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	Online meeting:  July 16, 2025
Meeting link provided:
Website: https://community.apic.org/First state chapter/home
Committee approval: Committee to approve Meeting Minutes at send out.
New Members reviewed – no new members, guest speaker today.
Meeting Called to order: 1:40 pm meeting and recording in progress…Transcription started
Committee reviewed next Meeting: (Date, time, Place):
Dover Delaware -commonly for APIC Chapter 134 meetings
Treasures Report: Not currently provided. To be sent out as an agenda after this meeting (as a consent agenda as part of the minutes to this meeting. Any questions or concerns about that – no response from the committee.
New Business: Anna Lucia is now in Healthcare Preparedness and Molly just sent out the emerging infectious disease reports. Lajune Harris stated she did not send me anything new or updates, but she will be joining shortly. For weekly EID updates, please either let Elizabeth know or email Molly directly. Molly Dworkin@Delaware.gov
To get on her list because it’s a great report.
 Positions /Per Director of the Board – the committee needs to choose another candidate for the President position for Chapter 134. Sam Noel has not been able to participate actively since he took on new responsibilities withing the Carpenters union. Please not Serving in a leadership position does give you IPU points towards that CIC recertification. This will be a business item that will be taken offline.
FYI: Holly retired. Holly will be missed. Her surgical experience was just invaluable -book worthy.
Meeting Minutes: Kathleen Hurford, Secretary, shared with Elizabeth the last two meeting minutes but needed to review transcripts prior to sharing them with the committee and asking for approval of the meeting minutes. Kathy apologized for backlog due to her new position in PA.
2025 Meeting Dates:
September 2025 business meeting prior to HAIAC. This will be the final meeting for the year. November 19, 2025 9:30 to 9:20 Hybrid (virtual and in person) in Dover. The final meeting for the year is November 19th and that will be a full 9:30 to 12 meeting and we are working on that agenda now. Shout outs to our Delaware Public Health  & Preparedness partners who have jumped through many hoops and always assured us of some in person space for our meetings as well as Technical Sup[port and other things. We are always very grateful to see June, Davia, Anna, Alicia, Emily, and Anne.

Update on STANDING Reports:
Delaware Public Health and preparedness partners – The committee is very grateful for Dr. Diavi and Emily who are truly partners, and we appreciate you very much.
Healthcare Preparedness Coalition:
Healthcare-Associated Infections: Quarterly reports reporting to the public. HO CDI any observations. Per Elizabeth, this was at Bebe and uptick at other hospitals as well. Multifactorial. Nothing has been reported to DOH. CMS having digital HO CDI based on treatment information and not test result information.
Lajune Harris did have a couple of things to discuss on an HEI level. Lajune just wanted to mention what we talked about in the HIAC, we are discussing changes to the interfacility transfer forms. An email was sent out to those on the prevention subcommittee with those suggested changes and asked for feedback.  The feedback is due August 1st, but other than that, there’s been no changes since the last HIAC meeting last month. Additionally, there have been 2 reports from this the CDC Morbidity, Mortality Weekly report that are HCL related.  New York city in a 5-year period saw an increase in NDMCP OS or NDM producing carbapenem-resistant terbacteralase is the name of the article. This will be posted in the chat. Elizabeth stated that’s a trend we have also seen in Delaware, an increase of MDM. CDC hasn’t published hand to auris containment response in HD and this was done in New Jersey, North Carolina, South Carolina and Tennessee in a 4-year period.
NYC has increase in NDM Bacterales increase and Candida auris in HD. Prevention of CDI in HD.
Standard IP practices seem to be enough to contain C. auris.
Bebe only a handful, but last one newly positive was a HD patient. The facility that she goes to – isolates the resident all the time.
Respiratory Pathogen Update: Sarah was not on for Respiratory updates, but a question was asked about bronchoscopy outside of negative pressure. Elizabeth Richarson stated, “Bayhealth is in transition from Cerner to EPIC from a TB risk assessment or screening, particularly prior to bronchoscopies outside of negative pressure and is asking the questions to identify the needs”…Jenny and Steve at Kent Bay Health stated, “this has become a challenge especially with our increased risks and our Kent and Sussex campuses. They have been reaching out to EPIC to see if there is anything built in and have put some things in place with work triggers because EPIC doesn’t necessarily know to capture what we built”.
TB update: Per Kanesha, 9 cases for 2025, 4 in New Castle County, 2 Cape County, 3 in Sussex County. Will not exceed last year’s numbers, which were 6 cases in June which 5 of them were in the rifampin resistant cluster. That was our peak month. This past June 2025 there were no cases – doing well. 
OIDE: Being dissolved? None of the EPI’s are changing name to stay the same. Only contractual positions are moved out.
Dr. Davia’s role as an ASP expert is no longer funded. State employees are a priority. ASP stewardship who will assume responsibilities to be continued have not identified a person yet for the position.
HAIAC – Healthcare Associated Infection Advisory Committee: Michell Power is not involved in immunization in the Immunization Coalition. Dr. McCoy might be a good resource moving forward in her new position, but just so in the absence of a report out which we used to go over routinely, I put the Immunization Coalition website and then of course I get the immunization express from Immunize.org
 which is very helpful, and the most recent issue just came out. 
Immunization Coalition – http://immunizedelaware.org
  Subscribe to IZ Express from Immunize.org – About IZ Express/Immunize.org Web pages were down at the last HIAC for most recent quarterly report. Will resend out the quarterly reports and will send out publicly.
STATE DH no updates due to the speaker/presentation.
Education Session:
Joan Heptin president consulting group and today’s guest speaker  she has been local consulting for several years and author of APIC Tool Kit NHSN Education. Joan is here to speak about HOB, CABSI, and CLABSI: A new Paradigm for Blood Stream Infection Surveillance.
OPEN Discussions: Carol was not available today. Moving forward with our trying to operationalize the platform to share case reviews and case questions. As part of that we did ask Joan Hebden to join us at 10:30 to speak on the new hospital onset (HO) bacteremia, the catheter associated infections, along with our old friend CLABSI related bloodstream infection surveillance.
Keith St. John wanted to share a new job beginning the 28th of the month to give a quick synopsis on the Military Medical Center down in Bethesda called Walter Reed.
Keith stated they combined both military hospitals into one and as a result they had to do extensive construction, renovation, build capacity. The previous IP specialist retired. To avoid a breech in contract the position had to be filled immediately.  This is something Keith has been doing for several years which he enjoys and gives him an opportunity to contribute to our military. The committee offered their congratulations. Keith offered to give a presentation sometime down the road. Keith also mentioned he is involved in another project called ID Watch which is a publication with cutting edge science reviews within the Infectious disease world for a month-to-month review on interests in the IP world.
Updates from Mollee Dworkin (DHSS)
“There hasn’t been an EHPC meeting for a while. There was a recent exercise required by the hospital, the HPP program. I could not go to that, but there are some big events going on in Kent County (the fair, NASCAR and the Circus Festival). 
Second topic: Mollee mentioned the Screw Worm. The female flies lay their eggs in an open wound and the larvae feed on the live tissue. These flies are moving in North Mexico and are within about 470 miles of the Texas border. So livestock imports has been closed off and there are efforts the government is implementing to combat those fly spreading in the US by creating the sterile male flies for release.

Joan Hebden guest speaker: Infection Preventionist who has served in many national roles and is dedicated to moving and advancing the field in Infection Prevention & Epidemiology. Joan previously served as Director of Infection Prevention and Healthcare Epidemiology at the University of Maryland Medical Center and is still part of their team in several capacities. Joan is well published  with over 35 manuscripts and is a member of AJIC, the American Journal of Infection Control Section or editor team and is a reviewer and serves on their editorial board. Joan is also working with Keith on the exciting service IP watch. As a reviewer she’s been a board member and leader for APIC chapter (greater Baltimore chapter of APIC) and has been a leader in accreditation, surveillance and of course expert in National Healthcare Safety Network surveillance criteria. On behalf of the APIC Chapter 134 committee, Elizabeth welcomed  Joan and her knowledge and expertise. 
Joan spoke about not only bloodstream infections that occur from Central lines but about how the SSI can occur from other catheter devices and provided rationale for transitioning to healthcare onset bacteremia and fungemia surveillance as a new onset quality metric.

Full Transcript provided with MM see below.
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APIC Chapter 134 July 2025 meeting Transcript.docx
Transcript

July 16, 2025, 1:40PM

[image: ]
Richardson, Elizabeth started transcription

[image: ]
Richardson, Elizabeth   0:05
Thank you. I'm sorry to interrupt, but yeah, absolutely, Barb. So we also Sam Noel has not been able to participate actively since he took on some new responsibilities within the Carpenters union. So we'll need to reach out to him and recheck some of those.
So we'll be looking for the president-elect, anybody else who's interested in any.
Officer positions. You know you do get benefits from being an officer in terms of if you do have your CIC and you're in the position to renew it. Serving in a leadership position does give you IPU points.
Towards that CIC recertification. So that will be a business item that we will take offline. We need to have a Board of Directors meeting anyway. So perfect timing to discuss a couple of different things. And as Barb mentioned, yes, Davia has switched positions.
And DPH will will explain that along with other changes when we get to our updates.
That's certainly Holly.
Retiring is a huge milestone. What'd you guys do to embarrass and celebrate her at Bay Health?

[image: ]
Lajune Harris, DPH   1:25
So we actually, Steve McDougall came and concocted this plan and we actually took her out to breakfast with our IP group. And then last Saturday we did a fabulous surprise.
Retirement party for her. We did not invite everybody from APIC because we already had 80 some people on the list and the room did not hold that many, but we actually surprised her and she had a fabulous party and she had no idea that it was coming so.
It was was a good time.

[image: ]
Richardson, Elizabeth   2:04
That's wonderful. She definitely will be missed. I learned a lot from Holly. She was probably the IPI reached out to most when I first started in this profession back in 2015, and I know her operating room experience.
Was a special.

[image: ]
Lajune Harris, DPH   2:22
Her surgical exactly. Her surgical experience was just invaluable with just invaluable so.

[image: ]
Richardson, Elizabeth   2:29
Yeah, yeah, she should write a book. Maybe she should go on a speaking tour. Maybe she could hook up with Joan Hebden and right. There's so much going on. It's so much being paid attention to in the areas of surgery and endoscopy.

[image: ]
Lajune Harris, DPH   2:40
Yeah, really.

[image: ]
Richardson, Elizabeth   2:47
All right. Moving on to our remaining meetings of this year, we have a short business meeting. It'll be 8:30 to 9:20 in September immediately prior to the HIAC that will be available via Teams as well as in person in Dover.
At the training center and then our final meeting for the year is November 19th and that will be a full 9:30 to 12th meeting and we're working on that agenda now. As always, I cannot express enough. I mean words do not cover the gratitude that I.
Have to our Delaware public health and preparedness partners who have jumped through many hoops and always assured us of some in person space for our meetings as well as Technical Support and other things and always very grateful when I see.
June or Davia, Anna, Alicia and everyone else. Anne is always there too. Emily, you guys really are truly partners and we appreciate all of you very much and I hope that with all of these.
Changes with windows opening and doors closing that the right window opens up for all of you and you land in a great spot that's deserving of your talents and expertise.
All right. Jeannie was not able to join us today and I did did not see a treasurer's report. So that we'll do, we'll get that out as a consent agenda as part of the minutes.
To this meeting. Any questions or concerns about that?
All right. So we're going to probably need to update our standing reports. But Lejeune, you guys always do such a great job. Why don't we go through? I know. So Anna Lucia, you're now in healthcare preparedness. I know Molly just sent out the emerging infectious disease.
Report, weekly report. Didn't see a lot of significant changes in there, but is there anything the state could share from a healthcare preparedness perspective?

[image: ]
Lajune Harris, DPH   5:03
3.
She did not send me with anything new or updates. She will be joining in a little bit. I think she's under the impression that the presentation would be happening first so that she would be able to get her updates. But as of now, no, no new updates and if you have questions for her.

[image: ]
Richardson, Elizabeth   5:12
Yeah.
OK.
Yeah, sorry.

[image: ]
Lajune Harris, DPH   5:26
She'll be on in a little bit.

[image: ]
Richardson, Elizabeth   5:28
OK.
OK, that's very helpful. Thank you. And as always, if you're not receiving the weekly EID e-mail from Molly, that summarizes not only our local or regional.
A national situation with a whole host of challenges that we continue to have to deal with. It also has international information, a lot of good, you know, statistics on prevalence, incidents, distribution, new cases and of course.
You know, things like measles that we never thought we'd have to deal with in such a substantive way continue to be part of her communication. So, but if you haven't, if you're not receiving the weekly EID update, please either let me know or e-mail Molly directly. Molly Dworkin.
At delaware.gov to get on her list because it is a great report. OK, And then from public health perspective, that's typically Malika, right? Lejeune, do we have anything other than?
You know, how can we stay on top of all of these changes that are happening? Is there going to be some sort of formal communication at some point when things stabilize? Anything you could share is helpful.

[image: ]
Lajune Harris, DPH   6:51
Yeah. So I'm sure it will be formal communication once things stabilize. But as far as right now, like we briefly discussed earlier, we're still in transition with a lot of different roles right now. I know we spoke on Doctor Davia no longer being part of the HAI program.

[image: ]
Richardson, Elizabeth   7:00
Yeah.

[image: ]
Lajune Harris, DPH   7:11
I am and her transitioning into immunizations and right now at least for the HAI aspect is primarily myself and and then Emily and regarding that and then another kind of structural change.
Has to do with how Hep C program was situated and I believe that falls under Emily. So it would just be coordinating that route and we do have some people going out on a leave right now. So again always if you have questions to report disease.
Mailbox if you're not getting through with that specific epi and then also calling the general office line too, just to make sure that there's no gaps in communication. Emily, is there anything additional you want to share any upcoming reports outside of like Hai that may be coming out?
I don't have anything from a leadership right now to present that.

[image: ]
Richardson, Elizabeth   8:10
Sure. Thank you very much, La June.

[image: ]
Lajune Harris, DPH   8:13
Mhm.

[image: ]
Richardson, Elizabeth   8:15
And Emily did put in the chat that she was going to be in and out of the meeting. So I'm not sure. Doesn't look like it looks like she's currently off. She may have another meeting, but yeah, so I mean, any questions from the group?

[image: ]
Lajune Harris, DPH   8:19
OK.

[image: ]
Richardson, Elizabeth   8:30
With regard to what's going on and you know, basically there's a lot of changes due to funding changes, etcetera. As you heard, a number of people have switched positions may no longer at is it?

[image: ]
Lajune Harris, DPH   8:31
So.

[image: ]
Richardson, Elizabeth   8:47
Accurate is OIDE being dissolved or is it?
Still.

[image: ]
Lajune Harris, DPH   8:53
As far as for now, they're keeping OIDE, so none of the Epis minus the hep C epi being transitioned or changing and or not. They at one point in time they were talking about changing the name, but OIDE is just gonna stick so.

[image: ]
Richardson, Elizabeth   9:11
OK.

[image: ]
Lajune Harris, DPH   9:11
There's no major changes regarding that being dissolved.

[image: ]
Richardson, Elizabeth   9:15
OK. OK. I appreciate that. I mean, at the end of the day is, I mean, is it is the workforce, I mean the number of Eppies, are they going to be, you know, much reduced? I mean, you know, we're not, we're not going back to the way it was before COVID, right?

[image: ]
Lajune Harris, DPH   9:32
I don't believe, yeah, I don't believe so. There has not been any talks about further reduction. It was just more so shifting people out. But there hasn't been anybody shifted out epi wise other than the hep C and that's because they were in a contractual position.

[image: ]
Richardson, Elizabeth   9:33
Or we just have the.
OK.
Sure. OK. All right. And then so and and and we can also get information from Davia cause you know the information we got at our last antimicrobial stewardship subcommittee of Hayak was still a little bit in flux.

[image: ]
Lajune Harris, DPH   9:50
Fine.

[image: ]
Richardson, Elizabeth   10:08
But what it sounds like is there's no more antimicrobial stewardship support like the like Davia's role as an ASP expert is no longer.

[image: ]
Lajune Harris, DPH   10:08
Mhm.

[image: ]
Richardson, Elizabeth   10:22
Funded. Is that an accurate statement?

[image: ]
Lajune Harris, DPH   10:26
We can go with that right now with just they're not, they're they're trying to not have any, they're phasing out any contractual roles because state employees are priority. So for antimicrobial stewardship, that's just tentative right now.

[image: ]
Richardson, Elizabeth   10:30
OK.
Yeah.
OK.

[image: ]
Lajune Harris, DPH   10:46
I still need to talk to leadership because I know internally we were having discussions on who would assume responsibilities of that role and what expertise they're going to bring. So that's just to be continued. I'll put it that way, but there should be support. It isn't discussion. We just haven't identified a person yet.

[image: ]
Richardson, Elizabeth   11:00
OK.
OK. I appreciate that. Thank you. Well, more to come, correct. All right. And I mean, you gave a report on health care associate infections. Are there, are we still on track for the quarterly reports reporting out to the public? I mean, where are we with?

[image: ]
Lajune Harris, DPH   11:14
Yes, very much so.
OK.

[image: ]
Richardson, Elizabeth   11:26
With HAI communicating that publicly reported data and do you need it from us?

[image: ]
Lajune Harris, DPH   11:31
Yep, so.
So the web pages were down. That's why we weren't able to make them publicly accessible, I believe at the last high act for the most recent quarterly report. And then the annual is I'm finishing up the edits Kelly sent back to me. So that should be posted in July. So both. Well, hopefully I got to check in.

[image: ]
Richardson, Elizabeth   11:44
OK.
OK.

[image: ]
Lajune Harris, DPH   11:54
To see what the status is, what our webpage is, if we're allowed to post again, and if not, they'll still go out with the minutes from HYAC, the annual report, and then I can resend the quarterly reports I sent it out previously to before the last HYAC. But yes, they will be accessible publicly.

[image: ]
Richardson, Elizabeth   12:08
OK.
OK. And anecdotally, there's been a a a brief bit of a discussion amongst at least three of the hospitals in Delaware about a trend that we're observing, which is an increase in hospital onset C diff.
Which we've had under control for a very long time. I don't know if you have any, you know, observations or you know, thoughts about that, but that's definitely something that we're looking at at BB and.
From you know internal, you know internally we're we're seeing some upticks at some of the other hospitals as well as well and these patients are sick and it's like you know the causal factors are are multifactorial. It's not but I don't know if if DPH has has seen anything or.

[image: ]
Lajune Harris, DPH   12:52
Mhm.
Yes.
Nothing that's been reported to us, but I can make a look at the last five years of of state of cases and see if there's been an increase at the state level.

[image: ]
Richardson, Elizabeth   13:09
Yeah.
Yeah, that would be helpful. I mean, I mean, I don't even know if that, you know, I know our prevention and you've been doing a good job of running at least the last prevention subcommittee of HIAC meeting in the absence of a leader. You know, we did look at C diff reduction many years ago.

[image: ]
Lajune Harris, DPH   13:28
Yeah.

[image: ]
Richardson, Elizabeth   13:29
But now it's just.
Rearing its ugly head. And of course we have the potential for a change in how that's measured from a quality perspective with CMS, you know, having that digital quality measure of counting hospital onset C diff.
Based on treatment information and not test result information. All right. Well, thank you for that. I appreciate that. I don't see Sarah on for a respiratory pathogen. Go ahead.

[image: ]
Lajune Harris, DPH   14:02
Oh.
I did have just a couple things to discuss on an HEI level. I mean nothing, no, no, no worries, nothing big. I just wanted to mention like we talked about in the Hayak, we are discussing changes to the interfacility transfer forms.

[image: ]
Richardson, Elizabeth   14:08
You did. Awesome. Sorry, didn't mean to skip that.

[image: ]
Lajune Harris, DPH   14:24
The I did send out an e-mail to those on the prevention subcommittee with those suggested changes and asked for feedback. That feedback is due August 1st, but other than that, there's been no changes since the last HIAC meeting last month.
Additionally, there has been 2 reports from this the CDC Morbidity Mortality Weekly report that are HCI related. New York City in a five-year period saw an increase in NDMCP OS or NDM producing carbapenem-resistant terbacteralase is the name of the article.
I can post that on the chat. That's a trend we've also seen in Delaware, an increase of MDM. Additionally, they also the CDC hasn't published hand to auris containment response in hemodialysis and this was done in New Jersey, North Carolina, South Carolina and Tennessee in a four-year period.
That just talked about prevention of C diff transmission in hemodialysis facilities. I just skimmed it, but it seemed to indicate that at least based on this limited report that the standard, the standard infection control practices used in hemodialysis.
Did seem to be enough to control Canada Auris transmission. Uh, but I can post both of those resources in the chat. Um.

[image: ]
Richardson, Elizabeth   15:47
That would be great. I haven't seen those come across my desk. I don't know about anybody else on the call. We, you know our, I mean we have in Sussex County Speaking of from a BB perspective, we've only had.
You know, a handful of Candida auris patients come through our doors, but the last one who was newly positive for Candida auris when she came under our care was a hemodialysis patient.

[image: ]
Lajune Harris, DPH   16:05
Oh.
OK.
OK.

[image: ]
Richardson, Elizabeth   16:18
The facility that she goes to, I haven't gone on site to actually look at what they're doing, but they're following, you know, they're isolating her every single time, which I know not many facilities can do, depending on what else they're dealing with. Where is there information on the Delaware?

[image: ]
Lajune Harris, DPH   16:20
You.

[image: ]
Richardson, Elizabeth   16:38
Website or somewhere about where these NDM cases are because we're not seeing it in at least in you know in where we are in our service area and Sussex County is is it more to the north.

[image: ]
Lajune Harris, DPH   16:41
So.
We have not published the CPO annual report yet, but when we do, we don't currently plan on including facility specific information. It is largely in New Castle County, but.

[image: ]
Richardson, Elizabeth   17:09
Count. Yep.

[image: ]
Lajune Harris, DPH   17:10
I guess that's where the most people are, but yeah.

[image: ]
Richardson, Elizabeth   17:14
Yeah, so far, I mean, you know, Sussex County's given it its best try, but you know, we'll never catch up to Newcastle, but we're we're certainly on track to be more than double what we were when I got here.

[image: ]
Lajune Harris, DPH   17:20
Yeah.
So.

[image: ]
Richardson, Elizabeth   17:30
OK. Any questions from everybody else? Go ahead, Laur and.

[image: ]
Lajune Harris, DPH   17:31
And then
I was just about to say my chat is not the chat isn't working for me, so I'll send the two links to Lujun's little post in the chat.

[image: ]
Richardson, Elizabeth   17:42
OK. Thank you. I hope I didn't break the chat.

[image: ]
Lajune Harris, DPH   17:48
So it just might be my computer.

[image: ]
Richardson, Elizabeth   17:51
I appreciate that. Thank you so much. You do such a great job, Anne. Really appreciate everything you do. OK.

[image: ]
Lajune Harris, DPH   17:55
OK.

[image: ]
Richardson, Elizabeth   18:01
Then Kenisha, Are you ready for a TV update?

[image: ]
Lajune Harris, DPH   18:08
So for TB, we are still at 9 cases for 20 Twenty-five, 4 in New Castle County. There's two in Kent County and three in Sussex County.
So, so far we're looking pretty good. Doesn't look like we're going to exceed last year's numbers last year in June. That was our peak month. We had six cases in June last year, which five of them were in the rifampin resistant cluster. So I was nervous this year.
But we actually made it out of June with no cases. So I don't like to say the Q word, but has been doing pretty good.

[image: ]
Richardson, Elizabeth   18:53
OK.

[image: ]
Lajune Harris, DPH   18:58
Yeah, that's it for me.

[image: ]
Richardson, Elizabeth   19:01
That's great. How's everybody on the, you know, healthcare side, healthcare delivery side doing with their TB screening and their TB risk mitigation? I know Ryan, there had been some and and Michelle, I think you're on as well.

[image: ]
Lajune Harris, DPH   19:03
Yes.

[image: ]
Richardson, Elizabeth   19:21
You guys have been asking about, I know as a team you were looking into, you know, bronchoscopy outside of negative pressure. Did you end up making any policy changes or addressing that in some fabulous way?
Or is it still a work in progress?
Or is that a Carol question?

[image: ]
Lajune Harris, DPH   19:44
OK.

[image: ]
Power, Michelle   19:45
No, we haven't done any policy changes with that at all.

[image: ]
Penn, Ryan A   19:46
I.

[image: ]
Richardson, Elizabeth   19:53
OK, so you know, yeah.

[image: ]
Power, Michelle   19:54
We've kind of stuck with stuck with what we are and asking questions.

[image: ]
Richardson, Elizabeth   20:01
Sure, I I one of my motivations for asking the question is you know we're almost at our 90 day from go live when we transition from Cerner Oracle to Epic and we have a number of things built into Cerner to help us with our TB.
Risk mitigation processes and I'm not sure that they're all going to be present when we go live with Epic because of the different decisions made with regard to Epic foundations versus custom build, et cetera. I don't know where you guys are with your in your Epic journey or if.
Bayhealth has has done anything fabulous and epic from a TB risk assessment or screening, particularly prior to bronchoscopies outside of negative pressure.
But we're but I I mean I'm I'm I'm still at the point you know almost at 100 days from go live where I'm asking the questions and identified the need but we haven't really been able to to see any options to replicate or at least you know in some way ensure what we're doing now.
Answer from a decision supports perspective.
When we get to Epic and of course Epic's.
Screening is.
Their travel screen, etcetera that they do in triage and on entry to the organization in the foundations program is is pretty straightforward. I don't know Barb or or Steve or Jenny if you guys have any.
Thoughts on what you're doing or or could share anything that you do in Epic from ATB, you know, screening of patients perspective 'cause I'm looking for some help.

[image: ]
+13*******23   21:51
Hi, it's Jenny and Steve at Kent Bay Health. So this has become a challenge, especially with our increased risk and our Kent and Sussex campuses. We have been reaching out to Epic to see if there's anything built in and also we put some.
Things in place with work ors related like cavitary lesions, diagnosis codes, problem lists, they'll kind of trigger on the front end because we do notice a lot of times they'll come in with those things and Epic doesn't necessarily know to capture it we built.
An actual customized thing which is really nice with Epic ATB order panels. So everything pre-populates the AFP cultures times three with the 8 hours apart, the MTB PCR complex automatically ordering isolation, but a challenge we find is getting the word out to utilize this.
Order panel and also if any of those are ordered, it'll automatically trigger a rollout TV banner, but we're still trying to capture those screening and those opportunities on the Epic end. But there's a lot of opportunities to customize with Epic, so that's what we've done so far.
And we work very closely with Kenisha and with our partners with DPH and our TB clinics.

[image: ]
Richardson, Elizabeth   23:12
That's very helpful. Thanks so much for sharing, Jenny. Um.
I know that your Epic analyst that covers Bug Z is in some sort of group with the Epic analyst who's leading our project, and this is her first implementation, so she doesn't have a lot of historical knowledge.
Related to Bugsy and of course none of them are infection, have infection prevention experience. They're IT people, but she's been very willing to reach out. So maybe I'll ask her to reach out to your Epic folks at.
Bay health to see if we might be able to, if not get it in place for go live, make it a priority during that first 90 day optimization phase.

[image: ]
+13*******23   24:02
Yeah, we'll be happy to reach out and collaborate. And like I said, it's very customizable. It's just getting all the pieces in place and of course the approval process, especially when it deals with order sets. But we've had a lot of support with our team. So it's been a journey as with Epic and with those opportunities.

[image: ]
Richardson, Elizabeth   24:20
Yeah, I I, I I like what you're saying in terms of some of those trigger triggers that you've you know incorporated and I'm assuming, well maybe I shouldn't assume, are you getting some type of OPA or notification when these patients hit?
Any of these triggers or is it more the isolation rollout TV banner?

[image: ]
+13*******23   24:40
So we have a thing in place. When they are on a rule out status with any of these triggers, it does pop in your face. Hey, patient requires airborne isolation with their epic. There's a mismatch fire. Unfortunately on our outpatient setting, they can't have they don't have.

[image: ]
Richardson, Elizabeth   24:56
Right.

[image: ]
+13*******23   25:00
We have the ability to order isolation, but the banner is there and it tells them what type of isolation is required. We went live with that about almost a close, maybe May-ish, where it now tells you the type of isolation, which is helpful based on working with our Bugsy team and our Epic analysts.

[image: ]
Richardson, Elizabeth   25:15
Hi.

[image: ]
+13*******23   25:18
So it helps the off-site and inpatient side as well. So it encompasses the full spectrum of all the encounters in our Epic system.

[image: ]
Richardson, Elizabeth   25:18
Right.
Awesome. Thank you so much for sharing. Ohh

[image: ]
+13*******23   25:35
Absolutely.

[image: ]
Richardson, Elizabeth   25:36
We have, yeah. I mean, our annual TB risk assessment did not show enough evidence to change our risk from a low incidence to a moderate incidence, but I know you guys have had all kinds of changes.
In that respect from my discussions with Kelly. So thank you for sharing. All right.

[image: ]
+13*******23   25:57
Absolutely. Retail. Happy to help our partners.

[image: ]
Richardson, Elizabeth   26:00
Yeah, appreciate that. All right. So nothing more with OIGE, I'm assuming Kelly's not here. I don't believe that the minutes from the last HIAC meeting have come out. If they have, I haven't read them, but we'll certainly.
forward those. Yeah.

[image: ]
Kathy Hurford   26:17
Yeah, Elizabeth, I I had, I had, I did e-mail them to you just for an overview, but I can e-mail them to the group both sets and then today's I'll include as well.
Days I'll include as well.

[image: ]
Richardson, Elizabeth   26:29
OK. Yeah, you're talking about the APEC meeting minutes. That would be great. Kathy, thank you so much. This is the state meeting, the HIAC meeting that the quarterly meeting that typically our DPH partners will or Kelly will report out on.

[image: ]
Kathy Hurford   26:33
Yeah, yeah.
Oh, my bad.
Gotcha.

[image: ]
Richardson, Elizabeth   26:46
Yeah. And then, you know, basically the discussions echo much of what we discuss here. And I, you know, I need to reach out to. I haven't seen a lot of participation from Annika lately. I wonder if she's busy.
At the Department of Corrections, but she and then Michelle Power, are you still involved in immunization in the Immunization Coalition in any way?

[image: ]
Power, Michelle   27:16
I am not.

[image: ]
Richardson, Elizabeth   27:17
Yeah, I thought so. So I don't know if anybody is, although it sounds like Doctor McCoy might be a good resource moving forward in her new position, but so just in the absence of a report out which we used to go over.
Routinely I put the Immunization Coalition website and then of course I get the Immunization Express from immunize.org, which is very helpful and the most recent issue just came out and of course the top.
Topic was basils.
OK.
Thank you all for that information. I find it very helpful and certainly helps to to spawn some really good discussions. All right. So moving on, we have open discussion. I don't see Carol on, maybe she's not available today. We're continuing to move forward with our.
Trying to operationalize the the platform to share case reviews and case questions. As part of that, we did ask Joan Hebden, who will be joining us in a few minutes at 10:30.
To speak on the new hospital onset bacteremia, the catheter associated bloodstream infection along with our old friend Klabsi's for bloodstream infection surveillance. So she'll be on at 10:30 to give us her expertise there.
Any other topics or anything you want to see before the end of the year you would like to include into the agenda of this meeting? What would be helpful to you? Just looking for some suggestions.
Or ideas. Or anything you've, uh, seen that you liked at other APEC meetings? Anything you brought back from national?
Looking for you guys to put your thinking caps and then I it looks like Keith just joined us and Keith said he had some fabulous news to share. So that could certainly be something when you're ready, Keith. Or did I misread your e-mail over the weekend?

[image: ]
Keith St. John   29:38
Hello, good morning.
Can you hear me?

[image: ]
Richardson, Elizabeth   29:42
Thank to you. How are you? How are you doing?

[image: ]
Keith St. John   29:47
I'm doing well.
Getting ready to go on vacation down to Lewis, Delaware. Lewis, Delaware.

[image: ]
Richardson, Elizabeth   29:50
OK. Where are you going? Something fabulous, huh?
Oh, you're coming here. OK. Gonna have to stop by and say hello. We can take you out to lunch.

[image: ]
Keith St. John   29:59
Yeah.
Hey, there you go. Yeah, I'm at the Ocean House right there on the beach.

[image: ]
Richardson, Elizabeth   30:06
Oh, OK. Oh, wonderful. At least you're getting the breeze. I hope it's not a land breeze so the flies are not there cause it's sticking hot here.

[image: ]
Keith St. John   30:13
Yeah, well, well, it's stinking hot up where we are in Newark, DE too, so.

[image: ]
Richardson, Elizabeth   30:17
No.

[image: ]
Keith St. John   30:22
At least we at least we got the breeze off the off the Bay so but anyway.

[image: ]
Richardson, Elizabeth   30:22
Yeah.
Well, I appreciate that.

[image: ]
Keith St. John   30:30
Yeah, maybe we could connect and have lunch. Maybe that would be great.

[image: ]
Richardson, Elizabeth   30:30
What do you have?
Absolutely. Yep. Did you have any news to share or were you just?

[image: ]
Keith St. John   30:39
Yeah, yeah, I do. Yeah, I was just gonna share about my vacation.

[image: ]
Richardson, Elizabeth   30:42
I don't know. I was just thinking maybe you were just.

[image: ]
Keith St. John   30:48
No, I'm actually starting a new job right after vacation, beginning on the 28th. Just to give a quick synopsis, you know, the Military Medical Center, you know, down in Bethesda, still called Walter Reed.

[image: ]
Richardson, Elizabeth   30:53
OK.

[image: ]
Keith St. John   31:07
But they combined all the military hospitals into one.
And as a result, they've had to do extensive construction, renovation, build capacity in other words. So Long story short, the person that was the infection prevention specialist overseeing all the construction there.
Is retiring this month. In fact, I think he already retired, so they needed to fill this vacancy quickly because they would be a breach of contract if they didn't have someone full time as an infection preventionist.
And I'm going to be that replacement.
It's something I've always enjoyed doing. I've I've done a number of major construction projects in my career when I was working in the hospital and this gives me an opportunity to really, you know, contribute to our our military.
You know that have served with distinction and obviously are in need of care either through being wounded on the battlefield or whatever so.
That is my new full time job.
As the 28th.

[image: ]
Richardson, Elizabeth   32:30
Congratulations. That's phenomenal.

[image: ]
Keith St. John   32:35
Yeah, I really.

[image: ]
Richardson, Elizabeth   32:35
I know that those dedicated IPS to construction are. I mean, clearly I know I'm familiar with the one at University of Pittsburgh Medical Center and I tap her often for some help, but.
That's great. So you'll be our go to if we have any construction mitigation questions.

[image: ]
Keith St. John   32:54
Well.
Well, indeed, I'm, I'm, I'm going to be learning a lot. You know, I'm working with some very seasoned engineers. You know, it's it's been quite a privilege. In fact, this corporation I'll be working for.
It's called VW. No relation to Volkswagen, VW International. They they have, you know, the primary contracts for construction renovation.
For military healthcare sites around the world. So they needed someone full time here at Walter Reed though. So. So that's my first assignment, so to speak.
But they got assignments, they got, yeah, they got assignments to going on in Japan and Europe and you know, certainly other sites in the US So I don't know where this is going to go ultimately, but I think there'll be more than enough work for me to do for a few years at Walter Reed.

[image: ]
Richardson, Elizabeth   33:46
Wow. So you're right there.
Absolutely. That's amazing, Keith. Congratulations.

[image: ]
Keith St. John   34:10
Yeah, it's only a matter of being at the right place at the right time. I I just really felt called to do this and and obviously I'm going to learn a lot being a specialist in this area now.

[image: ]
Richardson, Elizabeth   34:10
OK, for share.
Right.

[image: ]
Keith St. John   34:24
Rather than just, you know, assigned as needed as we often are as IP's when working in the hospitals.
So.
I've I've done some really great projects over the years, just even beginning with the the Nemours Children's Hospital. I mean, I was on the ground floor of when they built the original new building. It's not so new anymore. And you know, it was right next door to the original Alfred I de Pond Institute.
So I go back a long ways with major construction. I was involved in a a burn unit construction at Temple plus or renovations. I was involved in the building of the South Tower at Children's Hospital Philadelphia, which.
By the way, you know, joined with the NICU, the oncology inpatient in the bone marrow transplant unit. So you couldn't ask for a more vulnerable population.

[image: ]
Richardson, Elizabeth   35:26
Totally challenging environments.

[image: ]
Keith St. John   35:27
Yeah, very, very challenging. I had to do daily rounds in that in that kind of situation that was that was something I dedicated a lot of time to to protect our patients there. So, so that's that's just a little.

[image: ]
Richardson, Elizabeth   35:39
Well, that's great.

[image: ]
Keith St. John   35:43
Smattering of my background that enabled them to get me on board. I'll tell you, I had to be actually approved by Homeland Security. I guess Christy Noem saw my profile.

[image: ]
Richardson, Elizabeth   35:58
I love it.

[image: ]
Keith St. John   36:03
I don't know if Peak Hegstaff was involved in looking over my, you know, government credentials either, but it was a whole new experience getting authorization to work on a military site like this. I had never done that before.

[image: ]
Richardson, Elizabeth   36:18
Sure.
Right.

[image: ]
Keith St. John   36:21
So a lot of paperwork, but it's all behind me. Full steam ahead, and I'm glad I was able to carve out my vacation before I start my new job.

[image: ]
Richardson, Elizabeth   36:32
That's always a plus. Well, I wish you the best. We have a number of of newer IPS amongst our APEC chapter membership, and I know that they're always looking to learn this.

[image: ]
Keith St. John   36:35
Mhm.
Thank you.

[image: ]
Richardson, Elizabeth   36:50
This profession never disappoints in terms of new challenges and new ways to reinvent yourself. And Keith, you certainly are a great example of how you've pivoted and lended your expertise to all kinds of traditional and nontraditional roles in infection prevention. So.
Can't wait to hear more.

[image: ]
Keith St. John   37:08
Well, maybe I can give a presentation sometime down the road, just sort of talk about some of the challenges that I experienced along the way, you know, happy to do that.

[image: ]
Richardson, Elizabeth   37:12
Stop.
Do way.
That's great.

[image: ]
Keith St. John   37:22
Also, yeah, yeah. Also I I wanted to mention that I'm in a involved in another project that I think would be of great interest to IP's. I don't know how many of you know about this publication. It comes out monthly from Doctor Edson.

[image: ]
Richardson, Elizabeth   37:28
OK.

[image: ]
Keith St. John   37:41
Septimist called ID Watch. It's an excellent, you know, publication, lead us to say, and he does reviews of the cutting edge science within the infectious disease world. Sometimes it does overlap into infection prevention.
But he got the idea and and I have to say it's a really a bright idea that maybe there could be a separate IP watch that's tagged on to ID watch so.
You know what we have done is we've created a, you know, a group of reviewers. I am one that canvas the the literature out there and we go month by month.
And we bring to IP's attentions things that are of particular interest in our field. So in other words, we do the legwork to canvas the literature. We do the legwork of actually doing, you know, what I call Cliff Notes reviews.
Of the science. And then if you're interested in learning more, you just click on the link and you can go right to the article and review it that way. But I think it's a great, you know, tool for IP's that probably don't have a whole lot of time to just.
Sit and read articles, including our own journal, you know? And so we're doing that legwork for you and it's a subscription service. I think it's, I think it's around $30.
It's not very expensive, but it really brings you state-of-the-art information. Joan is also a reviewer, by the way, who who's speaking later. So, so you know, I think if you know you're interested in learning more, I could send you the.

[image: ]
Richardson, Elizabeth   39:31
OK.

[image: ]
Keith St. John   39:40
The link, the information that will give you the opportunity to register.

[image: ]
Richardson, Elizabeth   39:43
Yeah, that would be great.
Yeah, no, if you could do that, I could share it with we. Well, Kathy can put it in the minutes, but we can share it with the the group. That would be awesome. I I am very interested in that. I mean, you know these services that summarize the literature so that we don't have to.

[image: ]
Keith St. John   40:03
Yeah, I think so far we we we just had a, you know, a couple months so far, but so far we've gotten really great feedback.

[image: ]
Richardson, Elizabeth   40:03
Uh.
Yeah, no, I'm I'm looking forward to seeing it. I'm familiar with ID Watch, but I wasn't aware of IP Watch. I don't know if anybody else on the call was familiar with it or is using it currently, but that definitely would be right up our alley. So thanks so much for sharing, Keith. And again, congratulations on your new position.

[image: ]
Keith St. John   40:29
Thank you.

[image: ]
Richardson, Elizabeth   40:32
All right. Questions from the group for Keith. I see Molly's joined us, so we could probably quick get some updates from Molly on emergency preparedness before Joan joins us at 10:30. And then of course if anybody has any other thoughts.
To put forward before we move into our education session, please feel free to raise your hand or shout out. Molly, are you able to give us a few words of wisdom from the preparedness side?

[image: ]
Dworkin, Mollee (DHSS)   41:01
Me, you know, I'll try. We haven't had a EHPC meeting for a while. There was a recent exercise required by the hospital, the HPP program. I was unfortunately not able to go to that.

[image: ]
Richardson, Elizabeth   41:14
Yes.

[image: ]
Dworkin, Mollee (DHSS)   41:21
And there are some big events going on in Kent County. So we have the fair, the.
NASCAR and the circus festival thing all in Kent County all this weekend. So yeah, it might be a little strain on Kent County.

[image: ]
Richardson, Elizabeth   41:36
Oh, my. Barb told us about the Sarah, but I forgot about NASCAR.

[image: ]
Dworkin, Mollee (DHSS)   41:42
Yeah. And then the new circus thing. So there's a lot going on in Kent County. I can't remember if I talked about screw worm. I think that was Kayak. So I just wanted to, I just wanted to mention it is.

[image: ]
Richardson, Elizabeth   41:55
Yeah.
Remind us of our dangers for screw work.

[image: ]
Dworkin, Mollee (DHSS)   42:00
Yeah, it's pretty gross. It the female flies lay their eggs in an open wound and the larvae feed on the live tissue. These flies are moving.
North in Mexico and are within about 370 miles of the Texas border. So livestock imports has been closed off and there are efforts the government is implementing to combat those fly spreading in the US by.
Creating the sterile mail flies for a release. And other than that, I don't want to gross anybody out too much, but that's all I have.

[image: ]
Richardson, Elizabeth   42:49
Well, that's a great way to end. I did prior to your arrival. I'll remind everybody if they're not receiving your weekly EID report to just e-mail you to get on the list because it's a it's a great addition.
It's a great resource, so thank you for continuing to produce that and sharing.

[image: ]
Keith St. John   43:06
Oh.
I I agree. It's wonderful. Thank you so much for doing that. That's that shows some effort there. This is Keith.

[image: ]
Dworkin, Mollee (DHSS)   43:17
Thank you. I'm glad you find it useful.

[image: ]
Richardson, Elizabeth   43:22
All right. I see that Joan has joined us. So before we get to her phenomenal presentation, along with an introduction of of who she is and what she brings to the infection prevention table, does anybody other have any other final thoughts?
For our open discussion before we move into our education session, if you receive the agenda, and I do apologize for my organization's high threshold for PHI and that auto encrypted e-mail I sent this morning, I did send it unencrypted.
Immediately after with a copy of the agenda. At the end of our agenda does have a number of highlighted resources, webinars going on, things to learn, things to see related to infection prevention for your, you know, peruse that at your your leisure.
All right. Any other final thoughts? Does anybody need a natural break before we move into our education session while we get set up?
All right. Hearing nothing. Joan, is it OK if I introduce you? And did you want to share your slides or do you want me to share your slides and welcome?

[image: ]
Joan Hebden   44:36
Hello everyone I for someone says we couldn't access your camera. Is there and I see no one has their camera on. Is that deliberate or?

[image: ]
Richardson, Elizabeth   44:49
It's just there's a variety of different setups and we have a camera in the room and then the individual folks. I currently cannot. My camera at my in my office is broken so you don't get to see me, but I'm sure folks can turn on their cameras if they're able. That would be great. Is that what you're asking?
I don't know.

[image: ]
Joan Hebden   45:11
No, I'm I would like to ask my camera to say hello, but it says we couldn't access your camera.

[image: ]
Richardson, Elizabeth   45:15
Oh yeah, please do.

[image: ]
Joan Hebden   45:21
I'm not sure what that means. I don't know if you have them turned off or.

[image: ]
Richardson, Elizabeth   45:22
Really. Oh.
No.

[image: ]
Joan Hebden   45:28
That's. That's unusual. But anyway.

[image: ]
Richardson, Elizabeth   45:31
Let me see a video.

[image: ]
Joan Hebden   45:32
Everyone, I'll let that move on and I'm gonna see if I can. Well, somebody just turned theirs on. Is anybody else having access issues?

[image: ]
Richardson, Elizabeth   45:39
Yeah.

[image: ]
Power, Michelle   45:43
No. Hi, it's Michelle Power. I am able to get the camera on.

[image: ]
Richardson, Elizabeth   45:44
I stopped sharing if that's interfering.
All right, we see Michelle's beautiful face.

[image: ]
Power, Michelle   45:53
Hello.

[image: ]
Joan Hebden   45:55
Yeah, I don't. I I'm not sure what why, but anyway, that's no problem. Let me see if I'm gonna have any problems sharing, because if I am.

[image: ]
Richardson, Elizabeth   46:06
We'll figure it out.

[image: ]
Joan Hebden   46:09
Hold on a minute.

[image: ]
Richardson, Elizabeth   46:12
While you're working on that, this is a great group for small but mighty Joan. APEC Chapter 134 has about 35 official members, but we also enjoy a great support from our partners at the Delaware Department of Health.

[image: ]
Joan Hebden   46:15
Mhm.

[image: ]
Richardson, Elizabeth   46:27
And emergency preparedness and other divisions to keep this group going. And they provide quite a bit of expertise and participation, although some of them may not be official APEC members. And we're very excited that you're here. I will introduce you formally in a second.
Just want to focus on. I am not sharing, so if you are able to share, you should be able to share. Otherwise I'll pull your presentation up and be your slide mover.

[image: ]
Joan Hebden   46:57
Well, there it looks like I am on camera now. Can you all see me or maybe not?

[image: ]
Richardson, Elizabeth   47:03
Oh, look at you. Yes. Now we can see you. You look just like you're a.

[image: ]
Power, Michelle   47:04
Yes, we can. Thank you.

[image: ]
Richardson, Elizabeth   47:10
Bio picture. Beautiful.

[image: ]
Joan Hebden   47:10
Hi. Hi everyone. OK, so I now I'm trying to get into my presentation and so.

[image: ]
Richardson, Elizabeth   47:21
OK.

[image: ]
Joan Hebden   47:24
Let me see why. OK, it's saying join now. I'm already joined.

[image: ]
Richardson, Elizabeth   47:34
You're coming.
Sounds like.

[image: ]
Joan Hebden   47:51
Are you going? Yeah, that's good.

[image: ]
Keith St. John   47:54
Turn your computer speakers off, Joan. I think that might be the feedback.

[image: ]
Joan Hebden   47:58
Yeah. Are you still there? You still hear me?

[image: ]
Richardson, Elizabeth   48:04
You can't think so.

[image: ]
Keith St. John   48:04
Yes.

[image: ]
Joan Hebden   48:06
Well, no, I Keith, it looked like it was. Let me turn them down.
OK, and now it's saying stop. Can you all still see me or not?

[image: ]
Richardson, Elizabeth   48:22
You went back to a little bubble.
That's OK, we'll figure it out.

[image: ]
Joan Hebden   48:30
And.
I have a feeling this is going to be a problem.

[image: ]
Richardson, Elizabeth   48:37
And that's OK.
You let me know if you want me to share the slides and be your slide mover. I have the presentation up on my screen, but while you're working on that, I'm just going to introduce you all to our group. This guys, this is Joan Hemden. She's a nurse with CIC.

[image: ]
Joan Hebden   49:05
OK.

[image: ]
Richardson, Elizabeth   49:07
I see. She's also a fellow of APIC. Uh, I believe also. Yeah, we can. Yes. Can you hear us?

[image: ]
Joan Hebden   49:10
Are you all still there? Can you hear me?

[image: ]
Joan Hebden   49:11
Are you still there? Can you hear me?

[image: ]
Joan Hebden   49:26
Are you all muted? Because I.

[image: ]
Joan Hebden   49:27
Are you all muted 'cause I I can't hear anything else.

[image: ]
Richardson, Elizabeth   49:29
Most of us are muted. Yes, most of us are muted.

[image: ]
Joan Hebden   49:29
I can't hear anything else.

[image: ]
Richardson, Elizabeth   49:38
Well, maybe when you turned your audio down.
Let's see what we got here.
Who are our technical gurus in the group?
I do see, John, that you're you're signed in twice. Um.

[image: ]
Joan Hebden   49:59
Mm.

[image: ]
Joan Hebden   49:59
Oh.

[image: ]
Richardson, Elizabeth   50:05
And that may be what's causing some of the issues.

[image: ]
Joan Hebden   50:12
Yeah, I can't hear you if you can hear me and see me.

[image: ]
Joan Hebden   50:13
Yeah, I can't hear you if you can hear me and see me.

[image: ]
Richardson, Elizabeth   50:24
Yeah, we can hear you and we were seeing you, but as Anna said, you're in the meeting twice.
And if you've turned down your speakers, then you're not going to be able to hear us.

[image: ]
Joan Hebden   50:55
Um.

[image: ]
Richardson, Elizabeth   50:57
So now we see your presentation, which is perfect.
And we see your face.
You should be able to turn your.
Well, I guess I'm talking and she can't hear me right.
OK.

[image: ]
Keith St. John   52:26
You're on mute, Joan.

[image: ]
Joan Hebden   52:39
Can you hear me now?

[image: ]
Richardson, Elizabeth   52:41
Yeah, perfect. Loud and clear.

[image: ]
Joan Hebden   52:44
OK, let me try sharing my screen again and see what happens. Hold on a minute.

[image: ]
Richardson, Elizabeth   52:47
Wonderful. Bravo to you.
It's coming.
There we go. We're good.

[image: ]
Joan Hebden   52:59
Are we good? All right.

[image: ]
Richardson, Elizabeth   53:00
Everybody can hear you. All right. Before you get started with your presentation, I just want to make sure everybody knows how fabulous you are. We're looking at Joan Hebdon, who is a.
Where am I? I lost it. Here we go. All right. You're an infection preventionist who has served in many national roles and is dedicated to you are. I definitely get the gist from the various things that you've done and what has been said about you that you are committed to moving and advancing the field.
Infection Prevention and Healthcare Epidemiology. You're very busy. You've previously served as the Director of Infection Prevention and Healthcare Epidemiology at the University of Maryland Medical Center. You're still part of their team in a number of capacities.
Well published publishing over 35 manuscripts and you are a member of the AJIC, the American Journal of Infection Control Section or editor team and you're a reviewer and serve on their editorial board. Before you joined us, Keith did mention that you're also working with him on this new and.
Exciting service IP Watch. As a reviewer, he's been a board member and leader for APIC chapters, I believe Greater Baltimore chapter. So GBMC is the hospital that I'm familiar with, but the Greater Baltimore chapter of APIC.
And you have been a leader in accreditation, surveillance and of course your expertise in the National Healthcare Safety Network surveillance criteria and application of those criteria to accurately and effectively identify hospital acquired infections.
Um is well known. Um.
By many. So we want to welcome you, Joan. We're so glad that you took the time to present your knowledge and expertise on a particular favorite topic of many of us, and you can take it away whenever you're ready. Welcome.

[image: ]
Joan Hebden   55:03
All right. Hello, everyone.
I'm going to introduce you to some more acronyms, as if we don't have enough in the field of infection prevention and control.
So now we have HOBCABSI and CLABSI. But really I I want to talk with you today about the transition to a modernization of our.
Our surveillance practices, I think many of you are probably aware that CLABSI in and of itself, central line associated bloodstream infection is perceived as very narrow minded by many because we're missing.
Not only bloodstream infections that occur from other catheter devices, and there are many that we are not paying attention to by limiting to just central lines.
But what about the rest of the health care onset bacteria?
That occur and the thought is and you'll see this in just a few slides when I talk about the rationale for transitioning to healthcare onset bacteremia that you know there is certainly concerns that.
We are perhaps not identifying secondary sources and perhaps counting infections that are associated with vascular access devices that to other sources that really are.
Are not relevant, so let's move on. And I just wanted to disclose that I am a part of the speakers.
Hero for Cepheid and a consultant for I3 membrane. These are antimicrobial filters used on faucets to attempt to remove any potentially pathogenic bacteria. I know that Keith has already spoken to you about our.
Publication initiative related to journal review and writing succinct summaries. I don't have that as a disclosure. That is something that we are doing pro bono currently. Thanks.
Thanks, Keith. The objectives are here for you. I do want to talk a bit about the rationale for going to healthcare onset bacteremia and fungmia surveillance as a new healthcare quality metric.
I also want to talk about a very hallmark study in my mind about looking at the preventability of HOB, and this is a paper actually written by one of my colleagues that I'm going to review with.
You Serbi Lika, who is the Director of the Infection Prevention and Control Program at the University of Maryland Medical Center, will differentiate between the acronyms I've already talked about expanding.
The central line associated bloodstream infection definition to all catheter bloodstream infections and then the stratification into what we're calling healthcare onset bacteremia and fungemia.
I'll describe the pending national requirements on HOB and also talk about why we are transitioning to new digital quality measures with NHSN. Now I will mention that.
Although I have been very involved with the NHSN team over probably more than a decade with writing case studies for the American Journal of Infection Control to assist IP's with with the interpretation.
Of what something are ambiguous criteria in the definitions and we had a meeting. The group had a meeting scheduled for January which was canceled and we have not heard.
Meaning myself and Mark Oliver Wright, who were the two participants in the development of those case studies outside of CDC, we have not heard anything from them. So I'm hoping that once we have a new CDC director, we'll begin to hear.
More communication from that team I'm going to.
Show you some resources that I think are very helpful that may assist you with adoption of HOV surveillance. And then I wanted to highlight the new resource for the prevention of catheter-associated BSI in adults.
So why do we need a new quality measure for bloodstream infection? This was a paper again written by colleagues of mine from the University of Maryland Medical Center, and you can see in the quote that they feel a significant proportion.
of HIV events are attributable to a source that is not likely to be captured by our traditional HAI surveillance, and therefore may not be included in current infection prevention toolkits. Uh Now, just to highlight something about this, I mean,
Doctor Schrank and Doctor Lika and Doctor Schneider, they are hoping that with the development of standardized frameworks for HIV, HIV evaluation.
While in parallel identifying and investigating new strategy.
For prevention, there will be a more successful drive toward higher quality care. So you'll see here a little bit of a breakdown as again why they feel we need a new quality measure for BSI, the use of HOB.
Allows for the identification of potentially non preventable events. So here we're talking about mucosal barrier injury in those that are immunocompromised also gastrointestinal translocation which is getting.
Quite a bit of.
Investigation of late. Actually, I was just talking with Doctor Septimus, who is someone that you may know who's written quite a bit about decolonization strategies. He was mentioning a new paper talking about.
The presence of Staph aureus in the GI tract and whether or not translocation may play a role there with Staph aureus bacteremia. So again here we're talking about.
Potentially non preventable events. I mean, we know that with chemotherapy there's going to be a breakdown of the mucous membrane lining from the mouth all the way to the ******. We know that the gut is not sterile.
And we are going to have a lot of organisms that.
Potentially can result in bacteremia.
The evaluation of HOV events will widen the lens of preventability. So we're going to be looking at some data from Doctor Leeka and her colleagues looking at.
Potentially preventable HOV events. And then again, they're hoping that this will help to uncover new opportunities for harm prevention.
One of the things I really like about this particular paper, and if anybody is in need of these papers and would like to send them along, I'd be very happy to. There's a table within this.
Publication that actually breaks down BSI reduction strategies and then looks at the rationale for HOB event evaluation.
And then they have some considerations for future interventions and innovation. So taking the first one, device and procedure specific interventions, here we're talking again about the fact.
They've got a significant portion of bloodstream infections are not captured by the current narrow surveillance strategy, so focus on device.
Specific risk may not capture overall risk, but here as far as considerations, I wanted to highlight the fact that we are beginning to look at peripheral venous catheter associated HOV and the creation of a prevention bundle and I'm going to share a paper that was.
The Journal for Vascular Access and talk about some of their recommendations. Again, this would be expanding beyond central venous catheters.
Urinary catheters and limited surgeries with the required surveillance of all devices and procedures.
Years and again looking at balancing the device specific infection risk reduction against broader harm. So an example, avoidance of urinary catheter should be 1 component of a larger strategy to appropriate urinary bladder management.
That also can address the risk of infection that occurs from those with neurogenic bladders that have urinary retention and the suboptimal urinary drainage that can occur.
The other piece of this that we'll be talking about a little bit more is blood culture diagnostic stewardship. And I think we all know that the more blood cultures that you draw, the correlation.
With BSI rate, it may be higher if you have a very high intensity for for culturing. For example, many of us who have been in the field for a long time probably are familiar with what we call the fever protocol, so.
Anybody.
Spike to fever would get the whole gamut of cultures drawn, including blood cultures. And so there's been a tendency to move away from something that is standardized like that and I go.
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OK.
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Go forward with a more focused approach to.
We also know that a significant portion of blood cultures can be skin commensals, so let's talk about that a little bit later. But I do want to mention here that you need to make sure that you have instituted standardized.
Evidence-based protocols for blood culture phlebotomy. This would be including the preference for percutaneous sticks rather than catheter drawn specimens. And we'll we'll talk about blood culture contamination in a in a bit. I do want to highlight the association.
For vascular access paper that was just published at the end of last year. This paper is really an expert-based expert consensus and evidence-based.
Expert consensus, and their aim, as you can see here, was to provide concise guidance to enhance and standardize practices related to peripheral IV ambassadors, the group.
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Come here. Come here.
Come here.
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Group of people that were involved in the development of these.
Recommendations I just wanted to highlight. They led a collaborative effort that involved representatives from Infusion Nurses Society, the American Association of Critical Care Nurses, ECRI, and there were content experts that represented nursing vascular.
Access and infusion therapy, infection prevention, Pediatrics, healthcare leadership, physicians and also a patient representative. So again, I want to applaud them for this really intense collaborative effort.
And it's very meaningful because 1/3 of peripheral IV catheters that are inserted globally will fail before the completion of the intended therapy. Now this doesn't necessarily mean just for infection. As we all know, there can be other complications related to the use.
of peripheral IV catheters, however, thrombosis being one of those. But in terms of our discipline, there certainly is concern that we are not capturing the infections related to the use of peripheral IV.
Catheters. So the key recommendations that I just wanted to highlight from this paper are the use of aseptic non-touch technique or ANTT. Keith and I have had the privilege of working with a research group in.
Queensland Australia that has been very focused on the prevention of vascular access infections, particularly peripheral Iv's.
And this, I think another acronym was part of the publications that they have written on the topic.
The other recommendation, as we would imagine would be here, would be choosing the right insertion site and the device, and this is to ensure vessel health and and preservation.
Also, they emphasize maximizing the first insertion success by doing good patient assessment. That would include the use of visualization technology, the use of ultrasound.
Good procurement and making sure that we remove and replace these catheters only when necessary.
So HOB we need to.
Ensure that we are thinking about all types of infections that result in bloodstream infection. But as far as catheter associated BSI is concerned, this would include all types of vascular access devices.
Uh, we've dealt.
Narrow term of CLABSI for many years. Now we are talking about capturing infections related to peripheral I VS related to arterial catheters. You can see also here that we have a number of other catheters.
That are inserted that we have not been paying attention to and certainly would be excluding in the event that they were the source of bacteremia. Many of you are familiar, I'm sure with.
ECMO or extracorporeal membrane oxygenation used in ICU environments on very, very sick people. Intra aortic balloon pumps in the cardiothoracic.
Environment of ventricular assist devices have gained a lot of popularity with a recent publication about infection risks related to those the hemodialysis population with their AV grafts and fistulas.
Use of peritoneal dialysis catheters in that population and then inter catheters in the bone.
There are a number of publications about these other vascular access devices. This is a slide, courtesy of Bob Garcia, where he spoke on improving blood culture management in an error of HOB at the recent APIC meeting.
And he scanned the literature just to get a feel for these other vascular access devices and publications associating them with bacteremia.
And I'm not going to read this to you. You can take a look at this, but I think we all know that under the CLABSI definition we have not really included midline catheters, certainly peripheral.
IV catheters have not been there, ECMO and the implantation of defibrillators for, again, the management of very, very ill individuals with cardiothoracic issues, and then arterial catheters.
In this particular paper that was published in CHESS not that long, looking at over 1000 patients, you can see here that there was nearly a, I'm sorry, 3% bloodstream infection rate associated with arterial catheters and that has long been.
A discussion that we've had about the exclusion of those catheters from our surveillance.
Another paper published by Garcia and his colleagues just helps us to understand the life cycle of vascular access device. And the intent here is again to just.
That we all know about insertion, management and removal of these devices. The one thing that I would emphasize here is that.
Our hope in in this particular paper for those that you have an interest in and would like to read it in its entirety is to focus discussion around potential interventions into a more focused targets. So for example assessment again.
You see the same recommendation here that was cited in the peripheral IV expert review document about appropriate type of device.
For vascular access and the site that you're going to use. So for example, there is some conflicting evidence or I should say opinion about where to place a peripheral IV catheter.
You know, many people tend to put it lower in the arm near the, you know, the hand. Any any placement by a joint is discouraged. So going.
Higher on the forearm obviously is is a recommendation.
The type of of catheter that you use again may be dependent on how long the therapy is intended for. It may also be based on the size of the vessel. And again, they are highly recommending the use of ultrasound.
For determining that, then we get into actually pre-insertion insertion where you're really going to be paying attention.
Do proper skin antisepsis. I think we all know that the literature does support chlorhexidine alcohol as a preferred antiseptic, although for peripheral Iv's many people still are using just alcohol.
The use of maximum barrier precautions going back a very long way to Peter Pronovos and the use of a checklist making sure you're using a sterile barrier, making sure you've got good securement.
And I think we all know that the use of a impregnated dressing with chlorhexidine is is a a recommendation at this time once the catheter is in adhering to the dressing protocols.
As we know with many of these dressings that are impregnated and transparent, we are not changing dressings as frequently and scrubbing the hub. Keith and I have been involved in in some work where there was observation and some focus group.
To obtain qualitative information about scrubbing the hub from 2 institutions, University of Penn and Yale and the scrubbing times were.
Less than normal, let's put it this way, based on protocols that had been written. So this is still something that we need to really be paying more attention to with the potential for intraluminal entry of organisms from the skin and then certainly getting rid of the catheter.
When it's no longer needed.
Now there has been quite a bit of attention over the last couple years about HOV impact and what that will mean. And this was a study that was done over a four year period in 41 acute care hospitals with approximately 800,000 patients.
And this is the data from that paper. There were approximately four times as many non-CLABSI events as CLABSI events. And of the HOB cases,
There was a length of stay of in excess 12 to 17 days. You can see the cost 25,000 to $50,000 with increased hospitalization.
Mortality 30% overall and there was a three-fold higher readmission rate within 30 days. So again, very substantial information and this will I think be.
Be a way of making making a a business case in the event that you find yourself in a position where you're going to, you know, need to heighten staff, for example. Also I wanted to point out from that.
Particular paper that the ratio of non CLABSI HOV events to collapse.
79% to 21%. So again substantially greater numbers with these non CLABSI HOV events and they found that 68% of the non CLABSI events of HOV were not related to secondary culture sources such as.
As urinary or respiratory sites and therefore may have been attributable to the use of vascular access devices.
An interesting table that is in a resource that I'm going to highlight for you at the end of of this section of my talk is from the National Quality Forum that was published in 2024 entitled The Hospital Onset Bacteremia and Fungemia Playbook.
And here this table was revealing that hospital leaders perceived preventability of leading causes of HOB.
For central lines to be 74%. So they felt 74% of these hospital leaders perceived that HOB sources by central lines and actually peripheral I VS.
Was viewed by 74% of of them as preventable. So again, pretty substantial and I'm going to show you the data from the the Serbi Lika study in in a few.
Slides. Oh, here we are. Sorry. HOB is a potential healthcare quality measure, sources and preventability. This is a paper that was published in the British Medical Journal last year. You see the study aims were to determine the sources of HOB.
In a very large diverse sample of US hospitalized patients to identify the proportion of HIV cases potentially preventable versus not preventable and the characteristics associated with that preventability.
This was a cross-sectional study. A retrospective chart review was performed very intense chart review by ID experts looking at each one of these infections and assessing.
A score for HOB preventability. There were 13 hospitals. Ten of these were adult, three were, I'm sorry, were academic and three were community and there.
Were let's see for a period of time January 2016 to June 2019. They reviewed all HOB events and they stratified them by common skin commensal and non commensal.
Now, non commensal is considered a true pathogen Organism. They used a risk matrix that they had already published previously for HOV preventability that includes healthcare.
And patient elements of risk and the the translation into a rating of one to six most to least preventable would basically consolidate ratings of one to three.
As potentially preventable and four to six as potentially not preventable, interestingly.
There were 17189 HOV events with non commensal organisms and of those the gastrointestinal site, which again would include neutropenic translocation, 35% of them.
Of those non commensal HOB events were from the GI source and.
32% were endovascular. They were the the most common sources and within the endovascular source category, 77% were considered central line related and we then we have a breakdown of.
Others that were PIC catheters 28%, temporary central line 23% and then there were 12% that were felt to be related to a peripheral IV, very interestingly.
This is a table that is included within this paper and again you see on the left side the 17189 HOB events.
With non-commensal organisms and again highlighting GI and endovascular as the most common on the right, which is where I want to focus your attention, there were 320 HOV events with.
Commensal organisms. And again, these would be our organisms identified by NHSN as being skin flora and I want to highlight here.
That we had close to a 40% breakdown of these being potentially contaminated blood cultures.
Of those 320 commensal organism HOV cases, 83% were related to coagulase negative staphylococci, which I'm sure is not surprising, 21% from the viridans stroke.
Group The 67% attributed to contaminated blood cultures. Of those, 87% or 186 were rated potentially preventable.
There were 37% or 18 of these cases that were considered true BSI's, again with endovascular being the most common and of those endovascular.
Sources they felt that 74% were potentially preventable. So overall the proportion of cases that they rated potentially preventable of the non commensal organism cases 36%.
Were considered potentially preventable and of the commensal Organism cases, 74% were considered potentially preventable. So what does this mean to us? Well, it's very important for us to identify.
Within our own institutions, what our blood culture contamination rate might be. There was a survey that was conducted of 415 infection preventionists. Do you see this on the right hand side of the slide?
The slide and this survey was conducted to determine the prevalence of technical and behavioral interventions to prevent central line associated BSI's and you can see.
Only 23% of the surveyed IPS reported strategies to reduce routine blood culture contamination.
So what? What should we be doing about this? Well, I just wrote a article that was featured in Prevention Strategist in in the spring. You can find it if you belong to APIC on the APIC website. That's an.
Entitled Adult Blood Culture Contamination Rate, A National Quality Measure for Diagnostic Stewardship. So just so you're aware, CMS has awarded the endorsement and maintenance of of quality performance measures.
To Bartell's Partnership for Quality Measurement and over the next few years.
This Partnership for Quality Measurement is going to complete an action plan which will require hospitals to measure and report blood culture contamination rates and the volume of blood collected for all blood cultures. And I think you all know.
Know that the amount of blood that is collected is significant. You know there may be very small numbers of organisms circulating in the bloodstream and and if you do not collect an adequate amount of blood, they could potentially.
Be missed. The results are to be used to improve quality practice by reducing the contamination rate and optimizing the blood volume collected. So you will see more on this.
I'll be interested when we get to discussion and questions, how many on the call actually are reporting blood culture contamination rates to their infection control committee.
Let's talk about what's happening at NHSN in.
Regard to the HOB measure, this measure is intended to expand their surveillance of BSI to a broader focus, regardless of whatever the Organism is or an association.
Association with the device and blood cultures that are collected on day four or greater with pathogenic bacteria or fungi are considered HOVS. The key data elements that are needed obviously for the surveillance would be microbes.
Biology and here you see the table.
Of their HOB surveillance metrics. Now this is currently only in a pilot phase and there had been an intent, I believe, to implement a HOB event surveillance.
This summer that's obviously been pushed back, but here we see that not only is there the primary metric of HOB event, but they're going to be complementary metrics that will be used for quality improvement.
or NHSN risk adjustment. So the utilization of blood culturing, they'll be looking at prevalence admissions with at least one blood culture and then testing intensity, the total blood cultures among patients with at least one blood culture.
So the frequency with which blood culturing is performed. Again, blood culture contamination defined here as a skin commensal Organism in one of two blood culture sets with a denominator of the total number of blood culture sets.
Performed. They are interested in looking at blood cultures that were performed prior to hospital day 4.
And this would be for all inpatient admissions for that to be surveyed a matching commensal HOBHOB event, a skin commensal from greater than or equal to two blood cultures and greater than equal to four days.
Days of antibiotic therapy and then a non measure HOV event which are events among patients with conditions that highly predict non preventability. So again.
How much of this we are going to be seeing implemented this year is totally unclear.
But bear in mind that this is intended to be a set of digital quality measures, so the hope had been that we would move the NHS.
Send surveillance network into a modernized platform, having data extracted from the electronic medical record and reducing manual.
Semi automated measures. Why would we want to do that? Well, obviously we all know that we're spending.
Somewhere in the neighborhood of 60% of our time doing manual data collection for mandatory reporting of HAIS as well as additional HAI surveillance that may be required by our state or our facility.
Provides patient level data for risk adjustment and stratification. So again, there's going to be extraction of a lot more information than we may have collected previously.
It removes potential biases due to different interpretations, and as we know, there has been a lot of commentary about the subjectivity.
Of the definitions and the fact that many of us get into arguments with our clinicians about what should and should not be reported. And then the feeling is, is that they could adjust measures.
Uh, quickly.
See if there were changes in evidence-based practices.
So here.
What's the status currently of HOV? Uh.
We know.
You know, 2020 and again the surveillance conducted regardless of the Organism or association with a medical device. Volunteer hospitals that began again. Pollet work began in 2024. I have not.
Any publications at all that had have explained, you know the experience. So hopefully we will be getting that the timeline for mandatory reporting currently is.
And the timeline for CMS payment reductions is unknown.
And going on to the NHSN site, I did see a question. What happens to CLABSI and MRSA Lab ID reporting with the implementation of HOB surveillance?
And this is what's cited there. It's not been made a decision regarding replacing CLABSI and MRSA Lab ID, so.
We're at a point of.
About where we're going with this, but again, many people are telling me that they are going ahead and and.
Implementing with programs in preparation. Now my hope again is that we are going to get to a point where the data that's required to make these decisions is going to be performed.
Using a data transfer system, and many of you have probably already had experience with data transfer as it relates to antibiotic usage.
However, this is a bit more complicated. There are, you know, a huge number of data elements that need to be.
Accessed and they will be using a platform which I'm not going to get into that is called Fire which has assist with interoperability with extracting data.
From electronic medical records. So again, I don't know how familiar all of you are with that. My intent here is not to to spend a lot of time on that, but to let you know that it's coming.
As far as resources, there are two that I would highlight for you. One, of course, I've already mentioned from the National Quality Forum that was published last year, Hospital Onset Bacteremia and Fungemia Playbook. This is free.
On their website, qualityforum.org. And then there's also a publication that was put out by the American Hospital Association in conjunction with Becton Dickinson.
And Doctor Yu, who I highlighted his paper earlier on in the presentation, is actually employed by BD. So you know, there I think is very reputable information.
within this particular document as well, and I would direct you there.
Now let's talk very briefly about the new implementation guide preventing catheter associated bloodstream infections in adults that was just released and you can find this under practice guidance on the.
PIC website and those of you that are members may have actually gotten an e-mail where you could click and download the document. And I would you know highly suggest that you do that. My guess is going to be that as we.
Mark on expanding our surveillance to HOB events that we will see coinciding a highlight of this from the Joint Commission when they review your surveillance plan.
And so knowing the details or components of of this that are highlighted in this particular.
I'm not going to call it a brochure. This evidence-based document is going to be important. So what is in it? So the topics that are covered in this guide are on your left and are what?
What you would expect, but I would highlight that they do have case studies and various tools, including communication tools for you. So of course you're going to get.
The overview and and why this is important and the key components of your prevention program. But I think these added topics are very nice and I'll I'll bring those up to show you in just a moment the checklist for success.
Is embedded in the guide and you can see here the objectives for the use of this implementation guide.
Here is the comparison of definitions for HOB, CABSI and C.
LABSI and the reporting requirements as well as attributable sources. So again, you can take a look at this. There will be, you know, certainly mentioned within these definitions.
About how?
Catheters in for greater than.
2 catheter days and before attributing it the infection to a catheter and they also do have highlighted here some references for you as it relates to class.
that you may not have seen, specifically as it relates to pediatrics and neonatal ICU's.
So the case studies, these are really nice. I I think I've I've read through a few. They have created using scenarios from a Community Hospital, which you see highlighted here, an academic Health Center and then a critical access hospital.
Let's hope that we will continue to see those in our country.
Anyway, getting getting back to the scenario, you can see here that they are presenting you with an increase in BSI's and that once you break down the data, stratify it out, you find that they're associated with peripheral.
Fraud I BS and then of course your investigation involves going out and and talking with people and finding out you know what the.
Strategies are for placement, maintenance, removal and in this particular situation they had just implemented the use of an ultrasound machine and.
You identify that there are gaps in aseptic technique with using the ultrasound machine. So again, you know, I I like the idea that not only are they giving you a scenario, but they're they're walking you through.
How you would go about a small investigation of what might be going on. And so what are your next steps? They're going to give it to you, clearly, but I think, you know, these are things you might want to use.
Who's um within you know your own team uh to.
Is competency in performing investigations, for example.
And then these additional topics using the SBAR situation, background, assessment and recommendations. I don't know how familiar you all are with that particular strategy for dealing with.
A problem, but that is kind of the template that they're using for three practice standards that have been adopted.
In some institutions, however, they point out that they selected these because they have little to no established practice standards X evidence-based.
Guideline or an expert can document so specimen diversion impact on bloodstream infection. Well, for that I think all of you have some familiarity with the.
Version devices and the recommendation that they cite when you look at this particular topic, you're going to see them saying consider the use of a waste tube again to remove and.
Any potential skin flora organisms that you might pick up with that initial one to two MLS of blood to?
Remove the potential for contaminated blood cultures. There is a paper that suggests that the use of a waste tube may be as effective as using a diversion device. These devices are expensive, however, there have been some very good.
Reports of blood culture contaminations dropping to near zero with their use. So if you are in a situation where you find you do have blood culture contamination rates that are higher than.
And you would like and even though if you look at laboratory based documents, you're going to see a contamination rate of 3% or lower, 3% is no longer considered really an acceptable blood culture contamination rate.
You want to get down to, you know, less than 1%. So again, suggest you read my Prevention Strategist article and learn a little bit more about where we're going with that as a quality measure.
The number of vascular access devices is also listed here with an SBAR document having been developed for you. Their thought here is that there are limited studies.
That actually demonstrate that there is an association with concurrent.
Vascular access devices and increased risk.
Of a BSI in in patients, but not causation. So I think we all at times have wondered about these patients that have multiple catheters and how how that may contribute to bloodstream infection rates.
Rates. And when we talked about catheter days, there were concerns about, well, we've got a patient who's got three catheters in, but we're only saying one catheter day. Does that really make sense?
So again, there are limited studies that there is a possible association that if you have more than one vascular access device that you are at an increased risk of BSI.
None that have shown causation.
The last SBAR document that is part of this guide is the anatomical sites selection for non-catheter access device BSI's.
And this is related to things like arterial catheters. So they do have a couple statements when you read this, one of which is when clinically appropriate, arterial catheters should be placed.
In the radial arterial rather than the.
Peral artery to reduce the risk of bloodstream infections. So despite there being data showing higher risk of infection from femoral arterial lines versus radial, this is, you know, not making an evidence-based statement.
this is based on, again, them reviewing data and not really finding an expert consensus document or a practice standard per se. Um I'm fairly certain, however, and I didn't look it up, but Leonard Murmel certainly has been a leader
in publishing guidelines about insertion and maintenance of vascular catheters. And my guess would be if we look there, we're going to find something that's going to say use the radial for placement of arterial catheters.
And then the other thing that they do highlight is clinicians should insert peripheral IV catheters in the upper extremity, favoring the vessels of the forearm and avoiding suboptimal sites.
Such as areas of flexion, and I mentioned that earlier. I think you know most, most IV therapy teams or individuals that are inserting peripheral Iv's would agree with that statement, however.
I.
Find the fact that it, you know, isn't evidence-based. Kind of surprising that they didn't find anything out there and certainly the peripheral IV guidance.
Document or consensus document that I showed you earlier is going.
So I'm going to end there and have you ask me any questions you might have. Thank you for your attention.
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Joan, this is Beth. Thank you so much. I feel like I've just attended a day-long seminar on HOBCABSI, which we call CRBSI here at BB Crimsy and CLABSI. That was phenomenal. Thank you.
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Yeah.
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So much I do have, yeah, I do have a couple of questions, but I'll give it to the floor first. Is anybody on teams or in the hospital conference room? Any questions? Raise your hand.
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Yeah, yeah. Oh.
We.
Not at all.
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Applause. Applause. Applause. Thank you, Keith, for pointing us to this treasure. I'm so excited.
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Well, well, I was gonna say.
I'm sure he's got some in his pocket.
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Yeah. All right. Any any questions from anyone on teams before I go into a couple of things I jotted down?
All right. So yeah, a lot of the literature that you reviewed, I haven't had a time to delve into. I actually also flagged I have access to the virtual recordings of the APEC meeting from Arizona this year and haven't had a chance to.
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Mhm.
Yeah.
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Listen, I think I got 10 minutes in before the pager went off. So I'm looking forward to looking at some of the data and I really appreciate the information that you gave us that will help us communicate the need for, you know, because you know with these digital quality measures, I personally have run into.
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Yeah.
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A few people, higher level decision makers who kind of make the assumption that once we move to digital quality measures, kind of like the ECQM's, that our workload will go down. And I don't think that that's true. I think it'll just move to the right place, which is prevention versus reaction to an identity.
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OK.
I agree with you. Yeah, I agree with you. Yep.
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Identified infection, you know what I mean? So thank you for that. And I I the inside knowledge that you have, I mean I've been wondering you know now that the the the CMS contract has moved from the National Quality Forum to Battelle, I've been waiting because you know National.
Quality form had been the resource for what would go into the inpatient quality reporting and other quality requirements from CMS for so many years. I just haven't gotten a sense of how Battelle's going to give us the heads up. So thank you for that as well. So it sounded like you said that they're going to come out with a report.
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Yes.
Yeah, you know, I'm I'm a little surprised that we haven't gotten a hit. Yeah, I'm surprised we haven't gotten a heads up already.
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Yeah.
I I agree with you, but that was awesome. And the toolkit that APEC just came out with and as well as the National Quality Forum Toolkit are huge resources and I'll make sure that they're included on our minutes so that everybody.

[image: ]
Joan Hebden   1:53:45
Hmm.
Mhm.

[image: ]
Richardson, Elizabeth   1:54:01
When they have a chance, can access it and the information about. I mean, it sounds like we actually may have some light at the end of the tunnel when we have these GI translocation sources.
For our bacteremias and we don't necessarily meet the criteria to you know to make them an MBI and I I do think that I don't know if if if an MBI if you wrote a case study in AGIC.

[image: ]
Joan Hebden   1:54:25
Yeah.
Yeah.

[image: ]
Richardson, Elizabeth   1:54:32
Specifically related to a patient who may or may not have qualified for MBI criteria, because that's seems to be somewhere where we kind of, we don't have many central line associated bloodstream infections, but we we tend to spend a lot of time debating either with ourselves or with each other.
Those criteria, because sometimes I think the chart doesn't give us what we need, the physician or the clinician documentation doesn't give us what we need. And so we're we're forced to accept it outside of the MBI criteria because we just don't have what we need.

[image: ]
Joan Hebden   1:54:58
Hello.
Yeah.
You know, I it's interesting the mucosal barrier injury definition, I I think.
Has been difficult to implement. I remember years ago I worked at University of Maryland Medical Center. I think you all know.
And we have had a Cancer Center there ever since, you know, I can remember and we struggled with.
The identification of bacteremia in those patients and.
And and certainly NHSN attempted to.
Definitions, but I I think that there's going to have to be some modification to those if we're going to go to electronic extraction of of data.
And you know it's it dealing with translocation is is difficult. So I hope that that's something that they're they're thinking about as it relates to moving to digital quality measures. How many can I ask how?

[image: ]
Richardson, Elizabeth   1:56:23
Yeah, I I agree.

[image: ]
Joan Hebden   1:56:26
How many people on the call, if they can answer by the chat, how many are doing blood culture contamination rate reporting?
Well, I guess I should have said raise your hand.

[image: ]
Richardson, Elizabeth   1:56:55
Yeah, it just made it to type. So, so, so it looks like Kathy's institution, which is, is it Mercy? Kathy, I forget.

[image: ]
Kathy Hurford   1:57:06
Yeah, Mercy Fence and Darby.

[image: ]
Richardson, Elizabeth   1:57:09
And Darby, right? It looks like the VA does it. James at Beebe Healthcare. We are a small Community Hospital, but we've been using a diversion device for, gosh, since before COVID.

[image: ]
Joan Hebden   1:57:11
OK.
Wow.

[image: ]
Richardson, Elizabeth   1:57:26
We immediately saw a a wonderful reduction from a a slightly over 3% to well below 1% with our blood culture contaminant rate. Now it it it has already started, you know it's been creeping up and going up and down, but it still lives about 1% or just under and we use.

[image: ]
Joan Hebden   1:57:35
Wow, no.

[image: ]
Richardson, Elizabeth   1:57:46
The original diversion device from Magnolia, which was very difficult to use. It has improved generation to generation, but I I, you know, I know that we need to continue to review.
Our staff's utilization of that, there's a one of the infection preventionists on our team at Beebe can tell you a story of how she was doing rounds and came across AI believe they were travelers, a new group of phlebotomists who were just.
Thrilled with the diversion device because they thought it substituted for skin prep.
Which was definitely. So you didn't have to prep the site prior to. Yeah. So there was a little, yeah, that was a good catch on the part of Belle Delario with.

[image: ]
Joan Hebden   1:58:26
For what?
Oh my Lord!
You know, actually Kathy is asking, Kathy's asking what a, you know, a diversion device is. So Kathy, these there are two on the market that I'm aware of and I think there may be a third Magnolia Medical.

[image: ]
Richardson, Elizabeth   1:58:40
Oh, OK.

[image: ]
Joan Hebden   1:58:54
And Kirin are two manufacturers of this device. Basically this device is something that's placed on your vascular access device to take out the first one to two MLS. Now Kirin I think takes out much less blood than that.

[image: ]
Richardson, Elizabeth   1:59:14
Yeah, Magnolias, uh, does take out more. Yeah, the the Kurba device does take out less. That's correct.

[image: ]
Joan Hebden   1:59:15
Beth, you can probably, yeah, Magnolia takes out more blood and the intent there is so that that first inoculum of blood that that you get.
Which could still have skin flora present because you can't sterilize the skin. So even if you have well prepped the skin, you still.
Potentially can get some of the skin flora out of the epidermal layer, so this is intended to help you reduce contamination rates from commensal organisms.
Does that answer your question?
OK. All right, great. OK, so.

[image: ]
Richardson, Elizabeth   2:00:12
Yeah.

[image: ]
Joan Hebden   2:00:14
Any.

[image: ]
Richardson, Elizabeth   2:00:14
Well, it's interesting because, you know, Magnolia, I don't know if you follow that lovely document that comes out every spring and then but the proposed, you know, IPPS rule and then of course the final IPPS rule in the Federal Register. Magnolia has actually lobbied for these blood culture contamination metrics for a while. They've been their comments.
Have been embedded into the, you know, formal responses to the proposed rules each year and they've definitely been on it. As you were speaking, like literally I wasn't. I was, I was glued to the screen and glued to the information you were presented. But literally as you started presenting, Leapfrog just put out a.
Invitation to a webinar on hospital onset bacteremia and you know, addressing the challenges that are coming our way. So this is quite a hot topic. I'm so grateful that you were able to bring your talents and spend some time with us. I hope that we can continue our relationship.

[image: ]
Joan Hebden   2:01:11
Yes. Well, I'm close by in Maryland, so you can, you know, tap into me. I'll be happy to to to do it whenever.

[image: ]
Richardson, Elizabeth   2:01:12
Uh, this. That's great, yes.
OK. So it doesn't sound like anybody has any questions right now, but I know as we start to go through the resources, is it OK that perhaps we ping you with a couple of follow up questions if they do come to light?

[image: ]
Joan Hebden   2:01:33
Oh, no problem, no problem. And as I said, I can send you a couple of the papers if you'd like.

[image: ]
Richardson, Elizabeth   2:01:40
OK, that would be lovely. I would really appreciate it. I I I am just you have just made my week so much brighter. This was a phenomenal presentation. I mean, I'm a I'm a dweeb. I worked for ECRI for many years. I love bloodstream infections and reducing them on their.

[image: ]
Joan Hebden   2:01:45
Thank you.
Thank you.

[image: ]
Richardson, Elizabeth   2:01:59
And we've saved a lot of lives for the things through the things that we've done and I'm looking forward to saving even more lives as we continue to be held accountable for high quality care. But I hope you have a lovely rest of your week and.

[image: ]
Joan Hebden   2:02:01
Yep.
Yeah.
You too. OK. Thank you very much, everyone.

[image: ]
Richardson, Elizabeth   2:02:15
Applause button. Thank you, Joan.

[image: ]
Joan Hebden   2:02:19
Bye, bye.

[image: ]
Keith St. John   2:02:20
Thank you, Joe.

[image: ]
Richardson, Elizabeth   2:02:27
OK, that was I Well, you know, you heard my, my thrill. I was thrilled. I thought that was a quick.
Hour and 10 minutes of some really great information, so I hope that you all found it a good use of your time.
Does anybody have? I see Michelle Power has her hand up. I'm sorry, Michelle, did you have a question for Joe before I kicked her off?

[image: ]
Power, Michelle   2:02:52
No, no, no, no, not specifically for June. So thank you. Yeah, we are looking at other devices currently and especially P I BS and bloodstream rates here at Christiana Care currently knowing that this was the direction things were going to be heading.

[image: ]
Richardson, Elizabeth   2:03:09
Yeah.

[image: ]
Power, Michelle   2:03:11
That being said, this presentation, and I'm sorry if I missed it, that she just presented you will be included on our minutes or.

[image: ]
Richardson, Elizabeth   2:03:20
Yeah, I just need to get in writing from her that it's OK to share the slides. Yep, Yep. And then we'll pull some highlights from the transcript and include those in the minutes. And I can certainly all of the resources that she mentioned, we can pull out and provide hyperlinks too, so that you have quick access to them.

[image: ]
Power, Michelle   2:03:21
OK. I I just wanted to clarify that. That was all. Nope, that's all. Thank you.

[image: ]
Richardson, Elizabeth   2:03:38
Because golly jeepers, that's a lot.

[image: ]
Power, Michelle   2:03:40
Yeah, I have the links to the CLABSI and the CAUTI that were just published if you need them, so just let me know.

[image: ]
Richardson, Elizabeth   2:03:44
OK. Yeah.
I appreciate that. But then then also too just I think she, you know she and I'm sure Keith, when the Battelle action plan comes out, you know Battelle is now in charge of all the CMS IQR metrics.
It had, you know, been handled for years by the National Quality Forum and every fall you look forward to the National Quality Forum giving you a heads up on the types of new measures or change measures that might be coming our way. And now Battelle's doing it, but we haven't seen anything from Battelle since they assumed the contract.
Like a year prior to the change in administration. So lots of stuff going on. Don't think infection preventionists are going anywhere, but we continue to need to remind people of the work that we have laid before us to keep our patients and ourselves safe. So thank you.
Any other thoughts before I close the meeting?
Oh, Keith just put the the link to the Kiran device. It's the other diversion device that's the competitor to Magnolia.
Thank you, Keith.

[image: ]
Keith St. John   2:05:02
You're welcome.

[image: ]
Richardson, Elizabeth   2:05:06
Anything else?
Oh yeah, there's that pesky Magnolia. When they come on site, they always bring really good cookies, the staff tells me. OK, well then, if there's no further discussion or questions or needs.
Thank you all for spending some time with us. Again, I hope that these the two hours of 15 minutes were a good use of your time that you gained something. If you have suggestions for other experts or speakers that we can bring on board, I'd love to hear that because we're always trying to plan.
You know, valuable education for all of you who spend time with us. I hope you have a good rest of the week. Keith, enjoy Lewis. Don't get stung by a jellyfish. And I'll call the meeting to a close. Thank you all very much.

[image: ]
Keith St. John   2:05:54
Yeah.
Yeah.
Alright, we'll connect offline. Alright, take care.

[image: ]
Richardson, Elizabeth   2:06:03
Take care.

[image: ]
Lajune Harris, DPH   2:06:08
Thanks, Bev.

[image: ]
Richardson, Elizabeth   2:06:10
Thank you.

[image: ]
Kathy Hurford   2:06:13
Thanks, Elizabeth. I appreciate it. I'll those transcripts I guess will show up as soon as possible, right? So I can because this is a lengthy one.

[image: ]
Richardson, Elizabeth   2:06:20
Yeah, I'll send it. You know what? Before before I log off, I'm gonna, I'm gonna copy it and send it to you.

[image: ]
Kathy Hurford   2:06:25
OK, perfect. And then all three of them will go into an e-mail, I guess. Perfect. Great.

[image: ]
Richardson, Elizabeth   2:06:29
Perfect. That's great. Yeah, I just, I don't know. Do you have, do you want me to send you the current APEC list? It's about 100 and some people because we have many more people on our list than are.

[image: ]
Kathy Hurford   2:06:39
Yeah, yeah, that would be really helpful. Yeah, because otherwise I would have been looking in the meetings for the attendance thing. Yeah.

[image: ]
Richardson, Elizabeth   2:06:46
Yeah, no, no, no, no, no. We we just send it out to a group. I'll send that to you as well. But let me let me take care of the transcription first.

[image: ]
Kathy Hurford   2:06:50
OK.

[image: ]
Richardson, Elizabeth stopped transcription
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[image: ]
Richardson, Elizabeth started transcription

[image: ]
Richardson, Elizabeth   0:05
Thank you. I'm sorry to interrupt, but yeah, absolutely, Barb. So we also Sam Noel has not been able to participate actively since he took on some new responsibilities within the Carpenters union. So we'll need to reach out to him and recheck some of those.
So we'll be looking for the president-elect, anybody else who's interested in any.
Officer positions. You know you do get benefits from being an officer in terms of if you do have your CIC and you're in the position to renew it. Serving in a leadership position does give you IPU points.
Towards that CIC recertification. So that will be a business item that we will take offline. We need to have a Board of Directors meeting anyway. So perfect timing to discuss a couple of different things. And as Barb mentioned, yes, Davia has switched positions.
And DPH will will explain that along with other changes when we get to our updates.
That's certainly Holly.
Retiring is a huge milestone. What'd you guys do to embarrass and celebrate her at Bay Health?

[image: ]
Lajune Harris, DPH   1:25
So we actually, Steve McDougall came and concocted this plan and we actually took her out to breakfast with our IP group. And then last Saturday we did a fabulous surprise.
Retirement party for her. We did not invite everybody from APIC because we already had 80 some people on the list and the room did not hold that many, but we actually surprised her and she had a fabulous party and she had no idea that it was coming so.
It was was a good time.

[image: ]
Richardson, Elizabeth   2:04
That's wonderful. She definitely will be missed. I learned a lot from Holly. She was probably the IPI reached out to most when I first started in this profession back in 2015, and I know her operating room experience.
Was a special.

[image: ]
Lajune Harris, DPH   2:22
Her surgical exactly. Her surgical experience was just invaluable with just invaluable so.

[image: ]
Richardson, Elizabeth   2:29
Yeah, yeah, she should write a book. Maybe she should go on a speaking tour. Maybe she could hook up with Joan Hebden and right. There's so much going on. It's so much being paid attention to in the areas of surgery and endoscopy.

[image: ]
Lajune Harris, DPH   2:40
Yeah, really.

[image: ]
Richardson, Elizabeth   2:47
All right. Moving on to our remaining meetings of this year, we have a short business meeting. It'll be 8:30 to 9:20 in September immediately prior to the HIAC that will be available via Teams as well as in person in Dover.
At the training center and then our final meeting for the year is November 19th and that will be a full 9:30 to 12th meeting and we're working on that agenda now. As always, I cannot express enough. I mean words do not cover the gratitude that I.
Have to our Delaware public health and preparedness partners who have jumped through many hoops and always assured us of some in person space for our meetings as well as Technical Support and other things and always very grateful when I see.
June or Davia, Anna, Alicia and everyone else. Anne is always there too. Emily, you guys really are truly partners and we appreciate all of you very much and I hope that with all of these.
Changes with windows opening and doors closing that the right window opens up for all of you and you land in a great spot that's deserving of your talents and expertise.
All right. Jeannie was not able to join us today and I did did not see a treasurer's report. So that we'll do, we'll get that out as a consent agenda as part of the minutes.
To this meeting. Any questions or concerns about that?
All right. So we're going to probably need to update our standing reports. But Lejeune, you guys always do such a great job. Why don't we go through? I know. So Anna Lucia, you're now in healthcare preparedness. I know Molly just sent out the emerging infectious disease.
Report, weekly report. Didn't see a lot of significant changes in there, but is there anything the state could share from a healthcare preparedness perspective?

[image: ]
Lajune Harris, DPH   5:03
3.
She did not send me with anything new or updates. She will be joining in a little bit. I think she's under the impression that the presentation would be happening first so that she would be able to get her updates. But as of now, no, no new updates and if you have questions for her.

[image: ]
Richardson, Elizabeth   5:12
Yeah.
OK.
Yeah, sorry.

[image: ]
Lajune Harris, DPH   5:26
She'll be on in a little bit.

[image: ]
Richardson, Elizabeth   5:28
OK.
OK, that's very helpful. Thank you. And as always, if you're not receiving the weekly EID e-mail from Molly, that summarizes not only our local or regional.
A national situation with a whole host of challenges that we continue to have to deal with. It also has international information, a lot of good, you know, statistics on prevalence, incidents, distribution, new cases and of course.
You know, things like measles that we never thought we'd have to deal with in such a substantive way continue to be part of her communication. So, but if you haven't, if you're not receiving the weekly EID update, please either let me know or e-mail Molly directly. Molly Dworkin.
At delaware.gov to get on her list because it is a great report. OK, And then from public health perspective, that's typically Malika, right? Lejeune, do we have anything other than?
You know, how can we stay on top of all of these changes that are happening? Is there going to be some sort of formal communication at some point when things stabilize? Anything you could share is helpful.

[image: ]
Lajune Harris, DPH   6:51
Yeah. So I'm sure it will be formal communication once things stabilize. But as far as right now, like we briefly discussed earlier, we're still in transition with a lot of different roles right now. I know we spoke on Doctor Davia no longer being part of the HAI program.

[image: ]
Richardson, Elizabeth   7:00
Yeah.

[image: ]
Lajune Harris, DPH   7:11
I am and her transitioning into immunizations and right now at least for the HAI aspect is primarily myself and and then Emily and regarding that and then another kind of structural change.
Has to do with how Hep C program was situated and I believe that falls under Emily. So it would just be coordinating that route and we do have some people going out on a leave right now. So again always if you have questions to report disease.
Mailbox if you're not getting through with that specific epi and then also calling the general office line too, just to make sure that there's no gaps in communication. Emily, is there anything additional you want to share any upcoming reports outside of like Hai that may be coming out?
I don't have anything from a leadership right now to present that.

[image: ]
Richardson, Elizabeth   8:10
Sure. Thank you very much, La June.

[image: ]
Lajune Harris, DPH   8:13
Mhm.

[image: ]
Richardson, Elizabeth   8:15
And Emily did put in the chat that she was going to be in and out of the meeting. So I'm not sure. Doesn't look like it looks like she's currently off. She may have another meeting, but yeah, so I mean, any questions from the group?

[image: ]
Lajune Harris, DPH   8:19
OK.

[image: ]
Richardson, Elizabeth   8:30
With regard to what's going on and you know, basically there's a lot of changes due to funding changes, etcetera. As you heard, a number of people have switched positions may no longer at is it?

[image: ]
Lajune Harris, DPH   8:31
So.

[image: ]
Richardson, Elizabeth   8:47
Accurate is OIDE being dissolved or is it?
Still.

[image: ]
Lajune Harris, DPH   8:53
As far as for now, they're keeping OIDE, so none of the Epis minus the hep C epi being transitioned or changing and or not. They at one point in time they were talking about changing the name, but OIDE is just gonna stick so.

[image: ]
Richardson, Elizabeth   9:11
OK.

[image: ]
Lajune Harris, DPH   9:11
There's no major changes regarding that being dissolved.

[image: ]
Richardson, Elizabeth   9:15
OK. OK. I appreciate that. I mean, at the end of the day is, I mean, is it is the workforce, I mean the number of Eppies, are they going to be, you know, much reduced? I mean, you know, we're not, we're not going back to the way it was before COVID, right?

[image: ]
Lajune Harris, DPH   9:32
I don't believe, yeah, I don't believe so. There has not been any talks about further reduction. It was just more so shifting people out. But there hasn't been anybody shifted out epi wise other than the hep C and that's because they were in a contractual position.

[image: ]
Richardson, Elizabeth   9:33
Or we just have the.
OK.
Sure. OK. All right. And then so and and and we can also get information from Davia cause you know the information we got at our last antimicrobial stewardship subcommittee of Hayak was still a little bit in flux.

[image: ]
Lajune Harris, DPH   9:50
Fine.

[image: ]
Richardson, Elizabeth   10:08
But what it sounds like is there's no more antimicrobial stewardship support like the like Davia's role as an ASP expert is no longer.

[image: ]
Lajune Harris, DPH   10:08
Mhm.

[image: ]
Richardson, Elizabeth   10:22
Funded. Is that an accurate statement?

[image: ]
Lajune Harris, DPH   10:26
We can go with that right now with just they're not, they're they're trying to not have any, they're phasing out any contractual roles because state employees are priority. So for antimicrobial stewardship, that's just tentative right now.

[image: ]
Richardson, Elizabeth   10:30
OK.
Yeah.
OK.

[image: ]
Lajune Harris, DPH   10:46
I still need to talk to leadership because I know internally we were having discussions on who would assume responsibilities of that role and what expertise they're going to bring. So that's just to be continued. I'll put it that way, but there should be support. It isn't discussion. We just haven't identified a person yet.

[image: ]
Richardson, Elizabeth   11:00
OK.
OK. I appreciate that. Thank you. Well, more to come, correct. All right. And I mean, you gave a report on health care associate infections. Are there, are we still on track for the quarterly reports reporting out to the public? I mean, where are we with?

[image: ]
Lajune Harris, DPH   11:14
Yes, very much so.
OK.

[image: ]
Richardson, Elizabeth   11:26
With HAI communicating that publicly reported data and do you need it from us?

[image: ]
Lajune Harris, DPH   11:31
Yep, so.
So the web pages were down. That's why we weren't able to make them publicly accessible, I believe at the last high act for the most recent quarterly report. And then the annual is I'm finishing up the edits Kelly sent back to me. So that should be posted in July. So both. Well, hopefully I got to check in.

[image: ]
Richardson, Elizabeth   11:44
OK.
OK.

[image: ]
Lajune Harris, DPH   11:54
To see what the status is, what our webpage is, if we're allowed to post again, and if not, they'll still go out with the minutes from HYAC, the annual report, and then I can resend the quarterly reports I sent it out previously to before the last HYAC. But yes, they will be accessible publicly.

[image: ]
Richardson, Elizabeth   12:08
OK.
OK. And anecdotally, there's been a a a brief bit of a discussion amongst at least three of the hospitals in Delaware about a trend that we're observing, which is an increase in hospital onset C diff.
Which we've had under control for a very long time. I don't know if you have any, you know, observations or you know, thoughts about that, but that's definitely something that we're looking at at BB and.
From you know internal, you know internally we're we're seeing some upticks at some of the other hospitals as well as well and these patients are sick and it's like you know the causal factors are are multifactorial. It's not but I don't know if if DPH has has seen anything or.

[image: ]
Lajune Harris, DPH   12:52
Mhm.
Yes.
Nothing that's been reported to us, but I can make a look at the last five years of of state of cases and see if there's been an increase at the state level.

[image: ]
Richardson, Elizabeth   13:09
Yeah.
Yeah, that would be helpful. I mean, I mean, I don't even know if that, you know, I know our prevention and you've been doing a good job of running at least the last prevention subcommittee of HIAC meeting in the absence of a leader. You know, we did look at C diff reduction many years ago.

[image: ]
Lajune Harris, DPH   13:28
Yeah.

[image: ]
Richardson, Elizabeth   13:29
But now it's just.
Rearing its ugly head. And of course we have the potential for a change in how that's measured from a quality perspective with CMS, you know, having that digital quality measure of counting hospital onset C diff.
Based on treatment information and not test result information. All right. Well, thank you for that. I appreciate that. I don't see Sarah on for a respiratory pathogen. Go ahead.

[image: ]
Lajune Harris, DPH   14:02
Oh.
I did have just a couple things to discuss on an HEI level. I mean nothing, no, no, no worries, nothing big. I just wanted to mention like we talked about in the Hayak, we are discussing changes to the interfacility transfer forms.

[image: ]
Richardson, Elizabeth   14:08
You did. Awesome. Sorry, didn't mean to skip that.

[image: ]
Lajune Harris, DPH   14:24
The I did send out an e-mail to those on the prevention subcommittee with those suggested changes and asked for feedback. That feedback is due August 1st, but other than that, there's been no changes since the last HIAC meeting last month.
Additionally, there has been 2 reports from this the CDC Morbidity Mortality Weekly report that are HCI related. New York City in a five-year period saw an increase in NDMCP OS or NDM producing carbapenem-resistant terbacteralase is the name of the article.
I can post that on the chat. That's a trend we've also seen in Delaware, an increase of MDM. Additionally, they also the CDC hasn't published hand to auris containment response in hemodialysis and this was done in New Jersey, North Carolina, South Carolina and Tennessee in a four-year period.
That just talked about prevention of C diff transmission in hemodialysis facilities. I just skimmed it, but it seemed to indicate that at least based on this limited report that the standard, the standard infection control practices used in hemodialysis.
Did seem to be enough to control Canada Auris transmission. Uh, but I can post both of those resources in the chat. Um.

[image: ]
Richardson, Elizabeth   15:47
That would be great. I haven't seen those come across my desk. I don't know about anybody else on the call. We, you know our, I mean we have in Sussex County Speaking of from a BB perspective, we've only had.
You know, a handful of Candida auris patients come through our doors, but the last one who was newly positive for Candida auris when she came under our care was a hemodialysis patient.

[image: ]
Lajune Harris, DPH   16:05
Oh.
OK.
OK.

[image: ]
Richardson, Elizabeth   16:18
The facility that she goes to, I haven't gone on site to actually look at what they're doing, but they're following, you know, they're isolating her every single time, which I know not many facilities can do, depending on what else they're dealing with. Where is there information on the Delaware?

[image: ]
Lajune Harris, DPH   16:20
You.

[image: ]
Richardson, Elizabeth   16:38
Website or somewhere about where these NDM cases are because we're not seeing it in at least in you know in where we are in our service area and Sussex County is is it more to the north.

[image: ]
Lajune Harris, DPH   16:41
So.
We have not published the CPO annual report yet, but when we do, we don't currently plan on including facility specific information. It is largely in New Castle County, but.

[image: ]
Richardson, Elizabeth   17:09
Count. Yep.

[image: ]
Lajune Harris, DPH   17:10
I guess that's where the most people are, but yeah.

[image: ]
Richardson, Elizabeth   17:14
Yeah, so far, I mean, you know, Sussex County's given it its best try, but you know, we'll never catch up to Newcastle, but we're we're certainly on track to be more than double what we were when I got here.

[image: ]
Lajune Harris, DPH   17:20
Yeah.
So.

[image: ]
Richardson, Elizabeth   17:30
OK. Any questions from everybody else? Go ahead, Laur and.

[image: ]
Lajune Harris, DPH   17:31
And then
I was just about to say my chat is not the chat isn't working for me, so I'll send the two links to Lujun's little post in the chat.

[image: ]
Richardson, Elizabeth   17:42
OK. Thank you. I hope I didn't break the chat.

[image: ]
Lajune Harris, DPH   17:48
So it just might be my computer.

[image: ]
Richardson, Elizabeth   17:51
I appreciate that. Thank you so much. You do such a great job, Anne. Really appreciate everything you do. OK.

[image: ]
Lajune Harris, DPH   17:55
OK.

[image: ]
Richardson, Elizabeth   18:01
Then Kenisha, Are you ready for a TV update?

[image: ]
Lajune Harris, DPH   18:08
So for TB, we are still at 9 cases for 20 Twenty-five, 4 in New Castle County. There's two in Kent County and three in Sussex County.
So, so far we're looking pretty good. Doesn't look like we're going to exceed last year's numbers last year in June. That was our peak month. We had six cases in June last year, which five of them were in the rifampin resistant cluster. So I was nervous this year.
But we actually made it out of June with no cases. So I don't like to say the Q word, but has been doing pretty good.

[image: ]
Richardson, Elizabeth   18:53
OK.

[image: ]
Lajune Harris, DPH   18:58
Yeah, that's it for me.

[image: ]
Richardson, Elizabeth   19:01
That's great. How's everybody on the, you know, healthcare side, healthcare delivery side doing with their TB screening and their TB risk mitigation? I know Ryan, there had been some and and Michelle, I think you're on as well.

[image: ]
Lajune Harris, DPH   19:03
Yes.

[image: ]
Richardson, Elizabeth   19:21
You guys have been asking about, I know as a team you were looking into, you know, bronchoscopy outside of negative pressure. Did you end up making any policy changes or addressing that in some fabulous way?
Or is it still a work in progress?
Or is that a Carol question?

[image: ]
Lajune Harris, DPH   19:44
OK.

[image: ]
Power, Michelle   19:45
No, we haven't done any policy changes with that at all.

[image: ]
Penn, Ryan A   19:46
I.

[image: ]
Richardson, Elizabeth   19:53
OK, so you know, yeah.

[image: ]
Power, Michelle   19:54
We've kind of stuck with stuck with what we are and asking questions.

[image: ]
Richardson, Elizabeth   20:01
Sure, I I one of my motivations for asking the question is you know we're almost at our 90 day from go live when we transition from Cerner Oracle to Epic and we have a number of things built into Cerner to help us with our TB.
Risk mitigation processes and I'm not sure that they're all going to be present when we go live with Epic because of the different decisions made with regard to Epic foundations versus custom build, et cetera. I don't know where you guys are with your in your Epic journey or if.
Bayhealth has has done anything fabulous and epic from a TB risk assessment or screening, particularly prior to bronchoscopies outside of negative pressure.
But we're but I I mean I'm I'm I'm still at the point you know almost at 100 days from go live where I'm asking the questions and identified the need but we haven't really been able to to see any options to replicate or at least you know in some way ensure what we're doing now.
Answer from a decision supports perspective.
When we get to Epic and of course Epic's.
Screening is.
Their travel screen, etcetera that they do in triage and on entry to the organization in the foundations program is is pretty straightforward. I don't know Barb or or Steve or Jenny if you guys have any.
Thoughts on what you're doing or or could share anything that you do in Epic from ATB, you know, screening of patients perspective 'cause I'm looking for some help.

[image: ]
+13*******23   21:51
Hi, it's Jenny and Steve at Kent Bay Health. So this has become a challenge, especially with our increased risk and our Kent and Sussex campuses. We have been reaching out to Epic to see if there's anything built in and also we put some.
Things in place with work ors related like cavitary lesions, diagnosis codes, problem lists, they'll kind of trigger on the front end because we do notice a lot of times they'll come in with those things and Epic doesn't necessarily know to capture it we built.
An actual customized thing which is really nice with Epic ATB order panels. So everything pre-populates the AFP cultures times three with the 8 hours apart, the MTB PCR complex automatically ordering isolation, but a challenge we find is getting the word out to utilize this.
Order panel and also if any of those are ordered, it'll automatically trigger a rollout TV banner, but we're still trying to capture those screening and those opportunities on the Epic end. But there's a lot of opportunities to customize with Epic, so that's what we've done so far.
And we work very closely with Kenisha and with our partners with DPH and our TB clinics.

[image: ]
Richardson, Elizabeth   23:12
That's very helpful. Thanks so much for sharing, Jenny. Um.
I know that your Epic analyst that covers Bug Z is in some sort of group with the Epic analyst who's leading our project, and this is her first implementation, so she doesn't have a lot of historical knowledge.
Related to Bugsy and of course none of them are infection, have infection prevention experience. They're IT people, but she's been very willing to reach out. So maybe I'll ask her to reach out to your Epic folks at.
Bay health to see if we might be able to, if not get it in place for go live, make it a priority during that first 90 day optimization phase.

[image: ]
+13*******23   24:02
Yeah, we'll be happy to reach out and collaborate. And like I said, it's very customizable. It's just getting all the pieces in place and of course the approval process, especially when it deals with order sets. But we've had a lot of support with our team. So it's been a journey as with Epic and with those opportunities.

[image: ]
Richardson, Elizabeth   24:20
Yeah, I I, I I like what you're saying in terms of some of those trigger triggers that you've you know incorporated and I'm assuming, well maybe I shouldn't assume, are you getting some type of OPA or notification when these patients hit?
Any of these triggers or is it more the isolation rollout TV banner?

[image: ]
+13*******23   24:40
So we have a thing in place. When they are on a rule out status with any of these triggers, it does pop in your face. Hey, patient requires airborne isolation with their epic. There's a mismatch fire. Unfortunately on our outpatient setting, they can't have they don't have.

[image: ]
Richardson, Elizabeth   24:56
Right.

[image: ]
+13*******23   25:00
We have the ability to order isolation, but the banner is there and it tells them what type of isolation is required. We went live with that about almost a close, maybe May-ish, where it now tells you the type of isolation, which is helpful based on working with our Bugsy team and our Epic analysts.

[image: ]
Richardson, Elizabeth   25:15
Hi.

[image: ]
+13*******23   25:18
So it helps the off-site and inpatient side as well. So it encompasses the full spectrum of all the encounters in our Epic system.

[image: ]
Richardson, Elizabeth   25:18
Right.
Awesome. Thank you so much for sharing. Ohh

[image: ]
+13*******23   25:35
Absolutely.

[image: ]
Richardson, Elizabeth   25:36
We have, yeah. I mean, our annual TB risk assessment did not show enough evidence to change our risk from a low incidence to a moderate incidence, but I know you guys have had all kinds of changes.
In that respect from my discussions with Kelly. So thank you for sharing. All right.

[image: ]
+13*******23   25:57
Absolutely. Retail. Happy to help our partners.

[image: ]
Richardson, Elizabeth   26:00
Yeah, appreciate that. All right. So nothing more with OIGE, I'm assuming Kelly's not here. I don't believe that the minutes from the last HIAC meeting have come out. If they have, I haven't read them, but we'll certainly.
forward those. Yeah.

[image: ]
Kathy Hurford   26:17
Yeah, Elizabeth, I I had, I had, I did e-mail them to you just for an overview, but I can e-mail them to the group both sets and then today's I'll include as well.
Days I'll include as well.

[image: ]
Richardson, Elizabeth   26:29
OK. Yeah, you're talking about the APEC meeting minutes. That would be great. Kathy, thank you so much. This is the state meeting, the HIAC meeting that the quarterly meeting that typically our DPH partners will or Kelly will report out on.

[image: ]
Kathy Hurford   26:33
Yeah, yeah.
Oh, my bad.
Gotcha.

[image: ]
Richardson, Elizabeth   26:46
Yeah. And then, you know, basically the discussions echo much of what we discuss here. And I, you know, I need to reach out to. I haven't seen a lot of participation from Annika lately. I wonder if she's busy.
At the Department of Corrections, but she and then Michelle Power, are you still involved in immunization in the Immunization Coalition in any way?

[image: ]
Power, Michelle   27:16
I am not.

[image: ]
Richardson, Elizabeth   27:17
Yeah, I thought so. So I don't know if anybody is, although it sounds like Doctor McCoy might be a good resource moving forward in her new position, but so just in the absence of a report out which we used to go over.
Routinely I put the Immunization Coalition website and then of course I get the Immunization Express from immunize.org, which is very helpful and the most recent issue just came out and of course the top.
Topic was basils.
OK.
Thank you all for that information. I find it very helpful and certainly helps to to spawn some really good discussions. All right. So moving on, we have open discussion. I don't see Carol on, maybe she's not available today. We're continuing to move forward with our.
Trying to operationalize the the platform to share case reviews and case questions. As part of that, we did ask Joan Hebden, who will be joining us in a few minutes at 10:30.
To speak on the new hospital onset bacteremia, the catheter associated bloodstream infection along with our old friend Klabsi's for bloodstream infection surveillance. So she'll be on at 10:30 to give us her expertise there.
Any other topics or anything you want to see before the end of the year you would like to include into the agenda of this meeting? What would be helpful to you? Just looking for some suggestions.
Or ideas. Or anything you've, uh, seen that you liked at other APEC meetings? Anything you brought back from national?
Looking for you guys to put your thinking caps and then I it looks like Keith just joined us and Keith said he had some fabulous news to share. So that could certainly be something when you're ready, Keith. Or did I misread your e-mail over the weekend?

[image: ]
Keith St. John   29:38
Hello, good morning.
Can you hear me?

[image: ]
Richardson, Elizabeth   29:42
Thank to you. How are you? How are you doing?

[image: ]
Keith St. John   29:47
I'm doing well.
Getting ready to go on vacation down to Lewis, Delaware. Lewis, Delaware.

[image: ]
Richardson, Elizabeth   29:50
OK. Where are you going? Something fabulous, huh?
Oh, you're coming here. OK. Gonna have to stop by and say hello. We can take you out to lunch.

[image: ]
Keith St. John   29:59
Yeah.
Hey, there you go. Yeah, I'm at the Ocean House right there on the beach.

[image: ]
Richardson, Elizabeth   30:06
Oh, OK. Oh, wonderful. At least you're getting the breeze. I hope it's not a land breeze so the flies are not there cause it's sticking hot here.

[image: ]
Keith St. John   30:13
Yeah, well, well, it's stinking hot up where we are in Newark, DE too, so.

[image: ]
Richardson, Elizabeth   30:17
No.

[image: ]
Keith St. John   30:22
At least we at least we got the breeze off the off the Bay so but anyway.

[image: ]
Richardson, Elizabeth   30:22
Yeah.
Well, I appreciate that.

[image: ]
Keith St. John   30:30
Yeah, maybe we could connect and have lunch. Maybe that would be great.

[image: ]
Richardson, Elizabeth   30:30
What do you have?
Absolutely. Yep. Did you have any news to share or were you just?

[image: ]
Keith St. John   30:39
Yeah, yeah, I do. Yeah, I was just gonna share about my vacation.

[image: ]
Richardson, Elizabeth   30:42
I don't know. I was just thinking maybe you were just.

[image: ]
Keith St. John   30:48
No, I'm actually starting a new job right after vacation, beginning on the 28th. Just to give a quick synopsis, you know, the Military Medical Center, you know, down in Bethesda, still called Walter Reed.

[image: ]
Richardson, Elizabeth   30:53
OK.

[image: ]
Keith St. John   31:07
But they combined all the military hospitals into one.
And as a result, they've had to do extensive construction, renovation, build capacity in other words. So Long story short, the person that was the infection prevention specialist overseeing all the construction there.
Is retiring this month. In fact, I think he already retired, so they needed to fill this vacancy quickly because they would be a breach of contract if they didn't have someone full time as an infection preventionist.
And I'm going to be that replacement.
It's something I've always enjoyed doing. I've I've done a number of major construction projects in my career when I was working in the hospital and this gives me an opportunity to really, you know, contribute to our our military.
You know that have served with distinction and obviously are in need of care either through being wounded on the battlefield or whatever so.
That is my new full time job.
As the 28th.

[image: ]
Richardson, Elizabeth   32:30
Congratulations. That's phenomenal.

[image: ]
Keith St. John   32:35
Yeah, I really.

[image: ]
Richardson, Elizabeth   32:35
I know that those dedicated IPS to construction are. I mean, clearly I know I'm familiar with the one at University of Pittsburgh Medical Center and I tap her often for some help, but.
That's great. So you'll be our go to if we have any construction mitigation questions.

[image: ]
Keith St. John   32:54
Well.
Well, indeed, I'm, I'm, I'm going to be learning a lot. You know, I'm working with some very seasoned engineers. You know, it's it's been quite a privilege. In fact, this corporation I'll be working for.
It's called VW. No relation to Volkswagen, VW International. They they have, you know, the primary contracts for construction renovation.
For military healthcare sites around the world. So they needed someone full time here at Walter Reed though. So. So that's my first assignment, so to speak.
But they got assignments, they got, yeah, they got assignments to going on in Japan and Europe and you know, certainly other sites in the US So I don't know where this is going to go ultimately, but I think there'll be more than enough work for me to do for a few years at Walter Reed.

[image: ]
Richardson, Elizabeth   33:46
Wow. So you're right there.
Absolutely. That's amazing, Keith. Congratulations.

[image: ]
Keith St. John   34:10
Yeah, it's only a matter of being at the right place at the right time. I I just really felt called to do this and and obviously I'm going to learn a lot being a specialist in this area now.

[image: ]
Richardson, Elizabeth   34:10
OK, for share.
Right.

[image: ]
Keith St. John   34:24
Rather than just, you know, assigned as needed as we often are as IP's when working in the hospitals.
So.
I've I've done some really great projects over the years, just even beginning with the the Nemours Children's Hospital. I mean, I was on the ground floor of when they built the original new building. It's not so new anymore. And you know, it was right next door to the original Alfred I de Pond Institute.
So I go back a long ways with major construction. I was involved in a a burn unit construction at Temple plus or renovations. I was involved in the building of the South Tower at Children's Hospital Philadelphia, which.
By the way, you know, joined with the NICU, the oncology inpatient in the bone marrow transplant unit. So you couldn't ask for a more vulnerable population.

[image: ]
Richardson, Elizabeth   35:26
Totally challenging environments.

[image: ]
Keith St. John   35:27
Yeah, very, very challenging. I had to do daily rounds in that in that kind of situation that was that was something I dedicated a lot of time to to protect our patients there. So, so that's that's just a little.

[image: ]
Richardson, Elizabeth   35:39
Well, that's great.

[image: ]
Keith St. John   35:43
Smattering of my background that enabled them to get me on board. I'll tell you, I had to be actually approved by Homeland Security. I guess Christy Noem saw my profile.

[image: ]
Richardson, Elizabeth   35:58
I love it.

[image: ]
Keith St. John   36:03
I don't know if Peak Hegstaff was involved in looking over my, you know, government credentials either, but it was a whole new experience getting authorization to work on a military site like this. I had never done that before.

[image: ]
Richardson, Elizabeth   36:18
Sure.
Right.

[image: ]
Keith St. John   36:21
So a lot of paperwork, but it's all behind me. Full steam ahead, and I'm glad I was able to carve out my vacation before I start my new job.

[image: ]
Richardson, Elizabeth   36:32
That's always a plus. Well, I wish you the best. We have a number of of newer IPS amongst our APEC chapter membership, and I know that they're always looking to learn this.

[image: ]
Keith St. John   36:35
Mhm.
Thank you.

[image: ]
Richardson, Elizabeth   36:50
This profession never disappoints in terms of new challenges and new ways to reinvent yourself. And Keith, you certainly are a great example of how you've pivoted and lended your expertise to all kinds of traditional and nontraditional roles in infection prevention. So.
Can't wait to hear more.

[image: ]
Keith St. John   37:08
Well, maybe I can give a presentation sometime down the road, just sort of talk about some of the challenges that I experienced along the way, you know, happy to do that.

[image: ]
Richardson, Elizabeth   37:12
Stop.
Do way.
That's great.

[image: ]
Keith St. John   37:22
Also, yeah, yeah. Also I I wanted to mention that I'm in a involved in another project that I think would be of great interest to IP's. I don't know how many of you know about this publication. It comes out monthly from Doctor Edson.

[image: ]
Richardson, Elizabeth   37:28
OK.

[image: ]
Keith St. John   37:41
Septimist called ID Watch. It's an excellent, you know, publication, lead us to say, and he does reviews of the cutting edge science within the infectious disease world. Sometimes it does overlap into infection prevention.
But he got the idea and and I have to say it's a really a bright idea that maybe there could be a separate IP watch that's tagged on to ID watch so.
You know what we have done is we've created a, you know, a group of reviewers. I am one that canvas the the literature out there and we go month by month.
And we bring to IP's attentions things that are of particular interest in our field. So in other words, we do the legwork to canvas the literature. We do the legwork of actually doing, you know, what I call Cliff Notes reviews.
Of the science. And then if you're interested in learning more, you just click on the link and you can go right to the article and review it that way. But I think it's a great, you know, tool for IP's that probably don't have a whole lot of time to just.
Sit and read articles, including our own journal, you know? And so we're doing that legwork for you and it's a subscription service. I think it's, I think it's around $30.
It's not very expensive, but it really brings you state-of-the-art information. Joan is also a reviewer, by the way, who who's speaking later. So, so you know, I think if you know you're interested in learning more, I could send you the.

[image: ]
Richardson, Elizabeth   39:31
OK.

[image: ]
Keith St. John   39:40
The link, the information that will give you the opportunity to register.

[image: ]
Richardson, Elizabeth   39:43
Yeah, that would be great.
Yeah, no, if you could do that, I could share it with we. Well, Kathy can put it in the minutes, but we can share it with the the group. That would be awesome. I I am very interested in that. I mean, you know these services that summarize the literature so that we don't have to.

[image: ]
Keith St. John   40:03
Yeah, I think so far we we we just had a, you know, a couple months so far, but so far we've gotten really great feedback.

[image: ]
Richardson, Elizabeth   40:03
Uh.
Yeah, no, I'm I'm looking forward to seeing it. I'm familiar with ID Watch, but I wasn't aware of IP Watch. I don't know if anybody else on the call was familiar with it or is using it currently, but that definitely would be right up our alley. So thanks so much for sharing, Keith. And again, congratulations on your new position.

[image: ]
Keith St. John   40:29
Thank you.

[image: ]
Richardson, Elizabeth   40:32
All right. Questions from the group for Keith. I see Molly's joined us, so we could probably quick get some updates from Molly on emergency preparedness before Joan joins us at 10:30. And then of course if anybody has any other thoughts.
To put forward before we move into our education session, please feel free to raise your hand or shout out. Molly, are you able to give us a few words of wisdom from the preparedness side?

[image: ]
Dworkin, Mollee (DHSS)   41:01
Me, you know, I'll try. We haven't had a EHPC meeting for a while. There was a recent exercise required by the hospital, the HPP program. I was unfortunately not able to go to that.

[image: ]
Richardson, Elizabeth   41:14
Yes.

[image: ]
Dworkin, Mollee (DHSS)   41:21
And there are some big events going on in Kent County. So we have the fair, the.
NASCAR and the circus festival thing all in Kent County all this weekend. So yeah, it might be a little strain on Kent County.

[image: ]
Richardson, Elizabeth   41:36
Oh, my. Barb told us about the Sarah, but I forgot about NASCAR.

[image: ]
Dworkin, Mollee (DHSS)   41:42
Yeah. And then the new circus thing. So there's a lot going on in Kent County. I can't remember if I talked about screw worm. I think that was Kayak. So I just wanted to, I just wanted to mention it is.

[image: ]
Richardson, Elizabeth   41:55
Yeah.
Remind us of our dangers for screw work.

[image: ]
Dworkin, Mollee (DHSS)   42:00
Yeah, it's pretty gross. It the female flies lay their eggs in an open wound and the larvae feed on the live tissue. These flies are moving.
North in Mexico and are within about 370 miles of the Texas border. So livestock imports has been closed off and there are efforts the government is implementing to combat those fly spreading in the US by.
Creating the sterile mail flies for a release. And other than that, I don't want to gross anybody out too much, but that's all I have.

[image: ]
Richardson, Elizabeth   42:49
Well, that's a great way to end. I did prior to your arrival. I'll remind everybody if they're not receiving your weekly EID report to just e-mail you to get on the list because it's a it's a great addition.
It's a great resource, so thank you for continuing to produce that and sharing.

[image: ]
Keith St. John   43:06
Oh.
I I agree. It's wonderful. Thank you so much for doing that. That's that shows some effort there. This is Keith.

[image: ]
Dworkin, Mollee (DHSS)   43:17
Thank you. I'm glad you find it useful.

[image: ]
Richardson, Elizabeth   43:22
All right. I see that Joan has joined us. So before we get to her phenomenal presentation, along with an introduction of of who she is and what she brings to the infection prevention table, does anybody other have any other final thoughts?
For our open discussion before we move into our education session, if you receive the agenda, and I do apologize for my organization's high threshold for PHI and that auto encrypted e-mail I sent this morning, I did send it unencrypted.
Immediately after with a copy of the agenda. At the end of our agenda does have a number of highlighted resources, webinars going on, things to learn, things to see related to infection prevention for your, you know, peruse that at your your leisure.
All right. Any other final thoughts? Does anybody need a natural break before we move into our education session while we get set up?
All right. Hearing nothing. Joan, is it OK if I introduce you? And did you want to share your slides or do you want me to share your slides and welcome?

[image: ]
Joan Hebden   44:36
Hello everyone I for someone says we couldn't access your camera. Is there and I see no one has their camera on. Is that deliberate or?

[image: ]
Richardson, Elizabeth   44:49
It's just there's a variety of different setups and we have a camera in the room and then the individual folks. I currently cannot. My camera at my in my office is broken so you don't get to see me, but I'm sure folks can turn on their cameras if they're able. That would be great. Is that what you're asking?
I don't know.

[image: ]
Joan Hebden   45:11
No, I'm I would like to ask my camera to say hello, but it says we couldn't access your camera.

[image: ]
Richardson, Elizabeth   45:15
Oh yeah, please do.

[image: ]
Joan Hebden   45:21
I'm not sure what that means. I don't know if you have them turned off or.

[image: ]
Richardson, Elizabeth   45:22
Really. Oh.
No.

[image: ]
Joan Hebden   45:28
That's. That's unusual. But anyway.

[image: ]
Richardson, Elizabeth   45:31
Let me see a video.

[image: ]
Joan Hebden   45:32
Everyone, I'll let that move on and I'm gonna see if I can. Well, somebody just turned theirs on. Is anybody else having access issues?

[image: ]
Richardson, Elizabeth   45:39
Yeah.

[image: ]
Power, Michelle   45:43
No. Hi, it's Michelle Power. I am able to get the camera on.

[image: ]
Richardson, Elizabeth   45:44
I stopped sharing if that's interfering.
All right, we see Michelle's beautiful face.

[image: ]
Power, Michelle   45:53
Hello.

[image: ]
Joan Hebden   45:55
Yeah, I don't. I I'm not sure what why, but anyway, that's no problem. Let me see if I'm gonna have any problems sharing, because if I am.

[image: ]
Richardson, Elizabeth   46:06
We'll figure it out.

[image: ]
Joan Hebden   46:09
Hold on a minute.

[image: ]
Richardson, Elizabeth   46:12
While you're working on that, this is a great group for small but mighty Joan. APEC Chapter 134 has about 35 official members, but we also enjoy a great support from our partners at the Delaware Department of Health.

[image: ]
Joan Hebden   46:15
Mhm.

[image: ]
Richardson, Elizabeth   46:27
And emergency preparedness and other divisions to keep this group going. And they provide quite a bit of expertise and participation, although some of them may not be official APEC members. And we're very excited that you're here. I will introduce you formally in a second.
Just want to focus on. I am not sharing, so if you are able to share, you should be able to share. Otherwise I'll pull your presentation up and be your slide mover.

[image: ]
Joan Hebden   46:57
Well, there it looks like I am on camera now. Can you all see me or maybe not?

[image: ]
Richardson, Elizabeth   47:03
Oh, look at you. Yes. Now we can see you. You look just like you're a.

[image: ]
Power, Michelle   47:04
Yes, we can. Thank you.

[image: ]
Richardson, Elizabeth   47:10
Bio picture. Beautiful.

[image: ]
Joan Hebden   47:10
Hi. Hi everyone. OK, so I now I'm trying to get into my presentation and so.

[image: ]
Richardson, Elizabeth   47:21
OK.

[image: ]
Joan Hebden   47:24
Let me see why. OK, it's saying join now. I'm already joined.

[image: ]
Richardson, Elizabeth   47:34
You're coming.
Sounds like.

[image: ]
Joan Hebden   47:51
Are you going? Yeah, that's good.

[image: ]
Keith St. John   47:54
Turn your computer speakers off, Joan. I think that might be the feedback.

[image: ]
Joan Hebden   47:58
Yeah. Are you still there? You still hear me?

[image: ]
Richardson, Elizabeth   48:04
You can't think so.

[image: ]
Keith St. John   48:04
Yes.

[image: ]
Joan Hebden   48:06
Well, no, I Keith, it looked like it was. Let me turn them down.
OK, and now it's saying stop. Can you all still see me or not?

[image: ]
Richardson, Elizabeth   48:22
You went back to a little bubble.
That's OK, we'll figure it out.

[image: ]
Joan Hebden   48:30
And.
I have a feeling this is going to be a problem.

[image: ]
Richardson, Elizabeth   48:37
And that's OK.
You let me know if you want me to share the slides and be your slide mover. I have the presentation up on my screen, but while you're working on that, I'm just going to introduce you all to our group. This guys, this is Joan Hemden. She's a nurse with CIC.

[image: ]
Joan Hebden   49:05
OK.

[image: ]
Richardson, Elizabeth   49:07
I see. She's also a fellow of APIC. Uh, I believe also. Yeah, we can. Yes. Can you hear us?

[image: ]
Joan Hebden   49:10
Are you all still there? Can you hear me?

[image: ]
Joan Hebden   49:11
Are you still there? Can you hear me?

[image: ]
Joan Hebden   49:26
Are you all muted? Because I.

[image: ]
Joan Hebden   49:27
Are you all muted 'cause I I can't hear anything else.

[image: ]
Richardson, Elizabeth   49:29
Most of us are muted. Yes, most of us are muted.
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Joan Hebden   49:29
I can't hear anything else.

[image: ]
Richardson, Elizabeth   49:38
Well, maybe when you turned your audio down.
Let's see what we got here.
Who are our technical gurus in the group?
I do see, John, that you're you're signed in twice. Um.
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Joan Hebden   49:59
Mm.
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Joan Hebden   49:59
Oh.

[image: ]
Richardson, Elizabeth   50:05
And that may be what's causing some of the issues.
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Joan Hebden   50:12
Yeah, I can't hear you if you can hear me and see me.
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Joan Hebden   50:13
Yeah, I can't hear you if you can hear me and see me.

[image: ]
Richardson, Elizabeth   50:24
Yeah, we can hear you and we were seeing you, but as Anna said, you're in the meeting twice.
And if you've turned down your speakers, then you're not going to be able to hear us.
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Joan Hebden   50:55
Um.

[image: ]
Richardson, Elizabeth   50:57
So now we see your presentation, which is perfect.
And we see your face.
You should be able to turn your.
Well, I guess I'm talking and she can't hear me right.
OK.

[image: ]
Keith St. John   52:26
You're on mute, Joan.
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Joan Hebden   52:39
Can you hear me now?
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Richardson, Elizabeth   52:41
Yeah, perfect. Loud and clear.
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Joan Hebden   52:44
OK, let me try sharing my screen again and see what happens. Hold on a minute.
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Richardson, Elizabeth   52:47
Wonderful. Bravo to you.
It's coming.
There we go. We're good.
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Joan Hebden   52:59
Are we good? All right.
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Richardson, Elizabeth   53:00
Everybody can hear you. All right. Before you get started with your presentation, I just want to make sure everybody knows how fabulous you are. We're looking at Joan Hebdon, who is a.
Where am I? I lost it. Here we go. All right. You're an infection preventionist who has served in many national roles and is dedicated to you are. I definitely get the gist from the various things that you've done and what has been said about you that you are committed to moving and advancing the field.
Infection Prevention and Healthcare Epidemiology. You're very busy. You've previously served as the Director of Infection Prevention and Healthcare Epidemiology at the University of Maryland Medical Center. You're still part of their team in a number of capacities.
Well published publishing over 35 manuscripts and you are a member of the AJIC, the American Journal of Infection Control Section or editor team and you're a reviewer and serve on their editorial board. Before you joined us, Keith did mention that you're also working with him on this new and.
Exciting service IP Watch. As a reviewer, he's been a board member and leader for APIC chapters, I believe Greater Baltimore chapter. So GBMC is the hospital that I'm familiar with, but the Greater Baltimore chapter of APIC.
And you have been a leader in accreditation, surveillance and of course your expertise in the National Healthcare Safety Network surveillance criteria and application of those criteria to accurately and effectively identify hospital acquired infections.
Um is well known. Um.
By many. So we want to welcome you, Joan. We're so glad that you took the time to present your knowledge and expertise on a particular favorite topic of many of us, and you can take it away whenever you're ready. Welcome.
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Joan Hebden   55:03
All right. Hello, everyone.
I'm going to introduce you to some more acronyms, as if we don't have enough in the field of infection prevention and control.
So now we have HOBCABSI and CLABSI. But really I I want to talk with you today about the transition to a modernization of our.
Our surveillance practices, I think many of you are probably aware that CLABSI in and of itself, central line associated bloodstream infection is perceived as very narrow minded by many because we're missing.
Not only bloodstream infections that occur from other catheter devices, and there are many that we are not paying attention to by limiting to just central lines.
But what about the rest of the health care onset bacteria?
That occur and the thought is and you'll see this in just a few slides when I talk about the rationale for transitioning to healthcare onset bacteremia that you know there is certainly concerns that.
We are perhaps not identifying secondary sources and perhaps counting infections that are associated with vascular access devices that to other sources that really are.
Are not relevant, so let's move on. And I just wanted to disclose that I am a part of the speakers.
Hero for Cepheid and a consultant for I3 membrane. These are antimicrobial filters used on faucets to attempt to remove any potentially pathogenic bacteria. I know that Keith has already spoken to you about our.
Publication initiative related to journal review and writing succinct summaries. I don't have that as a disclosure. That is something that we are doing pro bono currently. Thanks.
Thanks, Keith. The objectives are here for you. I do want to talk a bit about the rationale for going to healthcare onset bacteremia and fungmia surveillance as a new healthcare quality metric.
I also want to talk about a very hallmark study in my mind about looking at the preventability of HOB, and this is a paper actually written by one of my colleagues that I'm going to review with.
You Serbi Lika, who is the Director of the Infection Prevention and Control Program at the University of Maryland Medical Center, will differentiate between the acronyms I've already talked about expanding.
The central line associated bloodstream infection definition to all catheter bloodstream infections and then the stratification into what we're calling healthcare onset bacteremia and fungemia.
I'll describe the pending national requirements on HOB and also talk about why we are transitioning to new digital quality measures with NHSN. Now I will mention that.
Although I have been very involved with the NHSN team over probably more than a decade with writing case studies for the American Journal of Infection Control to assist IP's with with the interpretation.
Of what something are ambiguous criteria in the definitions and we had a meeting. The group had a meeting scheduled for January which was canceled and we have not heard.
Meaning myself and Mark Oliver Wright, who were the two participants in the development of those case studies outside of CDC, we have not heard anything from them. So I'm hoping that once we have a new CDC director, we'll begin to hear.
More communication from that team I'm going to.
Show you some resources that I think are very helpful that may assist you with adoption of HOV surveillance. And then I wanted to highlight the new resource for the prevention of catheter-associated BSI in adults.
So why do we need a new quality measure for bloodstream infection? This was a paper again written by colleagues of mine from the University of Maryland Medical Center, and you can see in the quote that they feel a significant proportion.
of HIV events are attributable to a source that is not likely to be captured by our traditional HAI surveillance, and therefore may not be included in current infection prevention toolkits. Uh Now, just to highlight something about this, I mean,
Doctor Schrank and Doctor Lika and Doctor Schneider, they are hoping that with the development of standardized frameworks for HIV, HIV evaluation.
While in parallel identifying and investigating new strategy.
For prevention, there will be a more successful drive toward higher quality care. So you'll see here a little bit of a breakdown as again why they feel we need a new quality measure for BSI, the use of HOB.
Allows for the identification of potentially non preventable events. So here we're talking about mucosal barrier injury in those that are immunocompromised also gastrointestinal translocation which is getting.
Quite a bit of.
Investigation of late. Actually, I was just talking with Doctor Septimus, who is someone that you may know who's written quite a bit about decolonization strategies. He was mentioning a new paper talking about.
The presence of Staph aureus in the GI tract and whether or not translocation may play a role there with Staph aureus bacteremia. So again here we're talking about.
Potentially non preventable events. I mean, we know that with chemotherapy there's going to be a breakdown of the mucous membrane lining from the mouth all the way to the ******. We know that the gut is not sterile.
And we are going to have a lot of organisms that.
Potentially can result in bacteremia.
The evaluation of HOV events will widen the lens of preventability. So we're going to be looking at some data from Doctor Leeka and her colleagues looking at.
Potentially preventable HOV events. And then again, they're hoping that this will help to uncover new opportunities for harm prevention.
One of the things I really like about this particular paper, and if anybody is in need of these papers and would like to send them along, I'd be very happy to. There's a table within this.
Publication that actually breaks down BSI reduction strategies and then looks at the rationale for HOB event evaluation.
And then they have some considerations for future interventions and innovation. So taking the first one, device and procedure specific interventions, here we're talking again about the fact.
They've got a significant portion of bloodstream infections are not captured by the current narrow surveillance strategy, so focus on device.
Specific risk may not capture overall risk, but here as far as considerations, I wanted to highlight the fact that we are beginning to look at peripheral venous catheter associated HOV and the creation of a prevention bundle and I'm going to share a paper that was.
The Journal for Vascular Access and talk about some of their recommendations. Again, this would be expanding beyond central venous catheters.
Urinary catheters and limited surgeries with the required surveillance of all devices and procedures.
Years and again looking at balancing the device specific infection risk reduction against broader harm. So an example, avoidance of urinary catheter should be 1 component of a larger strategy to appropriate urinary bladder management.
That also can address the risk of infection that occurs from those with neurogenic bladders that have urinary retention and the suboptimal urinary drainage that can occur.
The other piece of this that we'll be talking about a little bit more is blood culture diagnostic stewardship. And I think we all know that the more blood cultures that you draw, the correlation.
With BSI rate, it may be higher if you have a very high intensity for for culturing. For example, many of us who have been in the field for a long time probably are familiar with what we call the fever protocol, so.
Anybody.
Spike to fever would get the whole gamut of cultures drawn, including blood cultures. And so there's been a tendency to move away from something that is standardized like that and I go.
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Richardson, Elizabeth   1:06:21
OK.

[image: ]
Joan Hebden   1:06:29
Go forward with a more focused approach to.
We also know that a significant portion of blood cultures can be skin commensals, so let's talk about that a little bit later. But I do want to mention here that you need to make sure that you have instituted standardized.
Evidence-based protocols for blood culture phlebotomy. This would be including the preference for percutaneous sticks rather than catheter drawn specimens. And we'll we'll talk about blood culture contamination in a in a bit. I do want to highlight the association.
For vascular access paper that was just published at the end of last year. This paper is really an expert-based expert consensus and evidence-based.
Expert consensus, and their aim, as you can see here, was to provide concise guidance to enhance and standardize practices related to peripheral IV ambassadors, the group.
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Richardson, Elizabeth   1:07:34
Come here. Come here.
Come here.
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Joan Hebden   1:07:44
Group of people that were involved in the development of these.
Recommendations I just wanted to highlight. They led a collaborative effort that involved representatives from Infusion Nurses Society, the American Association of Critical Care Nurses, ECRI, and there were content experts that represented nursing vascular.
Access and infusion therapy, infection prevention, Pediatrics, healthcare leadership, physicians and also a patient representative. So again, I want to applaud them for this really intense collaborative effort.
And it's very meaningful because 1/3 of peripheral IV catheters that are inserted globally will fail before the completion of the intended therapy. Now this doesn't necessarily mean just for infection. As we all know, there can be other complications related to the use.
of peripheral IV catheters, however, thrombosis being one of those. But in terms of our discipline, there certainly is concern that we are not capturing the infections related to the use of peripheral IV.
Catheters. So the key recommendations that I just wanted to highlight from this paper are the use of aseptic non-touch technique or ANTT. Keith and I have had the privilege of working with a research group in.
Queensland Australia that has been very focused on the prevention of vascular access infections, particularly peripheral Iv's.
And this, I think another acronym was part of the publications that they have written on the topic.
The other recommendation, as we would imagine would be here, would be choosing the right insertion site and the device, and this is to ensure vessel health and and preservation.
Also, they emphasize maximizing the first insertion success by doing good patient assessment. That would include the use of visualization technology, the use of ultrasound.
Good procurement and making sure that we remove and replace these catheters only when necessary.
So HOB we need to.
Ensure that we are thinking about all types of infections that result in bloodstream infection. But as far as catheter associated BSI is concerned, this would include all types of vascular access devices.
Uh, we've dealt.
Narrow term of CLABSI for many years. Now we are talking about capturing infections related to peripheral I VS related to arterial catheters. You can see also here that we have a number of other catheters.
That are inserted that we have not been paying attention to and certainly would be excluding in the event that they were the source of bacteremia. Many of you are familiar, I'm sure with.
ECMO or extracorporeal membrane oxygenation used in ICU environments on very, very sick people. Intra aortic balloon pumps in the cardiothoracic.
Environment of ventricular assist devices have gained a lot of popularity with a recent publication about infection risks related to those the hemodialysis population with their AV grafts and fistulas.
Use of peritoneal dialysis catheters in that population and then inter catheters in the bone.
There are a number of publications about these other vascular access devices. This is a slide, courtesy of Bob Garcia, where he spoke on improving blood culture management in an error of HOB at the recent APIC meeting.
And he scanned the literature just to get a feel for these other vascular access devices and publications associating them with bacteremia.
And I'm not going to read this to you. You can take a look at this, but I think we all know that under the CLABSI definition we have not really included midline catheters, certainly peripheral.
IV catheters have not been there, ECMO and the implantation of defibrillators for, again, the management of very, very ill individuals with cardiothoracic issues, and then arterial catheters.
In this particular paper that was published in CHESS not that long, looking at over 1000 patients, you can see here that there was nearly a, I'm sorry, 3% bloodstream infection rate associated with arterial catheters and that has long been.
A discussion that we've had about the exclusion of those catheters from our surveillance.
Another paper published by Garcia and his colleagues just helps us to understand the life cycle of vascular access device. And the intent here is again to just.
That we all know about insertion, management and removal of these devices. The one thing that I would emphasize here is that.
Our hope in in this particular paper for those that you have an interest in and would like to read it in its entirety is to focus discussion around potential interventions into a more focused targets. So for example assessment again.
You see the same recommendation here that was cited in the peripheral IV expert review document about appropriate type of device.
For vascular access and the site that you're going to use. So for example, there is some conflicting evidence or I should say opinion about where to place a peripheral IV catheter.
You know, many people tend to put it lower in the arm near the, you know, the hand. Any any placement by a joint is discouraged. So going.
Higher on the forearm obviously is is a recommendation.
The type of of catheter that you use again may be dependent on how long the therapy is intended for. It may also be based on the size of the vessel. And again, they are highly recommending the use of ultrasound.
For determining that, then we get into actually pre-insertion insertion where you're really going to be paying attention.
Do proper skin antisepsis. I think we all know that the literature does support chlorhexidine alcohol as a preferred antiseptic, although for peripheral Iv's many people still are using just alcohol.
The use of maximum barrier precautions going back a very long way to Peter Pronovos and the use of a checklist making sure you're using a sterile barrier, making sure you've got good securement.
And I think we all know that the use of a impregnated dressing with chlorhexidine is is a a recommendation at this time once the catheter is in adhering to the dressing protocols.
As we know with many of these dressings that are impregnated and transparent, we are not changing dressings as frequently and scrubbing the hub. Keith and I have been involved in in some work where there was observation and some focus group.
To obtain qualitative information about scrubbing the hub from 2 institutions, University of Penn and Yale and the scrubbing times were.
Less than normal, let's put it this way, based on protocols that had been written. So this is still something that we need to really be paying more attention to with the potential for intraluminal entry of organisms from the skin and then certainly getting rid of the catheter.
When it's no longer needed.
Now there has been quite a bit of attention over the last couple years about HOV impact and what that will mean. And this was a study that was done over a four year period in 41 acute care hospitals with approximately 800,000 patients.
And this is the data from that paper. There were approximately four times as many non-CLABSI events as CLABSI events. And of the HOB cases,
There was a length of stay of in excess 12 to 17 days. You can see the cost 25,000 to $50,000 with increased hospitalization.
Mortality 30% overall and there was a three-fold higher readmission rate within 30 days. So again, very substantial information and this will I think be.
Be a way of making making a a business case in the event that you find yourself in a position where you're going to, you know, need to heighten staff, for example. Also I wanted to point out from that.
Particular paper that the ratio of non CLABSI HOV events to collapse.
79% to 21%. So again substantially greater numbers with these non CLABSI HOV events and they found that 68% of the non CLABSI events of HOV were not related to secondary culture sources such as.
As urinary or respiratory sites and therefore may have been attributable to the use of vascular access devices.
An interesting table that is in a resource that I'm going to highlight for you at the end of of this section of my talk is from the National Quality Forum that was published in 2024 entitled The Hospital Onset Bacteremia and Fungemia Playbook.
And here this table was revealing that hospital leaders perceived preventability of leading causes of HOB.
For central lines to be 74%. So they felt 74% of these hospital leaders perceived that HOB sources by central lines and actually peripheral I VS.
Was viewed by 74% of of them as preventable. So again, pretty substantial and I'm going to show you the data from the the Serbi Lika study in in a few.
Slides. Oh, here we are. Sorry. HOB is a potential healthcare quality measure, sources and preventability. This is a paper that was published in the British Medical Journal last year. You see the study aims were to determine the sources of HOB.
In a very large diverse sample of US hospitalized patients to identify the proportion of HIV cases potentially preventable versus not preventable and the characteristics associated with that preventability.
This was a cross-sectional study. A retrospective chart review was performed very intense chart review by ID experts looking at each one of these infections and assessing.
A score for HOB preventability. There were 13 hospitals. Ten of these were adult, three were, I'm sorry, were academic and three were community and there.
Were let's see for a period of time January 2016 to June 2019. They reviewed all HOB events and they stratified them by common skin commensal and non commensal.
Now, non commensal is considered a true pathogen Organism. They used a risk matrix that they had already published previously for HOV preventability that includes healthcare.
And patient elements of risk and the the translation into a rating of one to six most to least preventable would basically consolidate ratings of one to three.
As potentially preventable and four to six as potentially not preventable, interestingly.
There were 17189 HOV events with non commensal organisms and of those the gastrointestinal site, which again would include neutropenic translocation, 35% of them.
Of those non commensal HOB events were from the GI source and.
32% were endovascular. They were the the most common sources and within the endovascular source category, 77% were considered central line related and we then we have a breakdown of.
Others that were PIC catheters 28%, temporary central line 23% and then there were 12% that were felt to be related to a peripheral IV, very interestingly.
This is a table that is included within this paper and again you see on the left side the 17189 HOB events.
With non-commensal organisms and again highlighting GI and endovascular as the most common on the right, which is where I want to focus your attention, there were 320 HOV events with.
Commensal organisms. And again, these would be our organisms identified by NHSN as being skin flora and I want to highlight here.
That we had close to a 40% breakdown of these being potentially contaminated blood cultures.
Of those 320 commensal organism HOV cases, 83% were related to coagulase negative staphylococci, which I'm sure is not surprising, 21% from the viridans stroke.
Group The 67% attributed to contaminated blood cultures. Of those, 87% or 186 were rated potentially preventable.
There were 37% or 18 of these cases that were considered true BSI's, again with endovascular being the most common and of those endovascular.
Sources they felt that 74% were potentially preventable. So overall the proportion of cases that they rated potentially preventable of the non commensal organism cases 36%.
Were considered potentially preventable and of the commensal Organism cases, 74% were considered potentially preventable. So what does this mean to us? Well, it's very important for us to identify.
Within our own institutions, what our blood culture contamination rate might be. There was a survey that was conducted of 415 infection preventionists. Do you see this on the right hand side of the slide?
The slide and this survey was conducted to determine the prevalence of technical and behavioral interventions to prevent central line associated BSI's and you can see.
Only 23% of the surveyed IPS reported strategies to reduce routine blood culture contamination.
So what? What should we be doing about this? Well, I just wrote a article that was featured in Prevention Strategist in in the spring. You can find it if you belong to APIC on the APIC website. That's an.
Entitled Adult Blood Culture Contamination Rate, A National Quality Measure for Diagnostic Stewardship. So just so you're aware, CMS has awarded the endorsement and maintenance of of quality performance measures.
To Bartell's Partnership for Quality Measurement and over the next few years.
This Partnership for Quality Measurement is going to complete an action plan which will require hospitals to measure and report blood culture contamination rates and the volume of blood collected for all blood cultures. And I think you all know.
Know that the amount of blood that is collected is significant. You know there may be very small numbers of organisms circulating in the bloodstream and and if you do not collect an adequate amount of blood, they could potentially.
Be missed. The results are to be used to improve quality practice by reducing the contamination rate and optimizing the blood volume collected. So you will see more on this.
I'll be interested when we get to discussion and questions, how many on the call actually are reporting blood culture contamination rates to their infection control committee.
Let's talk about what's happening at NHSN in.
Regard to the HOB measure, this measure is intended to expand their surveillance of BSI to a broader focus, regardless of whatever the Organism is or an association.
Association with the device and blood cultures that are collected on day four or greater with pathogenic bacteria or fungi are considered HOVS. The key data elements that are needed obviously for the surveillance would be microbes.
Biology and here you see the table.
Of their HOB surveillance metrics. Now this is currently only in a pilot phase and there had been an intent, I believe, to implement a HOB event surveillance.
This summer that's obviously been pushed back, but here we see that not only is there the primary metric of HOB event, but they're going to be complementary metrics that will be used for quality improvement.
or NHSN risk adjustment. So the utilization of blood culturing, they'll be looking at prevalence admissions with at least one blood culture and then testing intensity, the total blood cultures among patients with at least one blood culture.
So the frequency with which blood culturing is performed. Again, blood culture contamination defined here as a skin commensal Organism in one of two blood culture sets with a denominator of the total number of blood culture sets.
Performed. They are interested in looking at blood cultures that were performed prior to hospital day 4.
And this would be for all inpatient admissions for that to be surveyed a matching commensal HOBHOB event, a skin commensal from greater than or equal to two blood cultures and greater than equal to four days.
Days of antibiotic therapy and then a non measure HOV event which are events among patients with conditions that highly predict non preventability. So again.
How much of this we are going to be seeing implemented this year is totally unclear.
But bear in mind that this is intended to be a set of digital quality measures, so the hope had been that we would move the NHS.
Send surveillance network into a modernized platform, having data extracted from the electronic medical record and reducing manual.
Semi automated measures. Why would we want to do that? Well, obviously we all know that we're spending.
Somewhere in the neighborhood of 60% of our time doing manual data collection for mandatory reporting of HAIS as well as additional HAI surveillance that may be required by our state or our facility.
Provides patient level data for risk adjustment and stratification. So again, there's going to be extraction of a lot more information than we may have collected previously.
It removes potential biases due to different interpretations, and as we know, there has been a lot of commentary about the subjectivity.
Of the definitions and the fact that many of us get into arguments with our clinicians about what should and should not be reported. And then the feeling is, is that they could adjust measures.
Uh, quickly.
See if there were changes in evidence-based practices.
So here.
What's the status currently of HOV? Uh.
We know.
You know, 2020 and again the surveillance conducted regardless of the Organism or association with a medical device. Volunteer hospitals that began again. Pollet work began in 2024. I have not.
Any publications at all that had have explained, you know the experience. So hopefully we will be getting that the timeline for mandatory reporting currently is.
And the timeline for CMS payment reductions is unknown.
And going on to the NHSN site, I did see a question. What happens to CLABSI and MRSA Lab ID reporting with the implementation of HOB surveillance?
And this is what's cited there. It's not been made a decision regarding replacing CLABSI and MRSA Lab ID, so.
We're at a point of.
About where we're going with this, but again, many people are telling me that they are going ahead and and.
Implementing with programs in preparation. Now my hope again is that we are going to get to a point where the data that's required to make these decisions is going to be performed.
Using a data transfer system, and many of you have probably already had experience with data transfer as it relates to antibiotic usage.
However, this is a bit more complicated. There are, you know, a huge number of data elements that need to be.
Accessed and they will be using a platform which I'm not going to get into that is called Fire which has assist with interoperability with extracting data.
From electronic medical records. So again, I don't know how familiar all of you are with that. My intent here is not to to spend a lot of time on that, but to let you know that it's coming.
As far as resources, there are two that I would highlight for you. One, of course, I've already mentioned from the National Quality Forum that was published last year, Hospital Onset Bacteremia and Fungemia Playbook. This is free.
On their website, qualityforum.org. And then there's also a publication that was put out by the American Hospital Association in conjunction with Becton Dickinson.
And Doctor Yu, who I highlighted his paper earlier on in the presentation, is actually employed by BD. So you know, there I think is very reputable information.
within this particular document as well, and I would direct you there.
Now let's talk very briefly about the new implementation guide preventing catheter associated bloodstream infections in adults that was just released and you can find this under practice guidance on the.
PIC website and those of you that are members may have actually gotten an e-mail where you could click and download the document. And I would you know highly suggest that you do that. My guess is going to be that as we.
Mark on expanding our surveillance to HOB events that we will see coinciding a highlight of this from the Joint Commission when they review your surveillance plan.
And so knowing the details or components of of this that are highlighted in this particular.
I'm not going to call it a brochure. This evidence-based document is going to be important. So what is in it? So the topics that are covered in this guide are on your left and are what?
What you would expect, but I would highlight that they do have case studies and various tools, including communication tools for you. So of course you're going to get.
The overview and and why this is important and the key components of your prevention program. But I think these added topics are very nice and I'll I'll bring those up to show you in just a moment the checklist for success.
Is embedded in the guide and you can see here the objectives for the use of this implementation guide.
Here is the comparison of definitions for HOB, CABSI and C.
LABSI and the reporting requirements as well as attributable sources. So again, you can take a look at this. There will be, you know, certainly mentioned within these definitions.
About how?
Catheters in for greater than.
2 catheter days and before attributing it the infection to a catheter and they also do have highlighted here some references for you as it relates to class.
that you may not have seen, specifically as it relates to pediatrics and neonatal ICU's.
So the case studies, these are really nice. I I think I've I've read through a few. They have created using scenarios from a Community Hospital, which you see highlighted here, an academic Health Center and then a critical access hospital.
Let's hope that we will continue to see those in our country.
Anyway, getting getting back to the scenario, you can see here that they are presenting you with an increase in BSI's and that once you break down the data, stratify it out, you find that they're associated with peripheral.
Fraud I BS and then of course your investigation involves going out and and talking with people and finding out you know what the.
Strategies are for placement, maintenance, removal and in this particular situation they had just implemented the use of an ultrasound machine and.
You identify that there are gaps in aseptic technique with using the ultrasound machine. So again, you know, I I like the idea that not only are they giving you a scenario, but they're they're walking you through.
How you would go about a small investigation of what might be going on. And so what are your next steps? They're going to give it to you, clearly, but I think, you know, these are things you might want to use.
Who's um within you know your own team uh to.
Is competency in performing investigations, for example.
And then these additional topics using the SBAR situation, background, assessment and recommendations. I don't know how familiar you all are with that particular strategy for dealing with.
A problem, but that is kind of the template that they're using for three practice standards that have been adopted.
In some institutions, however, they point out that they selected these because they have little to no established practice standards X evidence-based.
Guideline or an expert can document so specimen diversion impact on bloodstream infection. Well, for that I think all of you have some familiarity with the.
Version devices and the recommendation that they cite when you look at this particular topic, you're going to see them saying consider the use of a waste tube again to remove and.
Any potential skin flora organisms that you might pick up with that initial one to two MLS of blood to?
Remove the potential for contaminated blood cultures. There is a paper that suggests that the use of a waste tube may be as effective as using a diversion device. These devices are expensive, however, there have been some very good.
Reports of blood culture contaminations dropping to near zero with their use. So if you are in a situation where you find you do have blood culture contamination rates that are higher than.
And you would like and even though if you look at laboratory based documents, you're going to see a contamination rate of 3% or lower, 3% is no longer considered really an acceptable blood culture contamination rate.
You want to get down to, you know, less than 1%. So again, suggest you read my Prevention Strategist article and learn a little bit more about where we're going with that as a quality measure.
The number of vascular access devices is also listed here with an SBAR document having been developed for you. Their thought here is that there are limited studies.
That actually demonstrate that there is an association with concurrent.
Vascular access devices and increased risk.
Of a BSI in in patients, but not causation. So I think we all at times have wondered about these patients that have multiple catheters and how how that may contribute to bloodstream infection rates.
Rates. And when we talked about catheter days, there were concerns about, well, we've got a patient who's got three catheters in, but we're only saying one catheter day. Does that really make sense?
So again, there are limited studies that there is a possible association that if you have more than one vascular access device that you are at an increased risk of BSI.
None that have shown causation.
The last SBAR document that is part of this guide is the anatomical sites selection for non-catheter access device BSI's.
And this is related to things like arterial catheters. So they do have a couple statements when you read this, one of which is when clinically appropriate, arterial catheters should be placed.
In the radial arterial rather than the.
Peral artery to reduce the risk of bloodstream infections. So despite there being data showing higher risk of infection from femoral arterial lines versus radial, this is, you know, not making an evidence-based statement.
this is based on, again, them reviewing data and not really finding an expert consensus document or a practice standard per se. Um I'm fairly certain, however, and I didn't look it up, but Leonard Murmel certainly has been a leader
in publishing guidelines about insertion and maintenance of vascular catheters. And my guess would be if we look there, we're going to find something that's going to say use the radial for placement of arterial catheters.
And then the other thing that they do highlight is clinicians should insert peripheral IV catheters in the upper extremity, favoring the vessels of the forearm and avoiding suboptimal sites.
Such as areas of flexion, and I mentioned that earlier. I think you know most, most IV therapy teams or individuals that are inserting peripheral Iv's would agree with that statement, however.
I.
Find the fact that it, you know, isn't evidence-based. Kind of surprising that they didn't find anything out there and certainly the peripheral IV guidance.
Document or consensus document that I showed you earlier is going.
So I'm going to end there and have you ask me any questions you might have. Thank you for your attention.

[image: ]
Richardson, Elizabeth   1:51:05
Joan, this is Beth. Thank you so much. I feel like I've just attended a day-long seminar on HOBCABSI, which we call CRBSI here at BB Crimsy and CLABSI. That was phenomenal. Thank you.

[image: ]
Joan Hebden   1:51:13
Yeah.

[image: ]
Richardson, Elizabeth   1:51:22
So much I do have, yeah, I do have a couple of questions, but I'll give it to the floor first. Is anybody on teams or in the hospital conference room? Any questions? Raise your hand.

[image: ]
Joan Hebden   1:51:23
Yeah, yeah. Oh.
We.
Not at all.

[image: ]
Richardson, Elizabeth   1:51:37
Applause. Applause. Applause. Thank you, Keith, for pointing us to this treasure. I'm so excited.

[image: ]
Joan Hebden   1:51:45
Well, well, I was gonna say.
I'm sure he's got some in his pocket.

[image: ]
Richardson, Elizabeth   1:51:51
Yeah. All right. Any any questions from anyone on teams before I go into a couple of things I jotted down?
All right. So yeah, a lot of the literature that you reviewed, I haven't had a time to delve into. I actually also flagged I have access to the virtual recordings of the APEC meeting from Arizona this year and haven't had a chance to.

[image: ]
Joan Hebden   1:52:12
Mhm.
Yeah.

[image: ]
Richardson, Elizabeth   1:52:20
Listen, I think I got 10 minutes in before the pager went off. So I'm looking forward to looking at some of the data and I really appreciate the information that you gave us that will help us communicate the need for, you know, because you know with these digital quality measures, I personally have run into.

[image: ]
Joan Hebden   1:52:26
Yeah.

[image: ]
Richardson, Elizabeth   1:52:40
A few people, higher level decision makers who kind of make the assumption that once we move to digital quality measures, kind of like the ECQM's, that our workload will go down. And I don't think that that's true. I think it'll just move to the right place, which is prevention versus reaction to an identity.

[image: ]
Joan Hebden   1:52:52
OK.
I agree with you. Yeah, I agree with you. Yep.

[image: ]
Richardson, Elizabeth   1:52:59
Identified infection, you know what I mean? So thank you for that. And I I the inside knowledge that you have, I mean I've been wondering you know now that the the the CMS contract has moved from the National Quality Forum to Battelle, I've been waiting because you know National.
Quality form had been the resource for what would go into the inpatient quality reporting and other quality requirements from CMS for so many years. I just haven't gotten a sense of how Battelle's going to give us the heads up. So thank you for that as well. So it sounded like you said that they're going to come out with a report.

[image: ]
Joan Hebden   1:53:23
Yes.
Yeah, you know, I'm I'm a little surprised that we haven't gotten a hit. Yeah, I'm surprised we haven't gotten a heads up already.

[image: ]
Richardson, Elizabeth   1:53:42
Yeah.
I I agree with you, but that was awesome. And the toolkit that APEC just came out with and as well as the National Quality Forum Toolkit are huge resources and I'll make sure that they're included on our minutes so that everybody.

[image: ]
Joan Hebden   1:53:45
Hmm.
Mhm.

[image: ]
Richardson, Elizabeth   1:54:01
When they have a chance, can access it and the information about. I mean, it sounds like we actually may have some light at the end of the tunnel when we have these GI translocation sources.
For our bacteremias and we don't necessarily meet the criteria to you know to make them an MBI and I I do think that I don't know if if if an MBI if you wrote a case study in AGIC.

[image: ]
Joan Hebden   1:54:25
Yeah.
Yeah.

[image: ]
Richardson, Elizabeth   1:54:32
Specifically related to a patient who may or may not have qualified for MBI criteria, because that's seems to be somewhere where we kind of, we don't have many central line associated bloodstream infections, but we we tend to spend a lot of time debating either with ourselves or with each other.
Those criteria, because sometimes I think the chart doesn't give us what we need, the physician or the clinician documentation doesn't give us what we need. And so we're we're forced to accept it outside of the MBI criteria because we just don't have what we need.

[image: ]
Joan Hebden   1:54:58
Hello.
Yeah.
You know, I it's interesting the mucosal barrier injury definition, I I think.
Has been difficult to implement. I remember years ago I worked at University of Maryland Medical Center. I think you all know.
And we have had a Cancer Center there ever since, you know, I can remember and we struggled with.
The identification of bacteremia in those patients and.
And and certainly NHSN attempted to.
Definitions, but I I think that there's going to have to be some modification to those if we're going to go to electronic extraction of of data.
And you know it's it dealing with translocation is is difficult. So I hope that that's something that they're they're thinking about as it relates to moving to digital quality measures. How many can I ask how?

[image: ]
Richardson, Elizabeth   1:56:23
Yeah, I I agree.

[image: ]
Joan Hebden   1:56:26
How many people on the call, if they can answer by the chat, how many are doing blood culture contamination rate reporting?
Well, I guess I should have said raise your hand.

[image: ]
Richardson, Elizabeth   1:56:55
Yeah, it just made it to type. So, so, so it looks like Kathy's institution, which is, is it Mercy? Kathy, I forget.

[image: ]
Kathy Hurford   1:57:06
Yeah, Mercy Fence and Darby.

[image: ]
Richardson, Elizabeth   1:57:09
And Darby, right? It looks like the VA does it. James at Beebe Healthcare. We are a small Community Hospital, but we've been using a diversion device for, gosh, since before COVID.

[image: ]
Joan Hebden   1:57:11
OK.
Wow.

[image: ]
Richardson, Elizabeth   1:57:26
We immediately saw a a wonderful reduction from a a slightly over 3% to well below 1% with our blood culture contaminant rate. Now it it it has already started, you know it's been creeping up and going up and down, but it still lives about 1% or just under and we use.

[image: ]
Joan Hebden   1:57:35
Wow, no.

[image: ]
Richardson, Elizabeth   1:57:46
The original diversion device from Magnolia, which was very difficult to use. It has improved generation to generation, but I I, you know, I know that we need to continue to review.
Our staff's utilization of that, there's a one of the infection preventionists on our team at Beebe can tell you a story of how she was doing rounds and came across AI believe they were travelers, a new group of phlebotomists who were just.
Thrilled with the diversion device because they thought it substituted for skin prep.
Which was definitely. So you didn't have to prep the site prior to. Yeah. So there was a little, yeah, that was a good catch on the part of Belle Delario with.

[image: ]
Joan Hebden   1:58:26
For what?
Oh my Lord!
You know, actually Kathy is asking, Kathy's asking what a, you know, a diversion device is. So Kathy, these there are two on the market that I'm aware of and I think there may be a third Magnolia Medical.

[image: ]
Richardson, Elizabeth   1:58:40
Oh, OK.

[image: ]
Joan Hebden   1:58:54
And Kirin are two manufacturers of this device. Basically this device is something that's placed on your vascular access device to take out the first one to two MLS. Now Kirin I think takes out much less blood than that.

[image: ]
Richardson, Elizabeth   1:59:14
Yeah, Magnolias, uh, does take out more. Yeah, the the Kurba device does take out less. That's correct.

[image: ]
Joan Hebden   1:59:15
Beth, you can probably, yeah, Magnolia takes out more blood and the intent there is so that that first inoculum of blood that that you get.
Which could still have skin flora present because you can't sterilize the skin. So even if you have well prepped the skin, you still.
Potentially can get some of the skin flora out of the epidermal layer, so this is intended to help you reduce contamination rates from commensal organisms.
Does that answer your question?
OK. All right, great. OK, so.

[image: ]
Richardson, Elizabeth   2:00:12
Yeah.

[image: ]
Joan Hebden   2:00:14
Any.

[image: ]
Richardson, Elizabeth   2:00:14
Well, it's interesting because, you know, Magnolia, I don't know if you follow that lovely document that comes out every spring and then but the proposed, you know, IPPS rule and then of course the final IPPS rule in the Federal Register. Magnolia has actually lobbied for these blood culture contamination metrics for a while. They've been their comments.
Have been embedded into the, you know, formal responses to the proposed rules each year and they've definitely been on it. As you were speaking, like literally I wasn't. I was, I was glued to the screen and glued to the information you were presented. But literally as you started presenting, Leapfrog just put out a.
Invitation to a webinar on hospital onset bacteremia and you know, addressing the challenges that are coming our way. So this is quite a hot topic. I'm so grateful that you were able to bring your talents and spend some time with us. I hope that we can continue our relationship.

[image: ]
Joan Hebden   2:01:11
Yes. Well, I'm close by in Maryland, so you can, you know, tap into me. I'll be happy to to to do it whenever.

[image: ]
Richardson, Elizabeth   2:01:12
Uh, this. That's great, yes.
OK. So it doesn't sound like anybody has any questions right now, but I know as we start to go through the resources, is it OK that perhaps we ping you with a couple of follow up questions if they do come to light?

[image: ]
Joan Hebden   2:01:33
Oh, no problem, no problem. And as I said, I can send you a couple of the papers if you'd like.

[image: ]
Richardson, Elizabeth   2:01:40
OK, that would be lovely. I would really appreciate it. I I I am just you have just made my week so much brighter. This was a phenomenal presentation. I mean, I'm a I'm a dweeb. I worked for ECRI for many years. I love bloodstream infections and reducing them on their.

[image: ]
Joan Hebden   2:01:45
Thank you.
Thank you.

[image: ]
Richardson, Elizabeth   2:01:59
And we've saved a lot of lives for the things through the things that we've done and I'm looking forward to saving even more lives as we continue to be held accountable for high quality care. But I hope you have a lovely rest of your week and.

[image: ]
Joan Hebden   2:02:01
Yep.
Yeah.
You too. OK. Thank you very much, everyone.

[image: ]
Richardson, Elizabeth   2:02:15
Applause button. Thank you, Joan.

[image: ]
Joan Hebden   2:02:19
Bye, bye.

[image: ]
Keith St. John   2:02:20
Thank you, Joe.

[image: ]
Richardson, Elizabeth   2:02:27
OK, that was I Well, you know, you heard my, my thrill. I was thrilled. I thought that was a quick.
Hour and 10 minutes of some really great information, so I hope that you all found it a good use of your time.
Does anybody have? I see Michelle Power has her hand up. I'm sorry, Michelle, did you have a question for Joe before I kicked her off?

[image: ]
Power, Michelle   2:02:52
No, no, no, no, not specifically for June. So thank you. Yeah, we are looking at other devices currently and especially P I BS and bloodstream rates here at Christiana Care currently knowing that this was the direction things were going to be heading.

[image: ]
Richardson, Elizabeth   2:03:09
Yeah.

[image: ]
Power, Michelle   2:03:11
That being said, this presentation, and I'm sorry if I missed it, that she just presented you will be included on our minutes or.

[image: ]
Richardson, Elizabeth   2:03:20
Yeah, I just need to get in writing from her that it's OK to share the slides. Yep, Yep. And then we'll pull some highlights from the transcript and include those in the minutes. And I can certainly all of the resources that she mentioned, we can pull out and provide hyperlinks too, so that you have quick access to them.

[image: ]
Power, Michelle   2:03:21
OK. I I just wanted to clarify that. That was all. Nope, that's all. Thank you.

[image: ]
Richardson, Elizabeth   2:03:38
Because golly jeepers, that's a lot.

[image: ]
Power, Michelle   2:03:40
Yeah, I have the links to the CLABSI and the CAUTI that were just published if you need them, so just let me know.

[image: ]
Richardson, Elizabeth   2:03:44
OK. Yeah.
I appreciate that. But then then also too just I think she, you know she and I'm sure Keith, when the Battelle action plan comes out, you know Battelle is now in charge of all the CMS IQR metrics.
It had, you know, been handled for years by the National Quality Forum and every fall you look forward to the National Quality Forum giving you a heads up on the types of new measures or change measures that might be coming our way. And now Battelle's doing it, but we haven't seen anything from Battelle since they assumed the contract.
Like a year prior to the change in administration. So lots of stuff going on. Don't think infection preventionists are going anywhere, but we continue to need to remind people of the work that we have laid before us to keep our patients and ourselves safe. So thank you.
Any other thoughts before I close the meeting?
Oh, Keith just put the the link to the Kiran device. It's the other diversion device that's the competitor to Magnolia.
Thank you, Keith.

[image: ]
Keith St. John   2:05:02
You're welcome.

[image: ]
Richardson, Elizabeth   2:05:06
Anything else?
Oh yeah, there's that pesky Magnolia. When they come on site, they always bring really good cookies, the staff tells me. OK, well then, if there's no further discussion or questions or needs.
Thank you all for spending some time with us. Again, I hope that these the two hours of 15 minutes were a good use of your time that you gained something. If you have suggestions for other experts or speakers that we can bring on board, I'd love to hear that because we're always trying to plan.
You know, valuable education for all of you who spend time with us. I hope you have a good rest of the week. Keith, enjoy Lewis. Don't get stung by a jellyfish. And I'll call the meeting to a close. Thank you all very much.

[image: ]
Keith St. John   2:05:54
Yeah.
Yeah.
Alright, we'll connect offline. Alright, take care.

[image: ]
Richardson, Elizabeth   2:06:03
Take care.

[image: ]
Lajune Harris, DPH   2:06:08
Thanks, Bev.

[image: ]
Richardson, Elizabeth   2:06:10
Thank you.

[image: ]
Kathy Hurford   2:06:13
Thanks, Elizabeth. I appreciate it. I'll those transcripts I guess will show up as soon as possible, right? So I can because this is a lengthy one.

[image: ]
Richardson, Elizabeth   2:06:20
Yeah, I'll send it. You know what? Before before I log off, I'm gonna, I'm gonna copy it and send it to you.

[image: ]
Kathy Hurford   2:06:25
OK, perfect. And then all three of them will go into an e-mail, I guess. Perfect. Great.

[image: ]
Richardson, Elizabeth   2:06:29
Perfect. That's great. Yeah, I just, I don't know. Do you have, do you want me to send you the current APEC list? It's about 100 and some people because we have many more people on our list than are.

[image: ]
Kathy Hurford   2:06:39
Yeah, yeah, that would be really helpful. Yeah, because otherwise I would have been looking in the meetings for the attendance thing. Yeah.

[image: ]
Richardson, Elizabeth   2:06:46
Yeah, no, no, no, no, no. We we just send it out to a group. I'll send that to you as well. But let me let me take care of the transcription first.

[image: ]
Kathy Hurford   2:06:50
OK.

[image: ]
Richardson, Elizabeth stopped transcription
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