infectious cause or illness among 
residents or staff with similar symptoms but no identified infectious cause’ 
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 North Carolina has a document that says if a surveyor identifies something they 
will contact public health and provides steps to take as far as intervention 


 
Report-out for CORHA in-person meeting (Nov. 17-18) 


 The in person meeting will have time for breakout groups for Workgroup A, Workgroup B, and 
marketing/branding.  


 Discussion will be broader in terms of advice and desired offerings from groups, as well as 
suggestions in terms of priority activities  


 Joe volunteered to report out for Workgroup B  
 
Next Call 


 Timeline to meet deliverables by June 30, 2017 


 Action Item: Elizabeth will send a doodle poll to schedule the next call for the week of 
November 28 or December 5 
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Workgroup A: Outbreak Detection and Reporting 


Workgroup Charge 


 
    *   A Detection and Reporting Workgroup of CORHA is developed for the purpose of identifying 
standardized approaches to detection and reporting of infectious disease outbreaks and exposure 
events within healthcare facilities and in various ambulatory settings.  Settings of interest include the 
following: acute care hospitals, long term care facilities, dialysis, ambulatory surgery centers, long term 
acute care hospitals, and provider clinical offices.  Outbreaks of interest for 2016-2017 include those 
resulting from the following pathogens or infection types: 
        
Antimicrobial Resistant Pathogens 


 CRE 


 MDR Gram-negatives 


 Clostridium difficile 


 Bacterial/other (e.g., Staphylococcus aureus) 


 Nontuberculosis Mycobacteria (extrapulmonary) 


 Candida auris 
 
The workgroup is tasked with the following activities: 
 
 1.  Create standard definitions for outbreaks and exposure events and thresholds for reporting.  The 
workgroup will: 
    1.1   Evaluate existing standards and best practices in place from across the country with regard to the 
number of cases needed to constitute an outbreak for each pathogen or infection type, by setting. 
    1.2   Articulate recommended thresholds: number of cases (by setting) that constitute an outbreak. 
 
 2.  Improve reporting of outbreaks and exposure events to public health. The workgroup will: 
    2.1   Identify a standard set of qualitative and quantitative data elements to be included in the 
reporting response to the public health agency of jurisdiction to facilitate timely and accurate response 
to the outbreak. 
   2.2 Evaluate existing best practices in place throughout the country which lead to thorough, timely, 
and accurate reporting of outbreaks from various clinical settings to public health agencies 
    2.3   Understand clearly the qualitative and quantitative reporting requirements of public health 
agencies necessary to evaluate and respond to each pathogen or infection type, by setting 
    2.4   Understand clearly the resource and informational limitations in each healthcare setting, for each 
infection type, which affect the thorough, timely and accurate reporting of outbreaks. 
    2.5   Articulate recommended standards to guide the thorough, timely and accurate reporting of 
outbreaks from various healthcare settings and provider types to public health agencies. 
    2.6   Evaluate, identify, or develop if necessary, training materials aimed at improving the practice of 
healthcare settings/providers to the thorough, timely and accurate reporting of outbreaks to public 
health agencies. 
 
 3.  Improve the use of existing surveillance systems to detect outbreaks. The workgroup will: 
    3.1   Identify and evaluate existing reporting systems in use which are intended to facilitate the 
exchange of thorough, timely and accurate information for purpose of reporting outbreaks. 
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    3.2   Understand clearly and evaluate the workflow processes and performance of public health 
agencies' use of these systems for outbreak identification.  From this, identify best practices in use of 
these systems which ensure timely and accurate response to information these surveillance systems 
provide.  
    3.3   Evaluate, identify, or develop if necessary, training materials aimed at improving public health 
agencies' use of surveillance systems to ensure timely and accurate response to information provided 
through existing systems. 
 
Additional pathogens for future consideration: 
 


 Emerging infectious diseases 


 MRSA 


 Bloodborne pathogens 


 Group A Streptococcus 


 Device-associated infections 
o CLABSI 
o CAUTI 
o SSI 
o VAP 


 Respiratory 
o Influenza 
o Legionella 
o Tuberculosis 


 Mycotics (non- Candida auris) 


 Enterics 
o Norovirus 


 Events 
o Infection control breaches 
o Drug diversion 
o Drug contamination 
o Product contamination  


 Toxic Anterior Segment Syndrome 
o Other non-infectious outbreaks 
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Workgroup A: Outbreak Detection and Reporting 


October 19, 2016 – Call Notes 
Participants:  
Elizabeth Ruebush (ASTHO) 
Jessica Helms (CSTE) 
Joe Perz (CDC) 
Linda Greene (URMC, APIC) 
Marion Kainer (TN, CSTE) 
Nicole Bryan (CSTE) 
Ryan Fagan (CDC) 
Wendy Bamberg (CO, CSTE) 
 
 
Selection of chair/co-chair: 
The workgroup chair/co-chair would be responsible for leading and moderating discussion and decision-
making on calls, maintaining timelines, representing the workgroup in the full council, and identifying 
needed SMEs to add to the workgroup.  ASTHO and CSTE staff would manage the administrative side of 
the workgroups (e.g., scheduling calls, note-taking, etc.).   
Discussion:  


 Suggestion that this position be time-limited (maybe 12 month period) 


 Suggestion that the workgroup consider having a vice-chair position, rather than a co-chair.  The 


vice-chair would step in for the chair if he/she were unavailable to lead the call, and would 


rotate into the chair position after a set amount of time. 


 Action Item: ASTHO/CSTE staff will draft language on chair responsibilities.  A call for chair 


nominations/statements of interest will go out once workgroup membership is built out.  


 


Review charge & discussion of Activity 1.1: 


 Create standard definitions for outbreaks and exposure events and thresholds for reporting. 


 Activity 1.1: Evaluate existing standards and best practices in place from across the country with 
regard to the number of cases needed to constitute an outbreak for each pathogen or infection 
type, by setting. 
 


Discussion:  


 


 Must consider which pathogen and which setting 


o Concept: what is the trigger for reporting 


o CRE: a single case in an institution that didn’t previously/doesn’t currently have any 


cases  


o MDR Gran-negatives: statistically significant increase over endemic rates  


 How would this differ by setting? May be of more concern 


o C. diff: similar to Staph aureus: single case not enough to trigger reporting or outbreak 


type investigation – would require more background rates 


 Look at endemic rate and see if there’s a significant increase, take time period 


into consideration  
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 How much of an increase? 5%? 10%? What if there is a slow, steady 


increase over time? 


 Also consider mortality 


 Is there a number of new CDI cases that PH would definitely want to hear 


about? 


 Not necessarily a number within a facility but in a unit 


 3 new cases within one unit in a 7-10 day period 


 May be different thresholds for different facility types 


o Threshold may need to be less in general to be able to respond 


sooner to certain facilities, like rural nursing homes  


 Also consider – staff turnover and level of experience 


o NTM (extrapulmonary): often a single case would be enough 


o Candida auris: a single case would trigger reporting 


o How to define what warrants further investigation?  Wouldn’t need to be an ‘outbreak’ 


– it may be a severe breach. 


o  


 ‘Above baseline’ is typically used  


o For some facilities, the baseline may not be accurate. 


o Many facilities don’t know what their baseline is, or how to determine it 


o The baseline infection rate may also be very high  


 How can we do this so that it is meaningful to facilities? 


o Suggestion to break out discussion by pathogen and by setting – the trigger for 


reporting may vary for each. 


 Ex. In a dialysis setting, more significant if you have more cases of C. diff as 


compared to a large acute care hospital 


 Whatever criteria the workgroup establishes should not require facilities to do 


complex statistical analysis.  Need to think from the perspective of a less 


sophisticated facility. 


 Frame to facilities as: If you have a baseline, do ‘x’.  if you do not have a 


baseline, do ‘y’. 


 Also separate out what constitutes an outbreak vs. what constitutes a trigger for 


reporting to PH 


 When should PH know about it?   


o PH would rather know sooner than later.  Would be helpful to frame as, “these are the 


general rules, but if you’re worried, call your health department.” 


 Facilities are on the side of underreporting than overreporting 


o Ensure that this is not to be confused with regular surveillance 


o Need to consider what is reportable in each state (and acknowledge that reportability 


varies by state) 


o Also  consider explicit vs. implicit reporting 


o  


 What is the response after they report to PH?  


o Could involve some interaction with Workgroup B 


 Table shell  
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 Action Item: Workgroup members will add to the table shell for reporting conditions. 


 


Suggest members/SME gaps and how to fill them: 


 Members of full council – participation in workgroups more long term 


o Consider bringing in additional SMEs for short term  


o CDC SMEs who work on dialysis settings may add a helpful perspective. 


 A local public health perspective is needed 


 Group may need to be larger, in general  


 Action Item: CDC will identify and invite dialysis setting SMEs to join Workgroup A, as 


appropriate.  ASTHO/CSTE staff will reach out to NACCHO staff/NACCHO CORHA rep to identify a 


local public health representative 


 


Next call: 


 The next Workgroup A call will be held November 9th at 3pm Eastern. 


 
  



https://docs.google.com/document/d/16TzPQ9TIvJgT7dw-88Mw4IPM-S7afTpgsVT2mMVzeTI/edit
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Workgroup A: Outbreak Detection and Reporting 


November 9, 2016 – Call Notes 
 
Participants: 
Elizabeth Ruebush (ASTHO) 
Jessica Helms (CSTE) 
Joe Perz (CDC) 
Linda Greene (URMC, APIC) 
Mohammad Yassin (UPittsburgh, SHEA) 
Nicole Bryan (CSTE) 
Ryan Fagan (CDC) 
Wendy Bamberg (CO, CSTE) 
 
 
Update on workgroup recruitment; introduction of new member(s) 


 Additional representative from SHEA – Mohammed Yassin, Medical Director for Infection 
Control and Hospital Epidemiology, University of Pittsburgh 


 Introductions from existing workgroup members 
Review Workgroup Leadership Roles and Responsibilities; call for nominations/statements of interest 


 Process for nominating chair, responsibilities for the chair 


 12 month term  


 Responsibilities: developing agendas for workgroup meetings, leading discussion during calls 
and meetings, overseeing progress toward objectives, maintaining workgroup timelines, oversee 
addition of SMEs, representing workgroup within full Council 


 Chair/Vice-chair – support structure  


 Vice chair would rotate into chair position after 12 months 


 Lead workgroup and represent workgroup in full council if chair is not present 


 CSTE/ASTHO staff 


 Support chair/vice-chair with calls, meetings, note-taking 


 Email Elizabeth and Nicole with any comments/suggestions on the leadership 
roles/responsibilities document  


 Incorporate this document into operating guidelines document 


 Action Item: CSTE/ASTHO staff to do additional outreach for chair/vice-chair  
 


Next steps for operationalizing workgroup charge 


 Review notes from previous call  


 Table shell for reporting conditions in google docs 
o Suggestions as a place to start 
o For each field: threshold to reporting to PH, initial investigation by facility, and 


outbreak definition - If the facility has a baseline, what would you consider to have the 
conditions met (vs. a facility that may not have a baseline) 


o One situation that may occur - If a facility has a high baseline, but has never reported 
to PH (so PH is not aware of the current baseline) 


o CRE  
 Acute care hospital 
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 If there are 2 cases of CRE at the same facility with the same 
genus and species – PH would want to know and would do 
additional investigation 


o If carbapenemase-producing, PH would want to know if 
even one case 


o How would this differ in states where CRE is/is not 
reportable? 


 10% above baseline per month (10% as starting point for 
discussion) 


 Other facility types – kept mostly the same for other facility types, with 
exceptions: 


 LTCF – one case of CRE in LTCF – enough for reporting 
o Lack of strong infection prevention in LTC setting 


 Outpatient – may depend on type of outpatient facility  
 Outbreak definition – include PFGE? 
 Threshold for facility to do investigation and outbreak definition – LTCF 


increased from one case to 2 cases 
 Any caveats that would lower the threshold? Following invasive 


procedures? 
 Some facilities may not have that information readily available  
 Source of report might not align with facility designations (esp. non-


acute care examples) 
 An acute care hospital might pick up that a patient from a nursing home 


that has CRE 


 Threshold is one case – does hospital report to PH? 


 Guidance: notify with only one case if admitted from another 
facility 


 If notifying with every case, would this just make it reportable?  
o Considering states where CRE is not reportable 


 Bring in additional SMEs closer to CRE issues 
 How easy/difficult would reporting be? Would chart reviews be involved 


(yes – in the case of determining if patient were transferred) 
 Communicate with previous facility if current facility identifies patient 


with CRE 


 Does interfacility communication fall within the scope of this 
group?  


 In NYS – keep a log of communications with other facilities  
 In states where CRE is reportable – does this make reporting between 


HCF and PH easier? Yes – this creates an advantage – easier, more timely 
to detect  


 Only because volume of cases is low (this wouldn’t be the case 
with all other pathogens) 


 CO – PH pushes interfacility communication upon receipt of report of 
CRE  


 Develop guidance from different points of view with regard to reporting 


 Action Item: workgroup members to further consider CRE in this table  


 Action Item: CDC will reach out to CRE SMEs  
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 Action Item: Identify another with state/local perspective to participate in discussion  
 


Report-out for CORHA in-person meeting (Nov. 17-18) 
 


Schedule next call (?) 


 Doodle poll to identify date/time for next call 
 


 







Keeping in mind: 
·​         ​Baseline known vs. unknown 
·​         ​Variety of experience (eg rural NH) 
·​         ​Try to keep simple (eg X cases in Y time period), but allowing flexibility (what if X cases in Y+1 time period) 


    ACH CAH LTACH LTCF Dialysis Outpatient 


CRE Threshold 
for 
reporting to 
PH 


2 cases of same 
genus/species within 
1 month, or 1 
CP-CRE, or 10% 
above baseline per 
month; 1 case 
following a procedure 
(e.g., endoscopy); 
consider a threshold 
of reporting if 1 case 
transferred from 
another facility (might 
be difficult to combine 
info to determine what 
to report) 


2 cases of same 
genus/species 
within 1 month, 
or 1 CP-CRE, or 
10% above 
baseline per 
month; 1 case 
following a 
procedure (e.g., 
endoscopy) 


2 cases of 
same 
genus/specie
s within 1 
month, or 1 
CP-CRE, or 
10% above 
baseline per 
month 


1 case of CRE 
(CP or not), or 
10% above 
baseline per 
month (if this 
is threshold, 
would a 
hospital need 
to report when 
LTCF 
transfers a pt 
to the 
hospital?) 


2 cases of 
same 
genus/speci
es within 1 
month, or 1 
CP-CRE, or 
10% above 
baseline per 
month 


2 cases of 
same 
genus/species 
within 1 month, 
or 1 CP-CRE, 
or 10% above 
baseline per 
month 


Threshold 
for facility 
to do 
additional 
investigatio
n 


2 cases of same 
genus/species or 
same CP gene within 
1 month, or 10% 
above baseline if 
baseline is >=2 cases 
per month; 1 case 


2 cases of same 
genus/species 
or same CP 
gene within 1 
month, or 10% 
above baseline 
if baseline is 
>=2 cases per 


 2 cases of 
same 
genus/specie
s or same CP 
gene within 1 
month, or 
10% above 
baseline if 


 2 cases of 
same 
genus/species 
or same CP 
gene within 1 
month, or 10% 
above 
baseline if 


 2 cases of 
same 
genus/speci
es or same 
CP gene 
within 1 
month, or 
10% above 


 2 cases of 
same 
genus/species 
or same CP 
gene within 1 
month, or 10% 
above baseline 
if baseline is 
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following a procedure 
(e.g., endoscopy) 


month; 1 case 
following a 
procedure (e.g., 
endoscopy) 


baseline is 
>=2 cases 
per month 


baseline is 
>=2 cases per 
month 


baseline if 
baseline is 
>=2 cases 
per month 


>=2 cases per 
month 


Outbreak 
definition 


>=2 cases of same 
genus/species or 
same CP gene, 
culture dates within 1 
month (PFGE?), or 
10% increase above 
baseline if baseline is 
>=2 cases per month 


>=2 cases of 
same 
genus/species 
or same CP 
gene, culture 
dates within 1 
month (PFGE?), 
or 10% increase 
above baseline 
if baseline is 
>=2 cases per 
month 


>=2 cases of 
same 
genus/specie
s or same CP 
gene, culture 
dates within 1 
month 
(PFGE?), or 
10% increase 
above 
baseline if 
baseline is 
>=2 cases 
per month 


>=2 cases of 
same 
genus/species 
or same CP 
gene, culture 
dates within 1 
month 
(PFGE?), or 
10% increase 
above 
baseline if 
baseline is 
>=2 cases per 
month 


>=2 cases of 
same 
genus/speci
es or same 
CP gene, 
culture dates 
within 1 
month 
(PFGE?), or 
10% 
increase 
above 
baseline if 
baseline is 
>=2 cases 
per month 


>=2 cases of 
same 
genus/species 
or same CP 
gene, culture 
dates within 1 
month 
(PFGE?), or 
10% increase 
above baseline 
if baseline is 
>=2 cases per 
month 


MDR 
Gram-negati
ves 


Threshold 
for 
reporting to 
PH 


2 cases of same 
genus/species within 
1 month, or 10% 
above baseline per 
month 


2 cases of same 
genus/species 
within 1 month, 
or 10% above 
baseline per 
month 


2 cases of 
same 
genus/specie
s within 1 
month, or 
10% above 
baseline per 
month 


2 cases of 
same 
genus/species 
within 1 
month, or 10% 
above 
baseline per 
month 


2 cases of 
same 
genus/speci
es within 1 
month, or 
10% above 
baseline per 
month 


2 cases of 
same 
genus/species 
within 1 month, 
or 10% above 
baseline per 
month 
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Threshold 
for facility 
to do 
additional 
investigatio
n 


2 cases of same 
genus/species within 
1 month, or 10% 
above baseline per 
month 


2 cases of same 
genus/species 
within 1 month, 
or 10% above 
baseline per 
month 


2 cases of 
same 
genus/specie
s within 1 
month, or 
10% above 
baseline per 
month 


2 cases of 
same 
genus/species 
within 1 
month, or 10% 
above 
baseline per 
month 


2 cases of 
same 
genus/speci
es within 1 
month, or 
10% above 
baseline per 
month 


2 cases of 
same 
genus/species 
within 1 month, 
or 10% above 
baseline per 
month 


Outbreak 
definition 


>=2 cases of same 
genus/species, 
culture dates within 1 
month (PFGE?), or 
10% increase above 
baseline if baseline is 
>=2 cases per month 


>=2 cases of 
same 
genus/species, 
culture dates 
within 1 month 
(PFGE?), or 
10% increase 
above baseline 
if baseline is 
>=2 cases per 
month 


>=2 cases of 
same 
genus/specie
s, culture 
dates within 1 
month 
(PFGE?), or 
10% increase 
above 
baseline if 
baseline is 
>=2 cases 
per month 


>=2 cases of 
same 
genus/species
, culture dates 
within 1 month 
(PFGE?), or 
10% increase 
above 
baseline if 
baseline is 
>=2 cases per 
month 


>=2 cases of 
same 
genus/speci
es, culture 
dates within 
1 month 
(PFGE?), or 
10% 
increase 
above 
baseline if 
baseline is 
>=2 cases 
per month 


>=2 cases of 
same 
genus/species, 
culture dates 
within 1 month 
(PFGE?), or 
10% increase 
above baseline 
if baseline is 
>=2 cases per 
month 


Clostridium 
difficile 


Threshold 
for 
reporting to 
PH 


>=4 cases per month 
on a given unit, or 
10% increase above 
baseline if baseline is 
>4 cases/month 


 >=3 cases per 
month on a 
given unit, or 
10% increase 
above baseline 


>=4 cases 
per month on 
a given unit, 
or 10% 
increase 
above 


>=3 cases per 
month on a 
given unit, or 
10% increase 
above 
baseline if 


>=3 cases 
per month 
on a given 
unit, or 10% 
increase 
above 


 >=4 cases per 
month on a 
given unit, or 
10% increase 
above baseline 
if baseline is >4 
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if baseline is >3 
cases/month 


baseline if 
baseline is >4 
cases/month 


baseline is >3 
cases/month 


baseline if 
baseline is 
>3 
cases/month 


cases/month 
(this is tough – 
might depend 
on the setting) 


Threshold 
for facility 
to do 
additional 
investigatio
n 


>=4 cases per month 
on a given unit, or 
10% increase above 
baseline if baseline is 
>4 cases/month 


 >=3 cases per 
month on a 
given unit, or 
10% increase 
above baseline 
if baseline is >3 
cases/month 


>=4 cases 
per month on 
a given unit, 
or 10% 
increase 
above 
baseline if 
baseline is >4 
cases/month 


>=3 cases per 
month on a 
given unit, or 
10% increase 
above 
baseline if 
baseline is >3 
cases/month 


>=3 cases 
per month 
on a given 
unit, or 10% 
increase 
above 
baseline if 
baseline is 
>3 
cases/month 


 >=4 cases per 
month on a 
given unit, or 
10% increase 
above baseline 
if baseline is >4 
cases/month 
(this is tough – 
might depend 
on the setting) 


Outbreak 
definition 


>=4 cases per month 
on a given unit, or 
10% increase above 
baseline if baseline is 
>4 cases/month 


 >=3 cases per 
month on a 
given unit, or 
10% increase 
above baseline 
if baseline is >3 
cases/month 


>=4 cases 
per month on 
a given unit, 
or 10% 
increase 
above 
baseline if 
baseline is >4 
cases/month 


>=3 cases per 
month on a 
given unit, or 
10% increase 
above 
baseline if 
baseline is >3 
cases/month 


>=3 cases 
per month 
on a given 
unit, or 10% 
increase 
above 
baseline if 
baseline is 
>3 
cases/month 


 >=4 cases per 
month on a 
given unit, or 
10% increase 
above baseline 
if baseline is >4 
cases/month 
(this is tough – 
might depend 
on the setting) 


Bacterial/oth
er (e.g., 
Staphylococ
cus aureus) 


Threshold 
for 
reporting to 
PH 


 Too broad           
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Threshold 
for facility 
to do 
additional 
investigatio
n 


            


Outbreak 
definition 


            


Nontubercul
osis 
Mycobacteri
a 
(extrapulmo
nary) 


Threshold 
for 
reporting to 
PH 


2 cases of same 
genus/species/compl
ex within 1 month 


2 cases of same 
genus/species/c
omplex within 1 
month 


2 cases of 
same 
genus/specie
s/complex 
within 1 
month 


2 cases of 
same 
genus/species
/complex 
within 1 month 


2 cases of 
same 
genus/speci
es/complex 
within 1 
month 


2 cases of 
same 
genus/species/
complex within 
1 month 


Threshold 
for facility 
to do 
additional 
investigatio
n 


2 cases of same 
genus/species/compl
ex within 1 month 


2 cases of same 
genus/species/c
omplex within 1 
month 


2 cases of 
same 
genus/specie
s/complex 
within 1 
month 


2 cases of 
same 
genus/species
/complex 
within 1 month 


2 cases of 
same 
genus/speci
es/complex 
within 1 
month 


2 cases of 
same 
genus/species/
complex within 
1 month 


Outbreak 
definition 


2 cases of same 
genus/species/compl
ex within 1 month 
without other reasons 
for this infection (vs. 
suspected epi link??) 


2 cases of same 
genus/species/c
omplex within 1 
month without 
other reasons 
for this infection 


2 cases of 
same 
genus/specie
s/complex 
within 1 
month without 
other reasons 


Having a hard 
time imagining 
this scenario 


Having a 
hard time 
imagining 
this scenario 


2 cases of 
same 
genus/species/
complex within 
1 month without 
other reasons 
for this infection 
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(vs. suspected 
epi link??) 


for this 
infection (vs. 
suspected epi 
link??) 


(vs. suspected 
epi link??) 


Candida 
auris 


Threshold 
for 
reporting to 
PH 


1 case (or C. 
haemulonii or 
Candida spp.?) 


 1 case (or C. 
haemulonii or 
Candida spp.?) 


 1 case (or C. 
haemulonii or 
Candida 
spp.?) 


1 case (or C. 
haemulonii or 
Candida 
spp.?) 


1 case (or C. 
haemulonii 
or Candida 
spp.?) 


1 case (or C. 
haemulonii or 
Candida spp.?) 


Threshold 
for facility 
to do 
additional 
investigatio
n 


1 case of C. auris, 
haemulonii, or spp. 
not identified 


1 case of C. 
auris, 
haemulonii, or 
spp. not 
identified 


1 case of C. 
auris, 
haemulonii, 
or spp. not 
identified 


1 case of C. 
auris, 
haemulonii, or 
spp. not 
identified 


1 case of C. 
auris, 
haemulonii, 
or spp. not 
identified 


1 case of C. 
auris, 
haemulonii, or 
spp. not 
identified 


Outbreak 
definition 


2 cases of C. auris 
within 1 month 


2 cases of C. 
auris within 1 
month 


2 cases of C. 
auris within 1 
month 


2 cases of C. 
auris within 1 
month 


2 cases of 
C. auris 
within 1 
month 


2 cases of C. 
auris within 1 
month 
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CORHA Worksheet 1: Results and Metrics

Workgroup A: Detection and Reporting – Strategic Map Objectives A-1, A-2, A-3



		Strategic Map

		Result



		Deadline

		Accountability



		

		By the CORHA Spring Meeting (5/17)

		

		



		A-1/A-2

		Complete draft of table with outbreak definitions

. Modify list of conditions including single case-related to other situations

. Work on the table                                                                                        

Understand reporting requirements by state                                                                                                       

. Define reporting requirements

. All states – CRE and C diff as examples

. Selected states – C diff outbreaks

		5/17









5/17                





		Workgroup A









Workgroup A









		A-3

		Complete scan of public health agencies and healthcare facilities to understand reporting/surveillance systems used to detect outbreaks

. Determine methodology

. Perform multi-pronged scan

		5/17

		Workgroup A



		

		Within the next year (11/17)

		

		



		A-1/A-2

		Full gap assessment between the table and reporting requirements (for CRE and C diff only)

		11/17

		Workgroup A



		A-3

		At least one tool to use surveillance data to identify outbreaks (e.g. SAS code)

		11/17

		Workgroup A







Result: “what” – a specific result to be achieved in support of the implementation priority (generally limited to three to five results)



Deadline: “when” – the date by which the step will be completed



Accountability: “who” – the person or group responsible for completing the step
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Workgroup A:  Outbreak Detection and Reporting

Timeline

Version: November 18, 2016

		Strategic Map Position

		Project Goal

		Action Items

		Responsible Party

		Deadline



		N/A

		Miscellaneous

		Schedule standing Workgroup A calls twice per month or every other week (Doodle poll)

		Nicole (CSTE)

		November 30, 2016	Comment by Wendy Bamberg: Deadline not discussed in the group – is this ok?



		

		

		Identify vice-chair (vice-lead?  ) via email

		Nicole (CSTE)

		November 30, 2016	Comment by Wendy Bamberg: Deadline not discussed in the group – is this ok?



		

		

		Add additional representation	Comment by Wendy Bamberg: I moved this from the table creation section, as this is broader

· 1 additional permanent state HD representative (from non-EIP, less-resourced state)

· 1 additional state HD representative ad hoc for completion of table

· 1 additional APIC or SHEA representative with possible PH experience (Rachel Stricoff)	Comment by Wendy Bamberg: Suggest this also be ad hoc

· 1 additional permanent NACCHO member representative

		Nicole (CSTE) – survey for state HDs, reach out to Rachel Stricoff	Comment by Wendy Bamberg: Nicole, we didn’t specifically talk about this – is this ok?

Lily (NACCHO) – NACCHO member rep

		January 15, 2017



		

		

		Add ALRN representative observer

		Kathy (CDC)

		December 1, 2016



		A1/A2

		Table draft

		Update table shell

· “Onesies” (e.g., 1 case associated with scope use)

· Add scabies (note 1 case crusted scabies might be threshold)

· Delete other bacteria

		Wendy (CO)

		December 15, 2016



		

		

		Divide table among workgroup members – assign 1-3 conditions, conditions will have 2 persons assigned (for purposes of populating table)

		Wendy (CO) and workgroup

		January 15, 2017



		

		

		Populate table draft (workgroup members working individually)

		Assigned workgroup members

		January 31, 2017 (at least 2 conditions – suggest deadline sooner for workgroup members already part of group); February 15, 2017 (other conditions – suggest later deadline for new workgroup members to allow them to catch up)



		

		

		Ongoing review draft of populated table

· On workgroup calls

Prioritize CRE and C diff first, so we can coordinate with reporting requirement scan

		Workgroup

		Draft complete by April 30, 2017



		

		

		· Obtain feedback from entire CORHA group

		Wendy (CO, to spearhead this)

		Either separate call with CORHA, or at spring meeting - TBD



		

		

		Obtain feedback from outside partners, to be determined

		TBD

		Following CORHA review - TBD



		

		

		Preliminary scan of state reporting requirements for the purpose of developing questions

· CRE and C diff reporting requirements for all states (as this is simpler to identify)

C diff outbreak (which might be general outbreak reporting) for a group of selected states (as this will be more challenging)

		Alexa (CDC)

		December 1, 2016	Comment by Wendy Bamberg: Do we need to define these first? If so, December 1 might be a little fast



		

		Scan of reporting requirements by state

		· Define reporting requirements

		Workgroup

		December 1, 2016	Comment by Wendy Bamberg: Deadline for this? Depends on comment above



		

		

		Determine format for output of scan

		Workgroup

		December 15, 2016



		

		

		Develop questions for state HD survey

		Alexa (CDC) and workgroup

		December 31, 2016



		

		

		Send survey to state HDs (coordinate with other survey questions below)

		Nicole (CSTE)

		Mid-February, 2017



		

		

		Analysis of survey results, report of survey results and scan

		Nicole (CSTE, survey results), Alexa (CDC, scan)

		Prior to spring meeting – TBD



		

		

		TBD

		TBD

		November 18, 2017 (1-year goal)



		

		Comparison of table (ideal state) with scan of reporting requirements (reality) – gap assessment

		Gather preliminary background information on what is currently being done in this area

· Susan Huang

· Martin Cordoff (sp?)

Epi Centers

		Ryan (CDC)

		December 31, 2016



		A3

		Scan to determine how using surveillance data to detect outbreaks (acute care facilities)

		Develop methodology to gather more information systematically; could involve the following;

· Survey of acute care facilities (would include question development, sending survey)

· Focus groups

· Posting on organizational boards (e.g., SHEA, APIC)

		Workgroup

		January 30, 2016



		

		

		· Apply methodology

		APIC/SHEA representative?

		TBD



		

		

		Determine format for report (might include table of reporting systems and tools already available)

		Workgroup

		January 15, 2017



		

		Scan to determine how using surveillance data to detect outbreaks (public health agencies)

		Develop questions for survey and obtain input on CSTE HAI Subcommittee call (January 24, 2017)	Comment by Wendy Bamberg: This wasn’t specifically discussed, but similar to the scan of reporting requirements, I assume we will need to determine this prior to developing the questions

		Marion (TN)

		January 31, 2017 



		

		

		Send survey to state HDs (coordinate with other survey questions above)

		Nicole (CSTE)

		Mid-February, 2017



		

		

		Analysis and report of survey results

		Nicole (CSTE, analysis and results)

		Prior to spring meeting – TBD



		

		

		TBD

		TBD

		November 18, 2017 (1-year goal)



		

		Develop at least one tool to be used to identify outbreaks from surveillance data  (e.g., SAS code) – apply results of scan
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CORHA Worksheet 1: Results and Metrics

Workgroup B: Investigation and Control – Strategic Map Objectives B-1, B-2, B-3



		Strategic Map

		Result

		Deadline

		Accountability



		

		By the CORHA Spring Meeting (5/17)

		

		



		N/A

		Chair and Vice Chair are in place and ready to assume their roles and responsibilities 

		1/1/17

		Workgroup B



		B-1/B-2/B-3

		Principles, vision statements and goals for Strategic Map Objectives B-1, B-2 and B-3 are developed and placed on the CORHA website

		2/1/17

		CDC



		B-3

		Revised CDC prototype is distributed to health departments to assist in tracking of outbreaks

		5/1/17

		CDC



		

		Within the next year (11/17)

		

		



		B-1/B-2/B-3 (selected examples)

		Existing tools, resources and materials have been identified, added to the CORHA website and promoted among health departments

		6/1/17

		Workgroup B



		B-2

		A product, summarizing areas of conflict between existing resources as well as best practices/recommendations for standardization (on outbreak response) has been developed

		11/17

		Workgroup B







Result: “what” – a specific result to be achieved in support of the implementation priority (generally limited to three to five results)



Deadline: “when” – the date by which the step will be completed



Accountability: “who” – the person or group responsible for completing the step
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Workgroup B: Outbreak Investigation and Control

November 18, 2016




Participants: 

Joe Perz (CDC)

Matthew Crist (CDC)

Steven Franklin (CDC)

Jessica Helms (CSTE)

Alyssa Farmer (ASTHO)

Sri Seshadri (Barren River Health, NACCHO)

Dawn Terashita (L.A. County Public Health, NACCHO)

Waleed Javaid (SUNY Upstate Medical University – SHEA)

Kristy (SHEA)



Workgroup members not in attendance:

Zack Moore (NC, CSTE)

Mohamed Yassin (UPittsburgh, SHEA)



Discussion of Strategic Map objectives and deliverables:

The workgroup met during the CORHA Winter Meeting to discuss items to be completed in the next 6 months to 1 year by Workgroup B, as well as draft work plan. Identified items include:

· Selection of a Chair and Vice Chair

· Development of principles, vision statements, etc. for CORHA website

· Revision of CDC database for tracking of investigations and reporting for health departments and facilities

· Identification of existing tools, resources, and materials on select pathogens

· Development of a product which may summarize areas of conflict, as well as provide guidance for outbreak investigation and response



On Day 2 of the CORHA Winter meeting, specific action steps were discussed for each objective and action item discussed above by workgroup members. Discussions are summarized below.



-Selection of Chair and Vice Chair:

· Goal: to have a Chair and Vice Chair in place and ready to assume roles and responsibilities by January 1st. 

· ASTHO and CSTE have drafted language on chair roles and responsibilities

· ASTHO and CSTE will develop a membership framework/roster, as well as reach out to solicit statements of interest/nominations for chair and vice chair by January 1st

· Possible Chair of Workgroup B: Waleed Javaid (SHEA) or Mohamed Yassin (SHEA)



-Development of principles, vision statements, etc. for CORHA website:

· Goal: to have developed text regarding principles, vision statements, and other information regarding strategic map objectives to be added to the CORHA website by February 1st. 

· CDC will lead this effort and compile this information. Information will be shared with workgroup members. 



-Revision of CDC database for tracking of investigations and reporting for health departments and facilities:

· Goal: to revise current CDC database used to track investigations and reporting based on feedback received by healthcare facilities and public health departments by January 30

· CDC will inquiry select health department (workgroup members) as well as other key informants regarding current investigation practices, levels of response and action, key variables being captured during investigation tracking and reporting, needs/gaps, etc. 

· CDC will provide a more detailed work plan with deadlines, as well as a revised hybrid database based on health department and facility feedback for internal use by these settings on the Workgroup B’s January Call

· CDC will gather feedback from workgroup during call and revise based on information collected by February 1st 

· Discussion: Workgroup members discussed how health departments could benefit from guidance on what is recommended for tracking purposes (key variables, mechanisms, etc.). Conversations also circulated around the possibility if a similar recommendation could be made for healthcare facilities as well.  



-Identification of existing tools, resources, and materials on select pathogens:

· Goal: to identify existing tools, resources, and materials for selected pathogens (CRE, CDI, and Scabies) by December 31st

· ASTHO & CSTE will develop a Google document as a way to gather investigation and reporting documents for CRE, CDI, and Scabies by setting by December 31st 

· Areas where resources may already exist:

· APIC CDI Compendiums

· SHEA guidance documents

· CDC tools and resources

· ASTHO & CSTE will send reminder emails to workgroup members to solicit documents, URLs, etc. for outbreak response on selected materials by December 10th 

· Each workgroup member will identify their “go-to” documents – no research will be needed

· i.e. healthcare facilities would identify healthcare facility related documents; health departments would identify health department related documents, etc.

· Workgroup members will review document virtually for similarities and differences between settings (local health departments, state health departments, healthcare facilities, etc.) 

· Workgroup members will vet the final document through their respected organizations for input (deadline TBD)

· Workgroup members may have to develop a preamble for the compilation of tools and resources identifying similarities and differences between resources by setting

· i.e. these tools will work regardless of setting type OR these tools may work for certain setting types more so than others



-Development of a product which may summarize areas of conflict, as well as provide guidance for outbreak investigation and response:

· Goal: TBD

· Workgroup members held off on detailing specific action items and due dates for this action item as this is a long term item and is dependent on outcome of other action items identified above. 



-Other Items for Thought:

· It is important to note that depending on setting, people may have a different understanding of terms and terminology (i.e. investigation may have different actions and practices depending on setting type)

· It would be optimal to coordinate with Workgroup A to recruit additional members to Workgroup B (both long term and ad-hoc members)

· Workgroup B would need a minimum of 1, maximum of 2 consistent representatives from each organization (SHEA, APIC, CSTE, ASTHO, CDC, NACCHO)

· Governance committee members will assist in the identification and recruiting efforts of additional members

· Council will develop a table of ad-hoc representatives that could be called upon when applicable








