


Council for Outbreak Response: 
Healthcare-Associated Infections and Antibiotic-Resistant Pathogens (CORHA)
Spring Meeting
May 4 & 5, 2017
Atlanta, GA

Meeting Objectives
To review the Council’s progress and to plan next steps to achieve its strategic objectives. 

Orientation & Introductions
Gerd Clabaugh & Marion Kainer, both members of CORHA’s Governance Committee convened the meeting at 8:47 a.m. Julia Marders from the US Food and Drug Administration (FDA) and Richard Wild from the Centers for Medicare and Medicaid Services (CMMS) were introduced.

Gerd Clabaugh provided an overview of the Council’s bylaws and strategic map. Participants were also directed to Basecamp to access past meeting minutes and resources. Top priorities for the Council that were discussed included: (i) Leveraging information to meet Council goals (ii) Membership expansion and (iii) Removing barriers to enable better coordination among agencies. In addition, per the Council’s strategic map, current workgroup activities were highlighted as follows:
A. Workgroup A: 
1. Standardize outbreak & adverse event definitions & thresholds for reporting
2. Improve reporting of outbreaks and exposure events to public health 
3. Improve the use of existing surveillance systems to detect outbreaks
B. Workgroup B:
1. Define appropriate levels of response
2. Improve response to outbreaks
3. Improve data management for outbreak investigation and tracking

Another point of discussion was the possibility of renaming the Council, to shift the focus from antibiotic-resistance to anti-microbial resistance. 
 
Organizational Updates 
Centers for Medicare and Medicaid Services 
Richard Wild provided an overview of CMS and highlighted the agency’s role in implementing metrics on HAI reduction, anti-microbial stewardship programs and quality payments. He added that institutions, Hospitals and long-term facilities are mandated to adhere to infection control policies, per the Surveys and Certification and Accreditation Standards. CMS also plans to facilitate the implementation of updated policies and procedures by means of deploying boots-on-the-ground surveyors at the state, county and facility levels. In response to participants’ questions, it was explained that CMS guidelines parallel with the Joint Commission’s.

FDA – Center for Devices and Radiological Health (CDRH) & Emergency Medical Counter-Measures (EMCM) 
CDRH specializes in medical device reporting, education, and communication & marketing, while the EMCM specializes in natural, accidental and intentional emergencies. CORHA’s primary liaison will be Suzanne Schwartz and the secondary liaison, Julia Marders who expressed that the organization is looking at how it can support CORHA and shift from a reactive to a proactive stance. Delayed medical device reporting and limitations in responding to outbreaks (due to inadequate lab capacities and resources) were reported as barriers to response activities. CDRH is open for conversation with the Council about regulatory and scientific medical device knowledge. 

Discussion and Feedback:
· Consider addressing device-cleaning flaws at the facility level, enhancing manufacturer sterilization checks and quality systems, and reviewing devices that use non-sterile water. Interested in exploring those lessons learned for future prevention. 
· Explore ways to measure prevention efforts with the use of medical devices.
· Flag HAI reports for data mining.
· Consider improving communications (among public health agencies) on response to outbreaks.
· Consider participating on CORHA Workgroups A and B, or leading a sub-group on medical device-associated infections. 
· Where do state liaisons fit into the FDA? 
· State information is received through the CDC, or districts within the states. State liaisons are within the office of regulatory affairs. 
· Hospitals are interested in opportunities for improvement but rarely receive feedback. They also face challenges in knowing baseline data and definitions. 
· Data is available but delayed. A system is needed to flag CMS data. It was added that there are preexisting legal requirements necessary for investigations and requirements from state and regulatory levels. 
· Are there any gaps in federal and state installations? Are there other elements that provide that parallel? 
· FDA/CDRH work closely with DoD/Military on data and models of reporting, but not with the military or VA hospitals. 

State HAI/AR Outbreak Reporting Policies Assessment - Kate Heyer and Elizabeth Mothershed
Strategic map goal: Assessing state regulatory requirements and best practices on outbreak reporting. Interested in suggestions on state interviewee.

Interested in Exploring:
· Existing regulatory requirements.
· The role of the Council in defining these.
· Reporting requirements-- does an ‘outbreak’ definition influence outbreak reporting requirements?
· Other pieces of legislation are related to CORHA’s work.
· Whether to include a document/list/directory on pandrug-resistance.

Would like to Know:
· If the right questions are being asked.
· What else should be considered in the criteria.
· If there is a sense of the legal analysis already conducted.
· Whether to interview select states or take an expanded approach.
· If there is a difference if the outbreak reporting is done at the local or state level. 
· The effectiveness of the policies explored.
· Other data sources exist that will inform the assessment. What else to know.

Discussion and Feedback:
· Do reporting states know their baselines? 
· Are legal requirements the driver for reporting or are facilities reflecting best practices?
· How will participating states be identified? 

Workgroup Updates 
Workgroup A Update 
Workgroup A co-chairs Linda Greene and Wendy Bamberg provided updates on outbreak definitions and instances of reporting. The workgroup is developing a table shell on varying threshold levels across the continuum. Looking to conduct a survey targeting public health agencies, state public health facilities, and acute care facilities. 

Discussion and Feedback: 
· What is a facility’s “baseline”?
· How to simplify toolkits and reporting? 
· What is considered a best practice? 
· Who are considered subject-matter experts?
· What are the tools needed?
· When is it important to contact FDA when a bug is reported?

Workgroup B Update 
Waleed Javaid, Dawn Terashita and Joe Perz described the response activity tracking system that is being developed. The workgroup identified three pathogens of interest– Scabies, Clostridium difficile, and CRE—based on the availability of data. Workgroup B is also interested in contributing a few questions towards Workgroup A’s survey. 

Discussion and Feedback:
· How to track response/outbreak activities and status of investigation (active, monitoring, closed)?
· Thoughts about working more with the Epi lab and environmental health side? Consider data and best practices from the environmental side.
· Are there Epi investigation environmental testing fields offered in the tracking system?
· Can Epi Info 7 be integrated with Access and Info 7, and made easily accessible (perhaps in an electronic tablet form) for field work?
· Add a category to indicate possible device involvement (yes/no/possibly)?  
Action items: Create a list of variables tracked at CDC and at the state, and local levels; categorize the sections and variables as they are developed; capture key elements for State Health Departments to track and search in the database; pull summary information strengths and gaps in reporting and finalize sample Access database for outbreak response tracking. 

Workgroup Working Sessions – Detection and Reporting A-1 (Mary Alice Lavin)
Key Pathogen: Extrapulmonary Non-Tuberculosis Mycobacteria. 

Discussion and Feedback:
· What should be reported and what guidance should be offered?
· How much information is provided? What criteria is needed to determine NTM? 
· Threshold for the facility to do an additional investigation: At what point does the facility do an additional investigation? 
· What defines ‘procedural’? Consider each case that is procedure oriented; look for commonalities in procedures and review for common exposures.
· What is the overall impact of facility reporting of single cases of these conditions? 
· Public health does not have the capacity to investigate every case. It may be the organization’s responsibility to gather as much information as they can. 
· What are the variables considered? What is the time interval?
· What is the trigger at the public health level? 
· CDC perspective – if we report on cases with general variables the facility was to report, is there something we might miss? 
· How specific should screening be? Should it be performed for every case? 
· Physician awareness; NTM infections are not high on non-ID doctors’ differential diagnoses.
· At what point is an “outbreak” acknowledged? Use state, regional, or facility-level definitions or all?
· What is the appropriate timeframe for an outbreak at the facility level?
· Focus on in-patient facilities, as well as dialysis and long-term care facilities. 
· Issue of speciation -- two or more cases of the same species, or with similar exposure within one year; single case if there are other known national, state or regional case(s).
· Understand the epidemiology of the situation-- sometimes there’s some intuitiveness.
· Taking a broader look; there might be instances where cases are seen years apart.
· Are there common exposures and principles that should be of concern?
· Incorporate environmental water exposures into definitions.
· Reporting to public health is helpful as it provides a high-level view of the states; there’s also the issue of public health being too burdened.
· Is there any place for lab reporting of these organisms? 
· Out of state labs are a big issue in surveillance.
· Can we get lab line listing for extrapulmonary NTM? 
· This highlights the complexity and lack of awareness on the significance of these conditions.

Action item: Discuss lab reporting on future workgroup call(s). 

Workgroup Working Sessions –  Detection and Reporting A-2 (Marion Kainer)
Key Pathogen – Candida Auris. 

Discussion and Feedback:
· Refinement of definitions – threshold for investigation and reporting the same.
· Feedback on definition of species – many labs don’t speciate at all. Could be interpreted as several cases when they aren’t. 
· Is there guidance (CDC? IDSA?) to reemphasize the attempt to re-speciate? 
· We should look to CDC to push speciation. 
· Approach labs with multi-facility reaches and ask them to submit isolates to state. 
· State Reporting Examples:
· Illinois -- Improve communication between long term facilities and reference labs. CRE reporting language is very loose. There are gaps outside of jurisdiction and there isn’t enforcement on the regulatory side.
· ID state guidelines (cultures and diagnoses) focus more on treatment and not speciation.
· Is reporting the same across all healthcare settings?
· Threshold to report to public health – know the Candida species as a best practice. 
· Non-speciation at facility level goes to unknown. 
· Is there any situation that would require different reporting conditions? (i.e., LTACH)
· Include urine in LTACH? Would it need more specificity?
· Definition change for other acute settings. Should it matter if it’s a hospital or LTACH? 
· Categories need to be clearly defined, as some don’t apply to all parts of the country.
· If speciation is not done on a regular basis, then guidelines are necessary.
· Above baseline should be considered. 
· Will Candida be added to facility surveys? (NHSN survey).
· Threshold for facilities to do their own investigation? Based on direction of Health Department?
· Not yet determined if thresholds are the same for Candida specie.
· In the absence of data, should we come up with an interim definition?
· How much above baseline? 
· Incorporate some reference threshold; should know baseline; ways to determine their baseline options (meaningful increase). 
· Include number, proportion of organism, proportion of resistance, rate, patient days in proportion of outlying pathogens.
· Ventilated sniffs – anything else to analyze? Contracts for LTACHs and sniffs for invasive Candida? 
· What are the best practices? Provide recommendations and hold the facilities accountable. 
· Outbreak definition: CDC recommendation-- anything more than one case is an outbreak; This is subject to change based on regional data. 
· Leave outbreak definition as is.
· There’s value in sampling data. 
· Lab reporting; challenge in identifying the submitting provider.
· Another barrier is onboarding EHR and formatting messages correctly, which can cause hurdles in detection and metrics.
· Partner Involvement & Lab Reporting.
· Pushing the boundaries in terms of requesting partner involvement.
· Request whitepaper or consensus document from partners that can be included in operational guidance. 

Action items: Use CDC recommendation and best practices in LTACHS and ventilated sniffs as a reference document to be posted on the website; create a modified definition and finalize via email (include CDC subject matter experts); consider writing a whitepaper referencing position statement on guidance towards speciation; update website to have a two-pronged approach – speciate and non-speciate; raise lab reporting discrepancies to legal partners and informatics (Goes with A/B on the strategic map). 

Workgroup Working Sessions –  Investigation and Control B-1
Discussion and Feedback:
· Updates:
· Template on Basecamp for organizing resources.
· Make current tools available to other organizations for feedback on gaps?
· Stamp of approval or a disclaimer for the resources?
· Need to establish a timeline. 
· Revising Workgroup B Objectives (work is defined by the strategic map).
· B1 is different from B2:
· Workgroup decided they are “determining” the levels of response. B1 is setting the expectation for thresholds for different organisms, while B2 is focused more on training and what responding staff should know.
· The tools discussed in the activities have no threshold for response. Role of WG is not to identify thresholds but to respond to thresholds. 
· What is needed in a toolkit to respond to an outbreak?
· Check lists for what to look for – audit tool for health departments and line listings.
· Can provide generic advice for outbreak response.
· Adapt language from CIFOR and vet tools and measure level of completeness. 

CORHA Product Prototype: Threshold for reporting; how to improve detection; tools for investigation; control measures.
Discussion and Feedback:
· To what entity are we providing tools for investigation and what lens would they bring? 
· There would be value in all parties using the same tool to better foster collaboration, data collection, response, etc. to increase transparency between organizations. Tools should inform where individuals fit in the workflow. 
· SHEA Outbreak Response Training Program (ORTP)- trains healthcare epidemiologists and focused on educational deliverables. Developing toolkits (to be released in September) that applicable to almost any outbreak setting, high level and focused from the perspective of the hospital epidemiologist.
· Where does IMS fit?  Investigation partner consideration. 
· Is there a tool that could be added on organizational strategies for a low impact event?
· Under tools for investigation, case finding advice seems to relate to detection and reporting. Is investigation distinct from reporting?
· Detection and reporting might not identify 100% of cases so this is where investigation comes into play. 
· The handoff for reporting is that the threshold has been met, but doesn’t mean that all the cases have been found. 
· One aspect that is missing is a description of investigation objectives.
· Case finding scope and magnitude of outbreak, pathway to understanding root causes. 

Assessing Current Resources
North Carolina CRE Info for LTCF:
· Addresses the issue broadly, starts with raising awareness and detection and moves to how to respond and identify a case. Provides specific detail on control measures. 
· How do we flag pieces from identified tools to inform the creation of a new toolkit? 
· SHEA ORTP had an advisory panel that would read through tools and flag key terminology and then combine resources and pull common elements from all of them into one document. 
· Resource intensive.
· Panel included hospital epidemiologists, public health, emergency management, pathogen SMEs.
· Use the CORHA product prototype, pick one organism to look at, take tools identified and go through all documents to flag key pieces of information and ask if it fits our standards? Then, put this information into one document as a deliverable for a future meeting.
**One potential product for the workgroup might be a template for guidance for health departments. 
Scabies Line Listing:
· Some line listings may fit certain workflows.
· If there is no line listing for an organism, may need to fill the gap.
· Several different line listings may help identify best practices and help come to a census about what is important. 

Sample Scabies Letters
· Create a standard set of language/information to provide to patients and providers.
· Sets expectations for facilities and providers.
· Could create modifiable templates for each organism, which would replace the need to draft a complete letter during an outbreak.
· Sample case definitions could complement case-finding.

Workgroup Development of Best Practices
· Not enough to identify templates, line listings, etc.
· Develop workgroups for each organism with SMEs and then workgroup B could develop framework and comprehensive document. 
· Final document produced should have link referencing all tools used.
· Iterative process
· First, vet different resources and identify strengths and weakness and then provide links, then possibly create a more comprehensive tool. 

Workgroup Sessions Report Outs
Workgroup A report outs:
· Workgroup A worked on two conditions – Extrapulmonary NTM during the morning session and Candida auris during the afternoon session. Expert CDC liaisons were present at both sessions.
· Definitions will need caveats on baselines and above baselines (percentages, proportions, periods of time).
· Is another workgroup necessary to address lab requirements? 
· Many labs might not speciate for non-invasive. How do you make that recommendation? Working with IDSA on that requirement.
· Asking facilities to include Candida Auris speciation in their contracts with labs. 
· Labs are not communicating with ordering provider, which could lead to significant delays.

Questions
· Was there a general baseline discussion for all pathogens? 
· What is a baseline and what if your baseline is high? 

Workgroup B Session Report Out: 
· CORHA product prototype – shell document (document available on basecamp).
· Threshold for reporting to public health. 
· How to improve detection (i.e., using existing surveillance data) and reporting.
· Tools for investigation. 
· Control measures.

Action item: Put together a guidance document from CORHA identifying framework and gaps; the shell table is a great starting point; a checklist is very helpful.

Council Business 
Council Membership 
· What are our organizational goals?
· What kind of individuals are we seeking to invite to the Council? Who, when and how? What are the options? Full membership? Membership in a workgroup? A consumers’ workgroup?
· We are not an advisory committee; there isn’t a membership criteria for consumers. 
· Is there a place in CORHA for a patient or family toolkit? 
· At what stage do we bring in consumers? Patient advocacy and news will shift after socialization of standards and guidelines. What is the most effective way to engage consumers? Engage healthcare and responsible media reporting (i.e. Reuters).
· CIFOR had a marketing workgroup where they engaged consumers but also functioned independently. 

Thoughts on Consumer Engagement
· Consumers are aware of CORHA’s mission and seem eager to participate; CORHA can interact with patient safety (consumer union) and patient representative groups (i.e., Clostridium difficile). 
· Inconsistent consumer participation on the patient notification side.
· Primary interest is public reporting. Some hospitals disclose outbreaks to the public to reduce rates of infection and some health departments have a reporting element to their facilities. Think about how we can engage those groups using CDC as a vehicle. 
· There is great interest at HICPAC. 

Action items: Create a list of potential organizations to invite; circle back on consumer/patient perspectives to the Council. Update patient groups (with influence on public reporting) about CORHA activities at the next CDC consumer meeting in July; Update CORHA website or one pager for patients on patient resources; Tap consumers for input on scabies letter. 

Operating Guidelines
Expectations for email templates, invitations, meeting minutes and more. 
Action item: Create a one pager with CORHA logo for use at professional organizations.

CSTE Annual Meeting & CORHA presentation
A CORHA roundtable session was approved to take place on Tuesday, June 6 at the CSTE annual meeting. A poster presentation was also accepted for APHL in June. 

CORHA Name Change from Antibiotic Resistance to Antimicrobial Resistance:
Council invited to provide feedback and engagement before the Governance Committee finalizes its decision on CORHA name change.

Frequency of Meetings and Calls
Discussion on whether the frequency of meetings and calls are productive. Timelines are necessary to gauge effectiveness. It would be helpful to establish the agenda for the workgroups.
Action item: Convene in-person meetings once every six months; Alternate quarterly meetings with conference calls; Convene workgroups and governance calls every month to gather feedback.

CORHA Keep-Stop-Start
Are there things that we keep/stop/start doing? Good time to identify issues now?
Action items: Create parking lot items on basecamp; Finalize dates of in-person meetings.
(Meeting adjourned for the day at 5:00pm).








Friday, May 5, 2017
CORHA Spring Meeting
Day Two

Workgroup Working Sessions 
Workgroup A
Identify tools and resources that we might not be aware of (Cell 3); identify underlying data sources; work on HAI/AR Outbreak Detection survey (see handout). 
Identified Pathogens of Interest: Candida auris/Clostridium difficile/CRE/MRSA/NTM/Other MDROs.

Workgroup B
Interested in incorporating additional questions (two structured and two open-ended questions) to the survey on surveillance and resource utilization; discuss helpful tools for HAI investigations. 
Identified Pathogens of Interest: Clostridium difficile/CRE/Scabies.

Workgroup A/B – Focus on subset of conditions, but further refinement is still needed. What is the final goal? CORHA product as guidance document? Establish standards for a document review process.
Action items: 
· Workgroups will collaborate to investigate further problem-based approaches; finalize processes for reviewing and finalizing survey questions. 
· Include toolkit template as an appendix with descriptors; workgroup additions should have laboratory expertise (i.e. APHL).
· Volunteers will work on specific pathogens and report back to the workgroup; subject-matter experts from CDC to provide guidance on conference calls- (can supplement using ad hoc members or member organizations). 

Workgroup A Discussion 
Key Pathogen: CRE
· Representing low prevalence areas; recognizing KPC CRE and non-KPC CRE
· 1 – Low prevalence; 2 – Low to high prevalence; how is this defined? should an “extremely low prevalence” category be added? how to define baseline and detect an increase? 
· Try to align with the CRE toolkit (i.e., extremely low prevalence); how to report?
· ELC funding: State lab resources-- finalizing validation. 
· Consider that Epi varies across the country, which may add a level of complexity.
· Low threshold definitions and acute care right now as the focus (see handout).

Include CRE or CP-CRE in the discussion? 
· Consensus agreement to include all CRE.
· Position statement for CSTE (CP-CRE nationally certifiable); anti-microbial resistance working group – advocating clinical labs to do the m-sim now. 
· Learning experience – threshold for sending isolates in Nebraska.
· Clinical care and outbreak detection. 

Facility level investigations
· What are facilities’ approaches to conducting investigations? To what level are facilities able to conduct investigations?
· State public health labs might have a faster turnaround.
· Determine the appropriate analytical method. Statistically speaking, results may have different ramifications for clinicians and public health. 
· Frequency vs. level of response.
· Influencing infection control prevention with containment guidance documents. 

Three tiers for prevalence; stratify by facility testing mechanisms
· 3 by 3 matrix (available on Basecamp); how granular should we get, as there are enormous variations within states. Do we want to stratify three levels by prevalence or facility testing approaches? 

Questions to Consider:
· Do baselines go by organism or CRE as a group?
· Is 4-weeks good enough timewise? Need methodology to get a good estimate. 
· Do we need a spin-off group to establish baselines? 
· How to estimate burden of disease?
· Are we concerned about situations where two or more patients have a common exposure to the same organism?
Action items: Define baselines and definitions for prevalence levels; CP-CRE needed for completion. 

Workgroup B Discussion 
· Thinking a pathogen/problem-based approach would be most beneficial.  
· Review Process- these steps could be further elaborated.
· Initial review/pathogen identification.
· Identify resources available for pathogen (CDC, state, etc).
· Assign a few people to look through—workgroup initial review. 
· 2 people review and rank/comment.
· Abstract data from resources into toolkit format. 
· Workgroup approval/review of abstracted data.
· Final review by expert in the field. 
· MS Word vs. database
· ORTP used word because started with 56 resources.
· Resulted in a 100+ page document that required some merging. 
· Feasible for a limited number of resources. 
· CIFOR Experience
· Resources were built into a clearinghouse. 
· If CIFOR has something built, could potentially utilize for CORHA purposes.
· NARR Experience
· Have specific NARR documents but also have other resources linked in a clearinghouse.
· Documents tagged on the back end.
· Biggest work was categorizing resources/documents.
· Midpoint goal could be posting collected resources before final product is posted.
· Case Definitions/Case Finding Advice
· Have a standard case definition.
· Some facilities would have case definitions with special considerations. 
· ORTP Experience: Developed a toolkit for one audience but CORHA document would be for multiple audiences.
· Standard could be basic and the special considerations could be more focused on what is relevant for specific audiences. 
· CORHA product would be a document that discusses overarching process showing how everyone fits in a gold standard response and then collected resources would be used to provide guidance to very specific audiences.
· Expert reviews-- “Subgroups” from Workgroup A could be utilized to provide recommendations on the strongest elements from each resource. 
· Workgroup should be involved in the first review of existing documents/resources and then SMEs could come into play (data abstraction, final review, etc.)
· Workgroup A used a combination of 1 workgroup member and 1 SME for case definition review. 
· Map out information to be captured at each stage, or create a standard form, or abstraction tool to fill out when completed.
· Each document reviewed once as there could be barriers in having people go into documents more than once. 

Action Items: Create platform and develop categorizing scheme; get base level of categorization criteria; flag/categorize documents for search index while concurrently finalizing product/CORHA text; CSTE and ASHTO will begin forming a database. Apply prototype to the review process; send notes on the prototype and Jessica to create a synthesized version of the notes; Jessica to talk to Valerie to see how they got/ranked their definitions. Use Qualtrics for the review of existing documents 

CORHA Marketing, Branding, and Public Relations – Led by Bonnie Herring, CDC 
Bonnie Herring introduced CSTE staff, Jeremy Arieh, and Matthew Cone who will be involved on work related to CORHA communications, branding and a mobile app. CORHA website is in the beginning phases of development. 

High Level Outcomes
· Phase One -- Outward Facing Documents & Tools 
· Letterhead, email headers, rollout plan for website, prepared responses for inquires and updated talking points, PowerPoint and poster templates.
· Rollout plan to promote new workgroup products.
· Phase Two -- Outward Facing Documents & Tools 
· Info packet for new members, style guide with policies and procedures for website and communication materials.
· Social media sites and community engagement; Website management.
· Website review 
· Add more pages, including About Us, Mission/Vision, Membership, and Organizational Structure sections. 

Discussion and Feedback:
· Does the Council qualify as an agency for information? Council’s position is less of an authority figure.
· Consider developing a one-pager or webpage tab for patients/consumers and media inquiries to increase website traffic; social media/engagement initiatives and forum for outreach.
· Refine and program key words for more specific results in search engine.
· Promotional timeline: Consider a soft opening while still deciding on a main launch.
· Consistency in branding.
· Interest in developing a newsletter; Consider CORHA blog with each of the members to rotate blog space.
· Consider a patient advocacy workgroup to work with Bonnie; potential cross-collaboration with SHEA (improving outbreak response); value in a communications subgroup.
· Will there be a vetting process for communication materials? 

Suggested action items:
· Add strategic map and one-pager to CORHA website; add member roster and a FAQ section.
· Develop a clearinghouse for resource submission and access.
· Standardization of CORHA communication materials in style guide and create a communication subgroup.

Wrap Up – Council Co-Chairs 
· Finalize recurring workgroup and Council meetings and calls; in-person meetings require notice. 
· Organize Basecamp sites.
· Provide guidance on baseline definitions (not pathogen specific).
· Consider APHL engagement with full membership or workgroup participation. How to continue the onboarding process specific to FDA/CMS interests?
· Finalize surveys (workgroups A/B).
· Consider creating a Communications & Marketing committee/subgroup.
· Workgroup A definitions will be presented to the Council for review.
· Explore a cross-cutting workgroup by combining A/B workgroup efforts instead of separate conversations within existing workgroups.
· Will there be linkage between the final products in detection and investigation? If so, what will be the implications?
· Bridge epi and lab.
· Workgroup timelines and deadlines: What are the timeframes to accomplish specific product deliverables? Annually? Quarterly? 
· Adjusting expectations of deadlines based on CORHA funding cycles. What is feasible in the next two months? Looking at goals in buckets, i.e. long term vs. short term. Deadlines are tied to funding cycle but also set self-imposing deadlines.

Next Steps:
· Workgroups continue pushing forward.
· Distinguish workgroup vs Council participation.
· [bookmark: _GoBack]Think of resource investments for maximum impact.



