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Ebola Assessment 
Hospital (EAH) 

Assessments 



Ebola Assessment Hospital (EAH) Responsibilities 

• Evaluating patients for Ebola Virus Disease risk 
 

• Conducting testing for alternative diagnoses 
(e.g., malaria) 

 
• Providing supportive treatment until the patient 

can be moved to an Ebola Treatment Facility 
(i.e., Emory University Hospital) 



Assessment Process 

1. EAH will complete a self-assessment using the CDC 
v17 tool and upload supporting documents 
 

2. The TDH Assessment team (EP, EMS, Lab, HAI) will 
review both documents prior to on-site visit 

 
3. On-site visit to identify gaps 

 
4. TDH will work with the facility to develop mitigation 

plan 
 

5. Potential follow-up visit to confirm gaps mitigated  



CDC v17 Assessment Tool and Supporting 
Documents  



Hospital Assessment Summary 

• The Hospital 
Assessment Summary 
Form was created to 
summarize a hospital’s 
overall Ebola 
readiness across 11 
capability domains 
following an on-site 
assessment 
 

• TDH used this form to 
create the Ebola 
Assessment Hospital 
database in REDCap. 





Infection Control and 
Assessment Readiness 

(ICAR) 



Infection Control Assessment and Readiness 
(ICAR) 
• Expansion of infection control assessments 

beyond Ebola Assessment Hospitals 
• HAI program will collaborate with ACH, LTCF, 

dialysis facilities, ASC, urgent care centers, to 
identify gaps in infection control 
practices/procedures by performing on-site 
assessments 

• HAI team perform follow-up assessments if 
necessary to ensure identified gaps have been 
mitigated. 

• ICAR assessments are non-regulatory 
 



Organization of the ICAR tools 

 
• Section 1: Facility Demographics 
 
• Section 2: Infection Control Program and 

Infrastructure 
 
• Section 3: Direct Observation of Facility 

Practices 
 
• Section 4: Infection Control Guidelines and 

Other Resources 
 



ICAR Assessment Agenda 

• Share assessment tool in advance of the visit 
– Give the facility time to review and mitigate 

gaps in advance of the visit 
– Ask the facility if there are any specific 

areas/issues they would like covered or 
audited during the assessment  

 

• Likely ¾ of a day to complete the assessment  
– Should anticipate spending full day on initial 

visits while getting comfortable with the tool 
and process 



Example of Direct Observation of Facility 
Practices 



Acute Care Hospital ICAR 
Possible selection/ 
prioritization of 
assessments based on: 

• Facilities with elevated 
HAI rates 
 

 

• Facilities that have had 
outbreaks or complaints 

 

• Facilities within networks 
or communities 
associated with high 
rates of multidrug-
resistant organisms (e.g., 
CRE) or Clostridium 
difficile infection 



Long Term Care ICAR  
• Possible selection/prioritization 

of assessments based on: 

• Facilities with significant 
infection control citations 

• Input from Quality Improvement 
organizations  which are 
working with LTC facilities 
(often focus on 1 to 2 star 
facilities/poor performers) 

• Facilities that have had 
outbreaks or complaints 

• Facilities within networks or 
communities associated with 
high rates of multidrug-resistant 
organisms (e.g., CRE) or 
Clostridium difficile infection 



Hemodialysis ICAR 
• Possible selection/ 

prioritization of 
assessments based on: 
• Input from state 

survey agencies and 
ESRD Networks 

• Facilities with outlier 
NHSN rates 

• Facilities that have 
had outbreaks or 
complaints 

• Best practice or high 
performing facilities 

 
 

 



Outpatient Settings ICAR 
 • Possible selection/ 

prioritization of assessments 
based on: 
• Facilities that have had 

outbreaks or complaints 
• Facilities that perform 

invasive procedures (e.g., 
epidural injections, 
surgeries, endoscopies, 
chemotherapy) 

• Facilities that have never 
received any type of 
certification, accreditation, 
or licensing visit 

  



Volunteers Welcome for ICAR Assessments  

• We are currently accepting 
volunteers who are interested in 
participating in the ICAR 
Assessments. 

• Great way to improve 
understanding of infection control 
in different settings 

• Great way to build relationships 
• If you are interested please email 

the HAI team at: 
HAI.health@tn.gov  

mailto:HAI.health@tn.gov


CRE 
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Carbapenem-Resistant Enterobacteriaceae 

• Family of common intestinal bacteria resistant 
to carbapenem antibiotics  

• Blood stream infection mortality of 40-50% 
• Resistance on mobile element spread to other 

genera.   
 

http://www.cdc.gov/drugresistance/threat-report-2013/index.html 



Coordinated Approach to Reduce MDROs 

http://www.cdc.gov/vitalsigns/stop-spread/index.html 
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Vital Signs 2015: CRE 5 year, 10 facility model 

http://www.cdc.gov/vitalsigns/stop-spread/index.html 
 

12% 

8% 

 2% 

http://www.cdc.gov/vitalsigns/stop-spread/index.html


Stopping Spread of Antibiotic Resistant Bacteria 



Coordinated Approach to Protect Patients 

http://www.cdc.gov/vitalsigns/stop-spread/index.html 
 

http://www.cdc.gov/vitalsigns/stop-spread/index.html
http://www.cdc.gov/vitalsigns/stop-spread/index.html
http://www.cdc.gov/vitalsigns/stop-spread/index.html
http://www.cdc.gov/vitalsigns/stop-spread/index.html


Public Health Should Lead Coordination 

http://www.cdc.gov/vitalsigns/stop-spread/index.html 
 

http://www.cdc.gov/vitalsigns/stop-spread/index.html


CDC:  2012 CRE Toolkit 

Regions with no CRE 
 
 
Regions with few CRE 
 
 
Regions where CRE are common 
 

http://www.cdc.gov/hai/organisms/cre/cre-toolkit/index.html 
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Case Definition: CRE 

http://c.ymcdn.com/sites/www.cste.org/resource/resmgr/2015PS/2015PSFinal/15-ID-05.pdf 
 

http://c.ymcdn.com/sites/www.cste.org/resource/resmgr/2015PS/2015PSFinal/15-ID-05.pdf


Case Definition: CRE 

2011-2014  
[CDC  2012 toolkit, EIP] 

2015 
[ CSTE , NHSN Lab ID ] 

 

▪ Klebsiella  spp., or  E. coli,  
or  Enterobacter  spp.  
 

▪ Non-susceptible to at  
  least one carbapenem  
  (excluding  ertapenem) 
 

▪ Resistant to all of the  
   third generation  
   cephalosporins tested 

 

▪ Klebsiella  spp., or  E. coli, 
  or  Enterobacter  spp.  
 

▪ Resistant to at  
  least one carbapenem  
  (including  ertapenem)  
 

▪ Resistant to all of the  
  third generation 
  cephalosporins  tested 



Analysis of the TN Cases, 2014 
 

• Case Criteria 
– Specimen collection date: 01/01/2014 -12/31/2014 
– Organism: Klebsiella  spp., E. coli, or Enterobacter  spp.  
– Resistant to at least one carbapenem, including 

ertapenem (CSTE  PS 15-ID-05;  NHSN  LabID  2015) 
– Numeric MIC value using the 2012 CLSI breakpoints 

– > 4 mcg/ml   imipenem, meropenem, doripenem 
– > 2 mcg/ml   ertapenem 

– Each person was counted once per organism for the 
calendar year (did not count multiple specimens > 30 
days apart) 



Cases by Genera and County of Residence, 2014 
 

Cases are placed randomly within the boundaries of 
the county of residence. (n=143) 



Annual Incidence Rate by County: All Cases (2014) 
 

Cases are assigned to a county based on the county of residence. Rates are 
calculated at the county level using the Census estimates for July 1, 2014,  
and based on the base estimates from the April 1, 2010 Census counts. 
Rates are calculated per 100,000 persons in the county population. (n=143) 
 



Annual Incidence Rate by County (2014):  
Klebsiella spp. 

 

Cases are assigned to a county based on the county of residence. Rates are 
calculated at the county level using the Census estimates for July 1, 2014,  
and based on the base estimates from the April 1, 2010 Census counts. 
Rates are calculated per 100,000 persons in the county population. (n=143) 
 
 



Annual Incidence Rate by County (2014):  
Escherichia coli 

 

 
Cases are assigned to a county based on the county of residence. Rates are 
calculated at the county level using the Census estimates for July 1, 2014,  
and based on the base estimates from the April 1, 2010 Census counts. 
Rates are calculated per 100,000 persons in the county population. (n=143) 
 
 



Annual Incidence Rate by County (2014):  
Enterobacter spp. 

 

Cases are assigned to a county based on the county of residence. Rates are 
calculated at the county level using the Census estimates for July 1, 2014,  
and based on the base estimates from the April 1, 2010 Census counts. 
Rates are calculated per 100,000 persons in the county population. (n=143) 



Cases by Healthcare Facility Laboratory, 2014 
 

Cases were summed according to the healthcare facility 
completing the laboratory testing. When not indicated, 
the facility or provider requesting the testing is shown as 
the testing facility. A total of 63 facilities are represented, 
with a range of one to thirty cases per facility. 



Analysis for Hospital A, 2014 



Analysis for Hospital A, 2014 



Analysis for Hospital A, 2014 



Analysis for Hospital A, 2014 



Analysis for Hospital A, 2014 



Analysis for Hospital A, 2014 



Analysis for Hospital A, 2014 



Analysis for Hospital A, 2014 



Analysis for Hospital A, 2014 



Next Steps: Epidemiology Capacity 

• Ongoing sharing of data for situational 
awareness and targeted interventions 

• Expand the case report form (NBS) variables 
to focus on facility connectivity 

• De-duplicate names of healthcare facilities 
and laboratories to improve analysis by 
healthcare facility 

• Explore leveraging NBS data to create a 
XDRO registry similar to Illinois 
 
 
 



CRE identified         XDRO registry - Illinois 

Patient with  
unknown CRE status 

Match? 

Query 

Infection control measures 

Yes 

Public health 
surveillance 

Communicate CRE 
history to care provider 

XDRO registry is a collaborative effort between IDPH,  
Chicago CDC Prevention Epicenter, &  
Medical Research Analytics and Informatics Alliance (MRAIA) 

 

Mandatory reporting 

use data for action 

28 Slide Courtesy: Erica Runningdear, Illinois Department of Public Health 



CRE identified 

Patient with  
unknown CRE status 

Match? 

Query 

Infection control measures 

Yes 

Public health 
surveillance 

Communicate CRE 
history to care provider 

Mandatory reporting 

use data for action 

 

NBS 

Conceptual adaptation for TN 

Adapted from slide from E. Runningdear, Illinois Department of Public Health 



Next Steps: Epidemiology Capacity 

• Improve understanding of interfacility 
connectivity (e.g., transfers from other hospitals 
or nursing homes) 
– In Tennessee and neighboring states 
– Expand the reporting requirement from TN residents 

to anyone seeking care in a TN healthcare facility 
• Target interventions more specifically 

– If a subset of facilities are highly interconnected 
(sharing of patients) 

– Facilities that appear to be amplifying/ disseminating 
CRE to other facilities in region 

 
 

 



Next Steps: Laboratory Capacity 

• Expand resistance mechanism testing at 
State Public Health Laboratory 

 
 Resistant to at least 

one carbapenem 

Carba NP plus OXA-48 

KPC + NDM 



Next Steps: Epi/ Lab Capacity 
 

Classify (using CSTE  position statement           
15-ID-05): 
 Likely carbapenemase producing [CP-CRE] 
 Likely not CP-CRE 
 Unknown CP status 
 

Create maps: 
 Likely CP-CRE  
 By resistance mechanism (e.g., KPC, NDM) 

 



Clostridium difficile 



 
 
 
 
 
 

• 453,000 incident infections in 2011 
– First recurrences 83,000 (CO: 13.5%; HO: 20.9%) 
– Deaths (30 days): 29,300 (CO: 1.3%; HO: 9.3%) 
– Gender: F>M (rate ratio [RR]: 1.26) 
– Race: White (RR: 1.72) 
– Ages 65+ (RR: 8.65) 



Only 24% had onset 
in hospitals 
~ 107,600 hospital 
onset infections 
 
 

65.8% were 
healthcare 
associated 
 
 

82% of community 
associated CDI 
visited outpatient 
healthcare settings: 
doctors or dentist’s 
office 



National Targets for CARB: 2020 

• 50% decrease in overall C. difficile       
(vs 2011) 
 

• 60% decrease in CRE acquired during 
hospitalization (vs 2011) 
 

• Maintain prevalence of ceftriaxone 
resistant N. gonorrhea <2% (vs 2013) 



Impact of Reductions in Antibiotic Prescribing on 
C. difficile in England 
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Ashiru-Oredope et al. J Antimicrob Chemother 2012; 67 Suppl 1: i51–i63 
Wilcox MH et al. Clinical Infectious Diseases 2012;55(8):1056–63 
http://www.hpa.org.uk/web/HPAweb&Page&HPAwebAutoListName/Page/1179745282388 



CDI LabID Events (Acute Care) Rates, TN 

Provisional Data 



TN CDI 
Prevention 
Collaborative 
A systematic 
approach 



TN Prevention Collaborative 

• Hospital Facility Assessment 
– Determination of potential 

gaps in infection prevention 
• General Infrastructure, Capacity, 

and Processes 
• Early Detection 
• Contact Precautions / Hand 

Hygiene 
• Environmental Cleaning 
• Antibiotic Stewardship 
• Laboratory Practices 



TN Prevention Collaborative 

• LTCF Facility 
Assessment 
– Knowledge and 

Competency 
– Infection Prevention 

Policies and Infrastructure 
– Monitoring Practices 

 
• Within all three areas, 

early identification and 
rapid containment 
practices will be 
assessed. 

 



TN Prevention Collaborative 

• Targeted Toolkit for each facility 
– Early Detection and Isolation 
– Appropriate Testing 
– Contact Precautions / Hand 

Hygiene 
– Environmental Cleaning 
– Antibiotic Stewardship 

 
• Rather than tackling all areas 

within each facility, we will 
determine their largest gaps and 
address those first. 

 



TN Prevention Collaborative 

• The biggest issue we’d like to 
address is the communication 
between acute care hospitals and 
long-term care facilities 

• Adding information to discharge 
summaries (medication 
indications, contact precaution 
rationale, etc.) 



TN Prevention Collaborative 

LTCF Plan of Action 
 

• LTCFs will be enrolled 
into NHSN with our 
guidance and support 

• LTCFs will be 
encouraged to report 
CDI data to NHSN 

• Education provided on 
the correct diagnosis 
and management of UTIs 
(Antibiotic Stewardship) 
 



Thank You! 

Contact: 
(615) 741-7247  (24/7, 365) 
 

 
Hai.health@tn.gov 
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