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Minutes
Texas Department of State Health Services (DSHS)
Healthcare-Associated Infections (HAI) and
Preventable Adverse Events (PAE) Advisory Panel Meeting
Brown-Heatly Building Room 1410-1420
Thursday October 29th, 2015 10:00am

1. Welcome and introductions
Panelists attending: Jane Siegel, Edward Septimus, Charles Lerner, Susan Sebazco, Patricia Jackson, Darlene Adams, Susan Mellott, Linda Scribner, Therese Conner, Laurence Donovan, Debora Simmons
Staff members attending: Marilyn Felkner, Shawn Tupy, Jennifer Vinyard, Jessica Ross, Neil Pascoe, Kelly Broussard, Vickie Gillespie, Emily Engelhardt, Arminta Forrer, Lisa Peers, Bruce Burns, Bobbiejean Garcia, David Bastis, Candace Campbell, Nesreen Gusbi, Thi Dang, Sandi Henley, Linda Gaul, Sherri Richardson, Susan Tanksley, Elizabeth Delamater, Chun Wang
Telephone attendance: no panelists
Other Attendees: Karen Degtoff, Elizabeth Showberg
Panelists not attending: Barbara Hodo, Richard Bays, John James
Chairperson Jane Siegel led the meeting
Meeting was called to order at 10:02 AM
Chairperson Jane Siegel welcomed attendees. Attendees made introductions.
2. Review and approval of June 23rd, 2015 meeting minutes
a. No changes to minutes and were approved.
Program staffing update
a. Lisa Peers, with regulatory division of DSHS, is taking over for Allison Hughes.
b. New Staff: Candace Campbell, Epidemiologist for central line associated blood stream infection (CLABSI) validation. She will be auditing facilities that are selected using the NHSN targeted facility selection approach which identifies facilities with a high number of expected infections (highest risk). The new validation method will be able to identify facilities that may be under-reporting. 


c. New Staff: Nesreen Gusbi, program specialist for HAI and PAE users. She is helping to answer TxHSN helpdesk questions from users and assists facilities in maintaining their compliance with reporting mandates. 
d. New Staff: Thi Dang is a regional HAI Epidemiologist for region 2 and 3, which is the Arlington, Dallas Fort Worth area. 
e. New Staff: Sandi Henley is a regional HAI Epidemiologist for region 7, which is the Austin, Temple area. She will be starting in November.
f. Neil Pascoe will be retiring at the end of this calendar year.  
Presentation of Society for Healthcare Epidemiology of America (SHEA) healthcare epidemiologist skillset report
The report: Guidance for Infection Prevention and Healthcare Epidemiology Programs: Healthcare Epidemiologist Skills and Competencies
There appears to be a trend toward dismissal  of Health Care epidemiologist in hospitals. This is concerning and can be detrimental to the facility.
Anyone in infectious diseases that is interested in health care epidemiology should be aware of the required skill set for this position. Infection preventionists are ahead of health care epidemiologists (usually physicians) in that there is a defined skillset and certification for infection preventionists. 
The panel concluded that this document is a great resource and is especially useful to explain the differences between infection prevention and control  and infectious diseases. It is also useful in developing a job description. 
Dr. Edward Septimus stated that the number of fellowships filled in this field is down to 60%, which is concerning for the next generation. There is also a shortage in infection preventionists.
Dr. Jane Siegel stated that Infection prevention and quality improvement each have unique functions and skillset requirements that the facility administrators should be aware of. 
HAI reporting and auditing data summary
Summary of audit findings and 2014 annual report.
i. The definition change for catheter associated urinary tract infections (CAUTI) affected the state SIR in 2015 and showed a decrease in the ratio. There will be a new national SIR in 2017 that is expected to change the current trends for most health care associated infections, especially affecting the CAUTIs. 
ii. It was stated that it is important to try to alert people of the recalculating SIR and what to expect. DSHS plans to appropriately communicate this change to the facilities in order to highlight the changes in the baseline in late-2016. 
iii. It was suggested to add the new HHS 2020 goals with the new baseline. Original HHS goal was to reduce CLABSI by 50% by 2013. DSHS will have to realign the goals with the new baseline data. 
iv. There were no major differences between HAI-associated organisms in Texas and the national distribution of organisms.
v. The panel discussed their concerns and suggestions around incorporating a pie chart and/or table displayed in the final report. The panelists will submit their suggestions prior to the next meeting and the topic will be discussed further at the next meeting.  
CLABSI protocol implementation. 
i. There were a total of 31 facilities that appeared to have a statistically significant high SIR. 23 were first time (non-consecutive) high SIRs. Of those 23, 16 were for CAUTI, 2 were for CLABSI and 5 were for Surgical Site Infections (SSI). According to the audit summary, 99% of the records reported were accurate. This was the highest percentage so far. There were 3 consecutive high SIR facilities and one was selected for follow up. 
ii. TMF Health Quality Institute is consulting with some facilities with high rates. TMF just finished recruiting due to a 5 year contract with the Center for Medicaid and Medicare Services (CMS). CMS required that TMF increase their consultation to 20% of Texas hospitals. They currently work with both large and small hospitals.
iii. The panel discussed ways to improve communication of  the results of audits from the state epidemiologists and perceptions by the facilities, especially for consecutive high SIR facility identified during audits. It was suggested that a physician could be present for the audit and that a physician to physician discussion may increase impact. It was also suggested to engage the governing board of the facility if it appears that the staff are not responding adequately to the data presented. Sometimes things don’t get high enough in the hierarchy to get the funds to make a difference. It was recommended that when the post-audit report is shared with the facility that the auditors recommend with whom the information should be shared, for example the medical executive committee or quality performance council.
CAUTI and SSI upcoming protocols
iv. For 2014, there were 20 facilities with statistically significant high SIR for either CAUTI or SSI. Seventeen were first time high SIR and 15 of the high SIR were for SSI while 3 were for CAUTI. There were consecutive high SIR for 3 facilities.
v. CLABSI validation started in the 2015. 
vi. There were 11 facilities chosen for the CLABSI validation pilot.
1.  Six from upper third of facilities with highest expected number of infections (2 significantly high SIR, 2 about the same, 2 significantly low SIR). 
2. 2 (with no SIR calculated) selected based on highest delta count (greatest difference between reported and expected number of infections) 
3. 3 selected randomly.
vii. One of the facilities selected for the CLABSI audit was also undergoing an inspection from CMS. The staff decided that if CMS was going into a facility that the state planned to audit then the state would take CMS validation and not audit the facility unless deemed necessary. If there are concerns, the state will request the facility’s action plan.
viii. The HAI Auditor asks for a line list of positive cultures for 6 months and often the number is less than 200.  From this line list, up to 60 candidate CLABSI medical records are selected for review. 
ix. Once CLABSI validation is off the ground, next will be SSI and CAUTI validation. CAUTI validation will be similar to CLABSI validation. SSI will be different because the denominator will be number of procedures within the specified time interval instead that is reported to NHSN. DSHS hopes to be able to validate the first half year of 2016 data. 
Training and Educational Activities
x. Jennifer held 2 webinars recently to explain how the validation process works. Both of these are available online. One is targeted towards local and regional health departments. The other goes into more detail about what is reported and how the validation process is transitioning. 
HAI website activity chart: HAI Web Stats
xi. Spike in activity in October 2014 could be due to the timing of facility reports coming out and due to Ebola. 
xii. Jane Siegel asked if there are ways of increasing awareness and bringing people to the website.
xiii. Shawn Tupy responded that the staff is still pursuing social media options and Public Service Announcement as opportunities to raise awareness. Restructuring in the agency has created some challenges.  The staff should have some feedback by the next meeting
Jane Siegel suggested some more information for future meetings.
xiv. The antibiogram was missing Region 6: oxacillin.
xv. Proportion of infections that lead to death. 
xvi. Want to know what kind of HAIs contribute to death. 
1. How many and what type of infection and the proportion

xvii. Temporal and geographic clusters of infections have not been identified yet. DSHS hasn’t analyzed cluster data since the year before. More focus was established in attaining regional resources. Before starting with validation, DSHS developed a cluster report that would identify facilities that had the same pathogen growing, same unit or same time. However, this wasn’t fruitful. The results were always delayed by months and were not available in real time. The same facilities also had high SIRs. DSHS feels it is better to develop the relationship with facilities at the regional level so that they can reach out. 
HAI investigation team topics
Multi-Drug Resistant Organism-Acinetobacter (MDR-A) and Carbapenem Resistance enterococcus (CRE) reporting. 
xviii. There was an MDR-A outbreak in Amarillo, Texas. It took place at a long term acute care facility between July 2014 and April 2015. There were 25 cases of MDR-A identified, with 18 of those cases having the same pulsed-field gel electrophoresis (PFGE) pattern representing on-going transmission. The majority of cases were from wound and respiratory cultures. Findings and recommendations were given to the facility. The facility was visited on three instances by the state for an outbreak investigation and were followed up by a regulatory visit. 
xix. The initial source of the outbreak was not found. Many of the patients bounced back and forth between the Long Term Acute Care (LTAC) facility and other facilities.
xx. The MDR-A and CRE incidence rate was represented on a county and regional map for both the residence of the individual and the health care facility location. 
xxi. There were 860 cases of MDR-A in 2014 and most of the clustering of cases by residence was in region 1, region 11, regions 2/3 and region 6/5 south. 
xxii. The clustering of MDR-a cases by the location of admittance into a health care facility was similar. There were a total of 622 cases in 2014 with clustering in region 1, regions 2/3, region 11 and region 6/5 south. 
xxiii. DSHS has been working closely with region 11 since 2008 and part of the reason for high incidence rates is thought to be due to accessibility of antibiotics across the border. However, not many cases are seen in El Paso. Region 11 has infectious disease resources as well as some universities but could always use more public health resources.
xxiv. There were 541 CRE cases in 2014 and most of the clustering by residence was in region 6/5 South and region 11. 
xxv. The clustering of CRE cases by the location of admittance into a health care facility was similar. There were 420 CRE cases in 2014 and most of the clustering by admittance location was in region 6/5South and region 11. 
xxvi. DSHS does not have the polymerase chain reaction (PCR) lab capability to verify the CRE cases, which is a critical piece of the surveillance. All states do not report CRE or use PCR to verify CRE cases. The Council of State and Territorial Epidemiologists just came out with a new definition for CRE. 
xxvii. The panel discussed the communication plan. Once the data is cleaned up, the reports will be posted online. Kelly was working this year to keep the data clean and organized so future reports will be easier. DSHS is planning an antibiotic stewardship program to launch in 2016. The program plan will be shared with the board.
xxviii. For future reports the panel would like to see: 
1. Incidence overtime every 6 months 
2. Data displayed in Graph or a table along with the map to show trends
3. For trending, start with total overall and then look at hotspots and see if they’ve changed 
4. Organize data by regions and do the rate over time 
5. Have an overlay of education to see how it correlates
6. Look at red spots (higher incidence) and see the counties overtime to see if they stay red or progress over time. 
7. Use sentinel reporting. Do the trends for the frequently occurring regions then the one time occurrence for places that have high incidence at one point in time and not throughout the year.
Vital Sign Report Review
xxix. There is a National Action Plan for Vital Statistics.
xxx. There are 2 CDC work groups that work to reduce inappropriate antimicrobial use in acute care by 20% and by 50% in outpatient care by 2020. They are trying to define what is inappropriate. The Standard Antibiotic Administration Ratio (SAAR) (days of therapy) is a new measure that is going to be endorsed by the National Quality Forum (NQF) patient safety committee. The future reports will be risk adjusted.
xxxi. Vital sign reporting is to track where the patients are going within and between facilities. We need to track where the organisms go. The question is: How can we assist the community wide coordination? 
xxxii. People in Houston are working on this specifically with c-diff and asymptomatic bacteria projects. 
xxxiii. NQF, has a special group on antimicrobial stewardship. CMS is going to do make antimicrobial stewardship guidance and specify some requirements. 
xxxiv. There are challenges with facilities sharing data. After the President's Council of Advisors on Science and Technology (PCAST) report came out there could be some more energy and possibly more willingness to share collaboratively. Another challenge is determining where the local Health Department will get funding to do this. Many people are donating their time. It doesn’t take a large amount of money to do this work. You can rely on donations. 
xxxv. Shawn stated that the legislature is putting some resources at the local Health Departments with around 30 epidemiologists. CDC does have an antibiotic stewardship grant. DSHS needs to determine what the state role is. 
xxxvi. Jane suggested meeting attendees watch the CDC webinar from August because it had some great ideas. Their registry for Multi Drug Resistant Organisms in Chicago, Illinois was a good example. 
Antibiotic Stewardship discussion
xxxvii. There is a Get SMART week for this subject.
xxxviii. DSHS should phrase it as antimicrobial resistance not stewardship.
xxxix. The plan for 2016 will be discussed at the next meeting.
PAE reporting update 
b. As of September 2015, for January through June 2015 there were 894 total facilities including hospitals and Ambulatory Surgery Centers (ASC).  The hospitals had a higher compliance rate (73.7%) compared to the ASCs (56.2%). There were two groups of non-compliant facilities. The first group that was non-compliant did not report or confirm PAEs but did have designated facility contacts. That group includes 20.6% of all hospitals and 36.8% of ASCs. The second non-compliant group failed to report as well and did not designate facility contacts. This includes 5.7% of hospitals and 7% of ASCs.
There are about 22 facilities that are not reporting HAI and haven’t conferred rights to the state. Program staff informs regulatory, and then regulatory follows up with the facility.  DSHS and both THA and TASCS have contacted facilities that are have not provided PAE contact information. DSHS will continue this effort.  Facilities that remain non-compliant with PAE reporting will be reported to regulatory after the next reporting cycle.  
c. DSHS provided updated Frequently Asked Questions documents, Definitions and Guidance for facility users, which are posted at www.paetexas.org.  This update includes the next set of PAE reportable events scheduled for implementation on January 1, 2016.
d. August 20-21st, 2015 was DSHSs first health care safety conference. The conference had 212 attendees, 20 speakers and 15 sessions. The speaker evaluations for each speaker for “very good ratings” ranged from 44%-83%. The attendees that were surveyed were almost all (99%) interested in attending a future healthcare safety conference. The overall quality was rated very good (79%). 
e. DSHS is now planning a conference for 2016. DSHS sent out a survey to see where the future conference should be.
f. The PAE first half year data for 2015 showed a total of 270 events with the highest incidence for patient death or severe harm associated with a fall resulting in a fracture (109 events). The second highest category was foreign object retained after surgery or invasive procedure (69 events). The third highest category was wrong site surgery or invasive procedure (27 events).
g. Completion of a root cause analysis (RCA) and corrective action plan (CAP) following an adverse event are required in Texas but submission is not. Some states do require submission of a RCA and/or CAP.  
h. It would be good to have facilities learn from each other including degradation of equipment, pieces breaking off etc. but DSHS does not have a formal process to facilitate this.
i. There are some challenges to reporting. The interpretation by providers can be subjective. Currently we are not auditing for underreporting.  We strive to provide clear and consistent guidance and directions for appropriate reporting via trainings, presentations, posted documents and responses to email questions.    
j. There have been questions around perinatal events. For example, how do you define a low risk vs higher risk pregnancy? Texas Hospital Association (THA) has provided names of obstetricians and neonatologists that can give input in determining this. 
Electronic Laboratory Capacity (ELC)
k. Funding is provided from CDC to establish Ebola self-designated assessment facilities. There were 70 facilities initially, but now there are 20 facilities.
l. There appears to be communication challenges within the facilities between preparedness, infection prevention and the corporate level. 
m. DSHS has completed 2 assessments of these systems. CDC has an Ebola assessment readiness tool that is about 150-155 questions. The questions cover 12 different domains, from pre-transport to hospital, worker safety, lab and personal protective equipment. The assessment is done by a group of three: DSHS HAI Epidemiologist, lab and hospital/emergency preparedness individuals. There are between 4 and 6 representatives from the assessment team that go to the site. The hospital conducts their own self-assessment prior to the visit. The team has a tour and then assesses the facility by going over the tool. After the questions are answered there is a discussion with recommendations at the end. DSHS follows up with an in depth feedback report. This ends with a yes/no answer per question. 
n. So far, the self-assessments match the DSHS assessment at around 75-80%. The 20 facilities right now are located throughout the state. There is a pediatric assessment facility included and a pediatric treatment facility. 
Lab Whole genome sequencing
o. Through the genome tracker program, the US Food and Drug Administration (FDA) has provided loaner instrumentation, training, reagents/supplies and bioinformatics capability.
p. DSHS must sequence 400 bacterial/clinical isolates annually from food or environmental sources for 3 years. DSHS is looking at Salmonella, Shigella, Listeria, Campylobacter, E. coli 0157 and non-0157 STEC.
q. The lab recently requested funding for reagents/supplies to sequence an additional 250 clinical outbreak specimens and received part of the funding from the ELC with supplemental funding from the Association of Public Health Labs (APHL). CDC is able to help with data analysis. APHL has also provided BioNumerics 7.5 upgrade to support whole genome sequencing. 

r. The lab is running about 16 samples a week. They are currently training staff. There is 1 fully trained by FDA and CDC and 5 others that are cross trained. The staff is planning to sequence around 650-800 isolates per grant year.
s. It is very likely that WGS will replace PFGE. The cost is still unknown for WGS. 
t. Current testing for Health care associated infections (HAI) includes bacterial isolation and culturing, biochemical and serological tests for Acinetobacter, Klebsiella pneumoniae, E.coli O-157 and non O-157 and Klebsiella spp. For PFGE the organisms are Acinetobacter, Klebsiella pneumoniae, E.coli O-157 and non O-157.
u. There are limitations specifically in capacity since there is only one instrument, limited staff, limited knowledge specifically in data analysis and limited resources.
v. WGS is becoming more important and desired but there is a lack in DSHS lab expertise to analyze and interpret the findings.
w. Many other states only do foodborne related WGS and many don’t have HAI. 
x. There is currently no CRE confirmation testing in the lab due to lack in funding. 
Clostridium difficile (CD) 
y. In the US there is an excess of 1 million dollars in medical costs per year, 500,000 infections per year and 29,000 deaths per year due to Clostridium difficile (CD). There has been a steady increase in incidence and mortality rates for C. diff in Texas. 
z. The major issues in C. diff is with diagnosis and treatment. 
aa. To diagnose, only unformed stool is tested. The stool is tested for toxins A and B using cell cytotoxicity, enzyme immunoassay or polymerase chain reaction (PCR). There are positives and negatives to each. PCR can over-diagnose because it appears to be picking up colonization. 
ab. Studies by Jardin 2013 and Johnson 2014 support oral vancomycin to be preferred treatment with better outcomes over Metronidazole. Metronidazole is drastically going to be used less to treat C. diff.
ac. Fidaxomicin has equal efficacy as vancomycin to cure patients and lessens the risk of recurrence when compared to Metronidazole. Fidaxomicin can reduce reoccurrence by half but is very expensive. However a study by Gallanghe, 2015 shows that over time Fidaxomicin is more cost effective than vancomycin.
ad. The study funded by DSHS asked where C. diff was coming from. The objective of the study was to assess community environmental contamination of toxigenic CD. Samples were collected around Houston to assess C. diff prevalence in public areas including parks, chain stores, fast-food restaurants, homes and hospitals. 

ae. There were over a thousand isolates obtained from the environment and hospitals including 1173 from homes, 230 from chain stores, 125 from fast-food restaurants, 540 from public areas and 613 from hospitals.
af. The isolates were then tested for CD contamination.  The environmental samples were 17-61% positive for CD C. diff the percent positive for CD for each were:
i. 61% of public areas (n=540)
ii. 3.9% of homes (n=1173)
iii. 17.8% of chain stores (n=230)
iv. 20.8% of fast-food restaurants (n=125)
ag. In the home environment, the areas that had a higher percent positive included shoe soles (45.3%), restrooms (35.6%), cleaning supplies (38.6%) and kitchens (45.8%). Only risk factor found in homes was a pet being in the home. 
ah. The ribotype distribution of clinical and environmental isolates were similar in pattern for both except for the 027 strain, which was more common in a clinical setting. 
ai. Environmental isolates are capable of causing disease based on early experience with animal model.
Hospital Transmission of C. diff 
i. C. diff typically develops when an elderly person receives antibiotics and has contact with contaminated environments in hospitals or nursing homes. The environment of a hospital has been shown to be contaminated with C. diff spores, especially in rooms housing patients with C. diff Infection (C. diff) or a patients colonized by C. diff. Disinfection of the hospital is complicated by: the number of patients with comorbidity housed, frequency of antibiotic use and difficulty in removing patient rooms sufficiently long enough for thorough cleaning. 
ii. This study examined the nature of C. diff to determine if infection was caused by single or multiple strains of C. diff. The study looked at 18 patients with active C. diff. Ten colonies of C. diff were taken from each of the 18 patients with C. diff and were individually tested by ribotype for similarity. 

iii. A majority of the colonies had multiple strains present. 
1. 12 patients at 4-5 strains
2. 4 patients had 2-3 strains
3. 1 patient had 1 strain
iv. A study funded by the MacDonald Fund and Baylor St. Luke’s Medical Center was conducted on the environmental contamination by C. Diff spores. It was a one year study that collected C. diff spores from patients diagnosed with C. diff and from the adjacent rooms as a control. There was a higher percentage of C. diff in the patients with CD diarrhea as compared to patients without C. diff diarrhea in both patient bathroom and patient room. Rooms housing patients with C. diff were frequently positive for C. diff despite daily cleaning and showed short time persistence. Five ribotypes of C. diff caused the hospital cases of C. diff. Ribotype O27 is commonly found at Baylor St. Luke’s Medical Center.
v. A disinfection study was done on the environmental contamination by C. diff spores on hospital floors. The cleaning methods included H2O2 & peracetic acid (OxiCide), Quaternary Ammonium (QA), Ultra Violet (UV) plus QA, 10% Bleach. The study concluded that there was not a 100% effective disinfection method. UV light plus QA was the most effective method of decontamination. OxyCide was no more effective than standard QA.
vi. Another study looked at 29 patients with C. diff and their rooms and tested for C. diff spores. They identified if there were identical clones in patients and rooms. By using Multilocus sequence typing they found 4 clusters of C. diff strains that were common throughout the hospital. They concluded that there were a limited number of clones suggesting that there is in hospital transmission or the presence of a pool of hospital strains in the community
vii. A new study funded by DSHS aims to develop a gold standard for diagnosing C. diff and to translate research into actual changes in the infection control practice. 
C. diff Summary Remarks
viii. Currently we over diagnose C. diff. Hospital transmission is where we need to concentrate our efforts with the majority of 4 stains in the hospital. There are many other strains in the environment. Current challenges include turning around beds too quickly for C. diff patients. C. diff should be treated like AIDS patients, where we assume everyone in the hospital coming in has it. 25% of patients with C. diff recur. Fecal microbiome implementation is helping people who lack the necessary flora needed to fight C. diff and continue to have reoccurrence of C. diff. This so far has been 95% successful.
[bookmark: _GoBack]Review of items from the last meeting and Concluding Remarks
All items addressed from the last meeting.
 May need someone with pharmacology in the panel.
Dr. Jane Siegel did not receive a response to her WGS letter.
Public comments
None
Agenda items for next meeting 
Board Members: 
ix. Provide feedback around incorporating a pie chart and/or table to be displayed in the final report for HAI.
x. Dr. Edward Septimus will send out his CRE presentation to Shawn
Program Staff 
xi. Provide status update on the changes to the board due to the sunset review.
xii. Share plan of antimicrobial stewardship once it’s available

Adjournment
Meeting adjourned at 3:26pm
The next panel meeting will be in February 2016.
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