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Accessing Chat in Webex

Accessing Chat Muteall  Unm

Q Ifyou don't see the Chat function
on the right side of your webinar
screen, look for the word Chat on
the bottom right of your screen.

o

Click on the little chevron pointing right
to the left of the word Chat. This will
expand the Chat panel.
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https: nj disease_magnet.pdf

* Become familiar with disease and available resources
* CDRSS disease module
* NJDOH disease-specific websites, chapters, toolkits

“ Interview
* Provider — reason case was reported (or test was ordered), clinical
assessment/management
* Case (or parent/guardian) — extremely important for most diseases; often
differs from provider’s account
* Family/friends, where appropriate

© Public Health Response
* NJDOH may request additional information to make a determination
* Exclusion/isolation, when appropriate
* Identification/assessment of close contacts
* Exposure notifications
© Post

Post-exp when
Follow-up at end of incubation period

iewing
“ Understand HIPAA
* Inform provider you will be contacting the case for an interview
+ Verify case contact info, obtain an additional phone # or parent
name
* Case interviews are an integral part of public health, be thorough
+ Inform case their provider is aware of public health call
+ Use open-ended questions, ask clarifying questions (“Please tell me
more about how the rash looked, where you noticed it first? Where
did it go next? How does it look now?)
Use a calendar & prompts (“Do you recall if your cough started
around the holiday or birthday?")
Leave a way for case to contact you if they have questions
Inform case you may need to speak again for additional info or at
the end of an incubation period (*I'l give you a quick call again the
week of March 28". Is this the best # to reach you?”)
* Unreachable?
+ NJIIS, internet search, provider
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* Inform
~ “One voice, one message”
* Some diseases have templates available from NJDOH

* CDRSS Email notifications

Email Notification List

® NJDOH Disease Prioritization for Investigation and
Response Guidance document
* Outlines timelines for i ing case i

* Assist with prioritization

" Finalize CDRSS data entry

liness onset date (really important!)
Demographics

Signs/symptoms

Pregnancy status

Risk factors

Hospital admission/discharge dates
Mortality

. S (T ey )
Treatment

Disease specific questionnaire (aka DSQ), if applicable
Assessment/prophylaxis of close contacts

mographics
+ Verify name, DOB, address, phone numbers
« Obtain race/ethnicity
Signs/symptoms

* Onset/resolution dates

* Used to determine if meets case definition

+ Add S/S not in list

+ Use of “asymptomatic” is helpful

+ Document reason test was ordered
+ Attributes (e.g., temp, # of lesions, duration of cough)

* Pregnancy status (important for many diseases)

* Risk factors i i tion may be by NJDOH)
* Hospital admission/discharge dates

* Mortality

. AP - izations only)

P
+ Obtain from NJIIS, provider, case, parent/guardian
Treatment (document treatment administered specific to case w/ dates)
+ Determines infectious period (duration)
Disease specific i ire (aka DSQ), if
Assessment/prophylaxis of close contacts
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" Finalize CDRSS data entry

liness onset date (really important!)

Demographics

Signs/symptoms (including onset dates)

Pregnancy status (important for many diseases)

Risk factors i i ion may be by NJDOH)
Hospital admission/discharge dates

Mortality

. S (T ey )
Treatment (treatment administered specific to case w/ dates)
Disease specific questionnaire (aka DSQ), if applicable
Assessment/prophylaxis of close contacts

® Assign appropriate case clas: ation
* VPDP follows the CSTE/CDC case definitions

© Change Report Status to “LHD Closed” when case investigation
is complete

14

57-1.7 (e) A clinical laboratory director shall submit within three
days of identification...
Z Eg. N.men, H.flu
* Reference laboratory testing
Requires SME, PHEL, and receiving lab approval PRIOR to
submission
PCR for measles, diphtheria toxin testing, H. flu/N. men
sserogrouping by PCR
+ CDC, Wadsworth, Wisconsin

° Reporting issues
* Reference range changes
* Negative result
* See something, say something

15
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very of people with
 with an infected person wil get measles i they are not vaccinated. Before the
available, measies was a common childhood disease. Measies is

S of March 1, there have been no conf
all childhood ra @

New Jersey in 2022]

fever, cough, runny nose. suchas

car infections, preumona, swelling of the brain, and miscarriage in pregnant women. For every Discase Reportii

1,000 children who get measles, one or two wil die. LRI LA A—
« Education Materials - Measies Case Definition

7 Dlense prevention K" LD Meastes nvestigaion Toolkc
= Laboratory Testing and Clinical Guidance gt

Resources & References
Education Materials e

« CDC Information on Measles

- Frequently Asked Questions.
« Exposed to Measies?
+ Measles Travel Fiyer

Top
bisease Prevention Archive

+ COC nterim Infection Prevention and Control Recommendations for Measiesin Healihcare. e
S Settings

+ Measis Exposure uidance

mimendatons of the Advisory Committe on Immunization Pactces ACIP)

 Measies Fact Sheet fo Parents:In Depth
 Miasles: Preventing the Sprend in Cnid Care and SchoolSettings

« Archived Measies Information

Top
Laboratory Testing and Clinical Guidance
« Measles Clinical Quick Guide and Screening Tool
astes Post Exposure Prophylaxis Recommendationss
I Measies Laboratory Testing A
- Quick Guide for Measies Specirmen Collection and Testing
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© AAP Red Book, 2021-2024, 32" Edition
* https://publications.aap.org/redbook

¢ CDC Manual for the Surveillance of VPDs

* http cde.g html
¢ CDC Pink Book
* http cde.g i index.html

“ NJDOH Regional Epidemiologists and Subject Matter Experts
* NJDOH CDS (609) 826-5964

€3]
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QUESTIONS?

19

Hepatitis A: Update on NJ Outbreak
and Case Investigations

Hepatitis A




rson-to-person outbreaks across the U

> Ongoing outbreaks of Hepatifs A across the State-Reported Hepatiis A Outbreak Cases as o February 25,2022
United States, first identiied in late 2016

> Certain groups af a greater risk of being infected
in these outbreaks:

> Persons who use drugs (both injection and
non-injection)

> Persons experiencing homelessness or
unstable housing

> Menwho have sex with men (MSM)

> Persons who have been o are currently
incarcerated

> Persons with liver disease

3/21/2022
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» Asfatewide outbreak of Hepatitis A was
identified in NJ in February 2019

» Outbreak declared over June 15, 2021
affer three consecutive four-week periods

NJ Hepatitis A below case threshold level
Outbreak » Cases began fo increase above threshold

level in September 2021, putting NJ back
info active outbreak status

» Considered confinuation of previous
outbreak

23

Qutbreak Associated Hepatitis A Cases Reported
June 15, 2021-March 4 2022

loa Caser

Numier of Corfimaa Outbreak:

24



Risk Factors and Outbrea Associated Hey
June 15, 2021-March 8, 2022

'DUTBREAK ASSOCIATED CASES 6/15/21-3/4/22
ATANTIC

3/21/2022

QUTBREAK ASSOCIATED HOSPITALIZATIONS

JUNE 15, 2021-MARCH 4, 2022

Hepatitis A
Case
Investigation

Hepatitis A: Overview

Incubation period: 15-50 days (average 30 days)
Infectious period: 2 weeks before to 1 week after symptom onset
Does not result in chronic infection

>
>

>

> Resolves within ~2 months of infection

> Severe complications are rare but may occur
>

Antibodies by vaccination or natural infection provide long-term immunity
& prevent against reinfection

27




» Based on clinical symptoms and lab
resulfs

» IgM anti-HAV
» Liver function tests (LFTs)
» ALT
» Bilirubin
» Total HAV antibodies not
acceptable

Diagnosis

3/21/2022
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Robust Surveillance = Rapid Response

* Hospitals, physicians, labs call/send electronic
lab results to local health depts
* LHDs notify NJDOH & local partners as needed

* Clinical characteristics: meets case definition?
Exposure & social history: interview case ASAP

1D of exposing source
* Characterization of additional risk & PEP exclusion

Clinical case definition

» An acute iliness with a discrete onset of any sign or symptom
consistent with viral hepatitis

AND
» Aljaundice or elevated total bilirubin levels > 3.0mg/dL, OR
> BJelevated serum alanine aminofransferase (ALT) > 2001U/L

AND
C) the absence of a more likely diagnosis

30

10
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Case Classification

» A case that mees the clinical criferia and is IgM anti-HAV positive
OR

> A case that has hepatifis A virus RNA detected by NAAT (such as
PCR)

OR

» A case that meets the clinical criferia and occurs in a person who
had contact with a laboratory confirmed hepatitis A case 2-6
weeks prior fo illness onset

31

Identification of Close Contacts for Post

prophylaxis

> Individuals are infectious two weeks prior o symptom onset, up until one week affer

Jsunday _Monday _lfuesday Wednesday lthursday Friday __Saturday |
14

15
16 17 18 19 20 21 22
23 24 25 26 27 28* 29
30 1 2 3 4 5 6
7 8 9 10 n 12 13
14 15 16 17 18 19 20
21 22 23 24 25 26 27
28 29 30 31 1 2 3
4 L 6 7 8 9 10

32

Questionnaire

11
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Healthcare

Evaluating
Transmission

Risk

Unvaccinated persons recently
exposed fo hepaiitis A (close contacts)

» Administered as soon as possible within
2 weeks of exposure
Post-exposure > Consists of hepafitis A vaccine or
Prophy\oxis immune globulin (IG)
(PEP) » Guidelines for vaccine or IG vary by
age and health status

35

Hepatitis A Prevention
Who should be vaccinated for Hepatitis A2,

v

All children at age 1 year »  People with unstable housing or
experiencing homelessness

v

Travelers fo countries where hepaitis
A’ls common »  People with chronic or long-term liver
disease

v

Family and caregivers of adoptees
from countries where hep Als

ctor disol

»  People with clotting

common > People with direct contact with
» Menwho have sexual encounters with others who have hepatitis A
other men > A rson wishing o
» Users of illicit drugs, whether injected immunity (protection)
ornot

36
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Resources

» NJDOH Hepatitis A
» CDC Hepatitis A

> Local Health Department Directory

> wwwocalhealthniac

3/21/2022
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Epidemiology and
Investigation of Multidrug-
Resistant Organisms
(MDROs) in the State of New
Jersey

= I (e

38

Infroduction

Multidrug-resistant organisms overview

Candida auris overview

multidrug-resistant organisms

resources

Investigation and containment of

Available antimicrobial resistance testing

Q&A

39
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Mulhdrug -resistant Organisms and
obial Resistance

What are Mul-drug resistant organisms (MDROS)?

Pathogens or “gems" that are stfong enough and smart enough fo make reatment with
antibidtics (or dnfifungals) difficult orimposst

» Many MDROs can cause large yet silent ouvbreaks in healthcare faciities

> Mc)gexh\b!genehcmechamsms (e.g.. NDM, KPC, OXA-) that enhance their
antibiofic resisian

enes may be shared between germs through horizontal gene transfer

> Colonization with MDROs pose very e rsk o healfhy people, but may cause iiness in very sick
patients, requinng hospitalzation

> Highest risk patients include:

+ Hespitalzed patients. particularly those with prolonged stays or compromised
i

. Pcnems/resndems with open wounds

Patients/residents with invasive devices, such as indweling catheters, central lines,
fracheastomies, and mechanical ventilation

@cos
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MDROs by Organism Type

Fungal MDROs.
4. Candido auris (NOT aureus
“Infections freated with anfifungals and develop anfimicrobial resitance (AR)

Bacterial MDROs

Us (MRSA), esistant
Geniginosa (CRPA), Vancomyinrassian Enterococe! (VRE), st
+Infections freated with anfibiofics and develop AR
+Includes Carbapenemase-Producing Organisms (CPOs)
+CPOS: Types of bacteria with inherent and acquired anfimicrobial resistance
+Produce enzymes fh
< Carbapenemases enable baciai 1o bacome redetant 1o @ coss of anfiofics colled

. Doripenem, Eopenem, Imipenem, Meropenem| and ofher B-lactam anfibiotics.

+Cany resistance genes (KPC. NDM, VIM, IMP. OXA-48, OXA-23, efc.) on mabile genetic elements,
which con be easlly spread fo ofher bacteric
+Cause invasive infecfions associated with high rates of mortality

41

Colonization vs. Infection

> Colonization: occurs when patients cary a microorganism in and/or on their body. but without
Tnteraciion befween host and organism (i.e., no sympforns, no immune response|

Colonized pafients are still capable of spreading the microorganism fo others and the
environment despite absence of symptoms

Colonized patients can drive silent outbreaks

People can remain colorized indefinftel, and no decolonization method hos been
demonsirated to be effective

Infection: occurs when a microorganism's presence and replication results in inferaction
between 'he hos' and the microorganism (i.e., immune response, clinical expvesswon‘ either
affer colonization or from a new infroduction, and the body may respond by presenting with
signs and sympioms of infection

Bloodstream infections

Wound infections

Respiratory infections

Urinary fract infections ,@:DS

42
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Lack of adherence fo Standard Precaufions for
patient care encour

Clinical cultures alone underestimate the true
prevalence of MDROs

Challenges

with

Most healthcare facilies do not perform active
1 surveillance to identify colonized patients/residents
preventing that are asymptomatic
elalel defechng <PCR fesiing for C. aurs is nof widely available fhrough clinical or
commerciallabs
MDROs “Laboraon st foresfonce genes s smiary o il
avaiable fhrough clincal or commercial ot
Inconsistent and unreliable communication regarding
patients’ MDRO status o risk factors for MDROs during
fransfers between healthcare facilies
~Lapses in communicalion during infa-faciity and infer-facilly

fransfers confribute fo infroduction and fransmission of MDROs in a
region

3/21/2022

MDRO Prevention Strategies

Personal profective
equipment of shared equipment

Antibiofic
stewardship

Environmental

Improved nfer-
cleaning/disinfection ]

facilitiy
commurication

Transmission-Based Precautions for MDROs in ACUte
are Facilities (includes Long Term Acute Care)

> implement Contact Precouvnons for panems susgecved or
confirmed to have C. aurfs o ofher
prECNUTIONS
» Use of gown and gloves upon entry fo ne patient room for all contact EVERYONE MUST:
with the patient or their environment

» Should dlso be Implemented during the period fhat fest results are g
pending [e. ffom specimen callecion unfi negafive PCR/culureresuts IR
returm) . i
» Place patient in a single room when possible | RS
» Coninue appropriate ransmission-based precautions for the entire duration e PN
of the patient's inpatient stay and all subsequent healthcare admissions R
> Repeat testing forthe purposes of learing an indivdyal rom -, BT
based

> Once an individualsidentiied as being postive, they should be cared
for Using Contact Precautions for all inpafient acut counter

45
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Trcm mission-based Precautions for MDROs
Term Care Facilities

» Long-term Care Facllities that provide care for residents colonized or infected with

MDRO (including C. auris) should implement either Confact Precaufions or Enhanced
Barrier Precautions (EBP)

» EBP requires the use of gown and gloves for certain residents during high-contact care
activities.

» EBP should be implemented for all residents that meet the following criteria:

» Residents colonized/infected with a novel or targeted MDRO (e.g., C. auris, CPOs)
and do not otherwise require Contact Precautions (i.e., presence of secretions or

excretions that are unable to be contained, and/or documented or suspected
fransmission)

» Residents admitted to the same unit or wing of the facility as the resident with novel
or fargeted MDROs and have wounds or indwelling devices (e.g., central line
urinary catheter, feeding tube, fracheostomy, ventilator)

46
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Enhanced Barrier Precautions for Long
erm Care Facilities

v

High-contact care activities create opporinies for fransfer of MDROs
fo'staff and thus require fhe use of gown ai

> Includesrehabifiaion services [physical merapy occupational therapy,
speech therapy)

> Facilties are encouragy

ed fo bundle high-contact care ociivities fo
conserve PPE and e

uce foot fraffic in and out of affected resident
Residents on EBP are nof resfricted to their rooms and parlicipation in
group activities are acceptable

Contact Precautions should be used in place of EBP i

> A or unable fo

> (2) There s suspected or documented fransmission within fhe !a:wwy

> {3 o rescent nes on necion orofher mecical conditon fno

e Romaltacihy Doy wouid adte Sorber Fecoution

If Contact Precautions are exercised for all residents with select
MDROs, other high-risk individuals still require EBP

v

47
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Infroduction

v

Multidrug-resistant organisms overview \/

Candida auris overview

Investigation and containment of
multidrug-resistant organisms

Available antimicrobial resistance testing
resources

Q&A

Sfcos
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Candida auris (C. quris)

» Fungal (yeast) organism with inherent antimicrobial resistance
Primarily healthcare-associated
Increasingly common in the United States (US.)
First identified in the U.S. in 2016 and has spread across the country
» C. auris can be misidentified as ofher fypes of yeasts with common laboratory methods

Capaple of colonizing and causing a variety of clinical infections including
bloodstream; respirafory, wound and urinary fract infections

High atiributable mortaiity (40-60%)
No known incubation period
Environmentally hardy pathogen
Resistant fo many common cleaning and disinfectant products
Contaminates medical equipment and environmental surfaces
Survives on surfaces for weeks if not properly cleaned and disinfected with an EPA- m

vv

v

vv

registered List P product

3/21/2022
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Often multidrug-resistan

Why is
C. auris
concerning?

Patients can become colonized
and develop invasive infections

Can spread and cause
outbreaks in healthcare settings

50

Risk Factors for C. auris Colonization and
fection*

v

Prolonged admissions and residence af healthcare facilities

> Prior admissions and residence at healthcare faciities located in states or counties with
significant C. auris burden

» Close contact and prolonged exposure to C. auris positive individuals (e.g., roommates, patients
with shared bafhrooms, patients overlapping on the same unit as fhe case without appropriafe
fransmission-based precautions).

> Invasive mechanical ventilation or tracheostomy

> Indweliing devices (e.g., central lines, peripheral lines, indwelling catheters, dialysis ports)

> Immunocompromising conditions or other serious health condifions

» Recent freatment using broad-spectrum antibiotics or antifungals

» Documented colonization or active infection with other MDRO(s)

> Recent healthcare rendered oufside of the United States

» *NOTE: Presence of multiple fisk factors increases an individuals isk for infection

51
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Reported Cases of C. auris in New Jersey, 2016-2022
Updated 212022
Confirmed survelllance case count:

00

Confimegrelinical case count: 310

» Confimed clinical c
individuals with clinical
fections that have beer

Case Count Range

> Includes 48 survellance fo clinca!
ses

‘Additional 22 probable clinical cases
> Probable clinical cases are fho
iogic inkage; and ¢/

te was not available for
confimatory festing

3/21/2022

Public Health Reporting

» C. aurisis a nationally nofificble disease with required reporting in many jurisdictions
> The New Jersey Department of Health (NJDOH) Communicable Disease Service (CDS) responds
fo all reports of C. quris in New Jersey and supports prevenfion and containment effors fhrough:
» FREE confimatory testing of suspected C. aurs isolates and antimicrobial susceptibility
testing for clinical isolates
» FREE point prevalence survey testing for exposed individuals via PCR and culture methods
» Infection prevention and control recommendations
» Educational outreach and outbreak support
> Notify NJDOH CDS whenever C. auris is suspected or confirmed:
» Phone (During Business Hours): (609)-826-5964
» Email: DOH.CDS HAIAR E
» Electronically complete and submit the digital NJDOH C. auris Case Report Form

> l /document Aur TrackingF

53

Infroduction

v

Multidrug-resistant organisms overview \/

Candida auris overview v
Investigation and containment of
multidrug-resistant organisms

Available antimicrobial resistance testing
resources

Q&A

Bcos

54
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Novel or fargeted MDRO et Resreior oy
Containment Response

"Organisms (MDROS]

What are Novel o Targefed MDROs?
2019, the C

arbapenemase-producing
Acinetobacter bauman

Candi

Endemic or Near-Endemic Organisms in NJ

Based on local epidemiolo:
Response o individual case:

organisms are considered endemic, or nearly endermic.
ed unless fransmission s suspected

t Enterobacterales (CRE), Carbapenem-resistant Pseudomonas ae
tant Acinetobacter baumannii (CRAB excluding those with Carbap:

»Carbapenem-esistan
enem.

ficile (C. difficile)

rum B-lactamase producing Enterobacterales (ESBLs)

»Klebsiella pneumonice carbapenemase (KPC) - producing organisms

»Mefthicilin-resistant Staphylococcus aure

»OXA-23 Carbapenemresisiant Acinetobacter baumannii (CRAB)

»Vancomycin-ntermediate Staphylococcus aureus [VISA)

»Vancomycin-resistant Enferobacterales (VRE] @cos
7’

56

MDRO Containment Strategy™

Systematic public health response to slow the spread of emerg

Regular infect
and screening (poi
until fransmissio

19
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» Gaps in adherence fo hand hygiene,
especially before handling and donning clean
PPE
» Limited access to alcohol-base: \and rubs
Common IPC Limited Icohol-based hand rubs
Challenges inside and outside of patient/resident rooms
Identified » Missed opportunities for appropriate donning

and doffing of PPE
during AR Inadequate cleaning and disinfection of
Containment equipment shared between patients/residents

Insufficient environmental cleaning practices
Responses fo reduce environmental contamination

v

v

» Limited access fo PPE and lack of appropriate

Transmission-based Precautions

58

Goadls include:

» Identify affected patients

» Ensure appropriate infection control
INITIAL measures are promptly implemented
CONTAINMENT et -

» Determine if transmission is occurring
RESPONSE

» Characterize the organism/mechanism

fo guide further response actions and

patient management

59

Initial Steps of an AR Investigation

Immediate response activities generally remain the same regardiess of response fier,
while additional investigation activifies may vary by fi

Idenfification of case T Reportrecaving

«Case(s) may be +Digital complefion and! ~CDS contacts fhe focilty
submission of the NJDOH
Case Report Fom (CRF|
specific fo C. aurs or ofher
MDROs by fhe healthcare
faciliy where the case was
identified
“Receipt of a copy of the.
laboratory result
+LHDs can play an important
requiing subsequent role in faciifating this
reporting fo CDS information and guidance

20



Overview of Tier-Specific Response
Activities

I. Healthcare Investigation
. onuc Invesgcon

3/21/2022

Infroduction

v
Multidrug-resistant organisms overview \/

Candida auris overview Vv
Investigation and containment of Vv
multidrug-resistant organisms

il imi i testing
resources
Q&A

Bcos
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Antimicrobial Resistance Surveillance Testing

Routine Surveillance Testing at NJ Public Health and Environmental Lab

>

>
>

>

Carbapenem-resistant Enterobacterales
Escherichia coli Kiebsiella oxytoca, Klebsiella pneumoniae, Enterobacter spp.

Carbapenem-resistant

Includes

Species idenfification

Antimicrobial suscepibiliy testing

Modified carbapenem inactivation method fesfing for Carbapenemase production

Molecular detection of select Carbapenemase genes (KPC, NDM, OXA-48, VIM, IMP)
Complete the required papenwork electronically through COPIA or using the

following fest requisition form: r edl i /QI.‘.DS

63

21



Antimicrobial Resistance Surveillance Testing

Emerging Resistance Surveillance Testing through NJDOH CDS and CDC's Anfimicrobial Resistance
Lab Network (ARLN)

» Carbapenem-Resistant Acinetobacter spp.
Includes:
Species identification
Antimicrobial susceptiviity testing

Molecular detfection of select resistance genes (KPC, NDM, OXA-48, VIM, IMP, OXA-23,
OXA-24/40, OXA-58)

> Colonization Screening:
Candida auris
Corbapenemase-Producing Organisms

» Contact DOH.CDS HAIAR EPI@don.nj.cov for required specimen paperwork Imﬁs

3/21/2022
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NJDOH Communicable Disease Service HAI/AR Team:
» Email: DOH.CDS.HAIAR.EPI@c
o Phone (During Business Hours): (609) 826-5964

@
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