Non-healthcare outbreak reporting workgroup 
Notes from Call August 30th   - TD
(Agenda included below)

Present: Tish Davis (MA), Gillian Haney (CSTE), Collin Morris (WI), Fran Lendaki (CI), Cailyn Lingwall (CSTE). Absent: Marija Borjan, Cher Levensen, Karla Armenti. 

Italicized notes are some of my after thoughts.

Diseases beyond COVID-19. Gillian raised initial question as to whether the proposed recommendations about workplace settings would apply to COVID-19 or all infectious diseases.  We discussed that it would be too much at this time to take on reviewing how state’s report settings for all the different infectious diseases.  

Decision: Focus now on COVID-19 which will likely be relevant for all airborne transmission.  Once we have that list and if there is band width, we (or others) can determine how it would apply to other diseases. 

Data collection:  We have so far collected data on about 14 states.  Outreach has been conducted to other states but some have not responded.  Another challenge is that in some states the outbreak data is no longer readily accessible as they have stopped posting outbreak information. Question was to what extent do we need to collect info from more states.  

We discussed that having more states would be better, especially to try to include some
key states like Nebraska and from those from underrepresented parts of the country (e.g South.).  We really are interested in the lists that states used during the pandemic so if states are no longer publishing outbreak data it will be necessary to try to find archival data with their lists.   We discussed adding date list posted – not clear that we can do this for all states

Decision – Action item:  Keep at data collection for next three weeks.  Look for archival data if no outbreak data currently being posted. After that we will use the states for which we have information.

Action item:  If you haven’t entered the actual setting types in a separate sheet for your state (each state you are responsible for) please do so. 

Action item: Add date list posted where it is known (i.e you have gotten it on  line.) Tish will add date column to the summary table. 

Excluded industries: 

Decision:  We clarified that our decision to exclude Health Care should apply to all health care not just LTCF. We agreed that health care critically important but felt we should focus on other settings at this point. [endnoteRef:1]Certainly, healthcare settings could be added to whatever list we come up with. Several practical issues are likely to arise:  [1:  See https://www.census.gov/naics/?input=62&chart=2017 for North American Industry Classifications of industries and definitions of what is included in each of these industries. See Sector 62 for Health Care. Note that Sector 62 includes Social Assistance but this is not technically within Health Care so should not be excluded . Social Assistance includes, for example, child and youth services, family services, shelters and daycare.  In, the Standard Industrial Classification system (2012) which is based on NAICS but is less granular, the Healthcare industry includes the following:  Offices of physicians (7970); Offices of dentists (7980), Offices of chiropractors (7990), Offices of optometrists (8070)  Offices of other health practitioners (8080), Outpatient care centers (8090); Home health care services (8170);  Other health care services (8180); hospitals (8190);  Nursing care facilities (8270) Residential care facilities, except skilled nursing facilities (8290). 

] 

· Delivery of healthcare in other industry settings –e.,g pharmacies (retail), school, onsite occupational health clinic.  Need to see how OSHA deals with this in the Health Care Standard.
· Emergency medical services which is technically within the Health Care sector but often carried out by Public Safety which are a separate industry. 

Decision: We agreed on including Corrections and Education:  

Cluster definitions in the summary table:  It was challenging to include these definitions in our table because they varied over time and also by sector, e.g. corrections and schools had different definitions. Note: These definitions are not really the focus on our task which is to develop recommended list of workplace settings, however, relevant information in the table, if possible, to add without a great deal of work. Think we can clean this up later when we know what our final table will include. 

Decision – action item:  going forward Include date data drawn and include any known changes in cluster definitions over time. These can changes later be added as footnotes. Tish will add additional columns for corrections, schools. 

Tish raised the issue of whether state definitions for workplace clusters specified that cases are among workers (this is the CSTE definition) vs clients/customers, etc. 

Action item:  To the extent possible try to indicate whether workplace reporting requirements address this issue. 

Settings vs. Events:  We discussed the difference in settings vs community events.  Information about community events is important but doesn’t necessarily provide information about location. Workers can become infected in community events so understanding location for community events is relevant to better understanding of where workers can get infected.  Whether community events can be considered settings or are a separate category generally published in conjunction with setting is not clear. 

We did not resolve this issue – one suggestion was that location also be recorded for community events. My sense is that we should continue to collect information on how states are recording community events – and we will see how to deal with this going forward. Our goal is not to provide a list of community events – but to think about how to capture relevant information about location and workers. 


Summarizing workplace settings across states.  

Action Item: Tish volunteered to prepare table summarizing settings lists used across states. 


Intervention framing. We did not get to a key agenda item regarding  intervention  and the need to align outbreak categories with intervention measures/authority /capacity.  Who will be using summary outbreak data for what purpose:   

Suggested Action item:  Send Tish your thoughts about the what interventions/interventionists  need to be taken into account:  e.g. local public health authority, food safety, state federal OSHA, migrant labor camp enforcement, patient safety...


Next meeting:  Week of Sept 26th –(can’t do week of the 19th since CSTE staff has all day meetings that week.) Doodle poll will be sent. 


Draft Agenda – annotated 

Draft Task statement: Non-healthcare (occupational? ) outbreak reporting  group:  COVID-19 outbreak reporting by setting can provide useful information about potential occupational transmission of disease and worker populations at  high risk of exposure to SARS-CoV2 (or other airborne transmittable disease) . Initial review of COVID-19 outbreak data publicly reported by states reveals that there is no standard approach to reporting non healthcare outbreaks in workplace settings. This precludes meaningful synthesis of information across states.  Within state data also frequently does not correspond to the standard system for classifying workplace establishments, limiting its usefulness for targeting workplace prevention efforts. Based on review of outbreak reports from a sample of states, the workgroup, with input from infectious disease colleagues, will propose guidance/recommendations for a standard(?) approach for reporting workplace outbreaks.  This should be useful more broadly going forward i.e for airborne (?) diseases beyond COVID-19. 


1. Status of data collection – do we need more or can we work with sample?  

2. Exclusion of all healthcare settings or LTCF only? Other exclusions. e.g schools, corrections?

Practically don’t we need to address most settings (with some exclusions - above) as there are occupational components in many settings not currently identified as workplaces? 

3. Issue with cluster definitions changing over time and setting in our table

4. Developing a framework for making recommendations for reporting non- healthcare settings

Some conundrums/ideas about proposed tasks: 

· Settings are technically defined as “locations where people congregate” but setting lists often include both locations (e.g. schools, restaurants) and reasons for gathering (e.g. social event) which could be in any location.  In turn, industries, are not necessarily specific locations.  A large industry can have different settings, although official NAICS codes can address some of this. Within large settings , e.g .manufacturing plant, there can be many specific settings of interest for targeting interventions, e.g. assembly vs. loading dock better reflected in occupation.

· Task: We need more information up front bout ID community thinks about/has written about “settings”. Does CDC or NNDSS has standard list? How does it vary by disease type? 

· What cases gets included in workplace outbreaks?  The current CSTE definition for non-health non-residential workplaces limits outbreak definition to 2 or more cases among workers. in 14 days with no other epi link.   (i.e. not including of clients/customers/) is this true in all states? Do outbreaks reported by facility type include any cases with epi links to a facility or just workers?  Are outbreak reporting requirements that exist in states clear about this issue in what is defined as reportable?

· Are we thinking that staff and non-staff should be differentiated in all settings? Can  his be done without case and outbreak investigations.?  Answer to question seems very related to “how” outbreaks are identified.,e.g. employer/facility reporting,  such as CA, vs review of case level data... 

· Task: Cross walk commonly reported settings to industries: How/which many settings crosswalks directly to standard industry classifications?   Look at state data where they collect both setting and industry: e.g. CA. What are pros and cons pf presenting data by industry vs setting? 

· Task: Outbreak groupings should align with intervention measure/authority/capacity: Brainstorm list of what interventions need to be taken into account:  e.g. local public health authority, food safety, OSHA, patient safety 

5. Publicly available outbreak data
 
We are focused on publicly available data on outbreaks, i.e. data reported to public and readily available for researchers/media. 
  
Question: How to handle states like WI that has outbreak data but didn’t release publicly?   Possible solution: can say WI and LA CTY had published data on outbreaks in peer reviewed article thus included.
 
6. Edits to statement of task: response to possible edits highlighted in red above.
 
