MDRO,
Precautions and more precautions!

Common MDROs
Standard Precautions
Enhanced Standard Precautions

MDROs
• The CDC has identified 4 categories of MDRO threats
•
•
•
•

Urgent Threats
Serious Threats
Concerning Threats
Watch List

• Assessment of Threat Level is based on: 1. Clinical impact, 2. Economic
impact (when available), 3. Incidence, 4. Ten-year projection of incidence, 5.
Transmissibility, 6. Availability of effective antibiotics, 7. Barriers to
prevention
• From: CDC. Antibiotic Resistance Threats in the United States, 2019. Atlanta, GA: U.S.
Department of Health and Human Services, CDC; 2019

Organisms
• Urgent Threats:
• Carbapenem-resistant Acinetobacter (CRAB)
• Carbapenem-resistant Acinetobacter cause pneumonia and wound, bloodstream, and
urinary tract infections. Nearly all these infections happen in patients who recently
received care in a healthcare facility.

• Candida auris (C. auris)
• C. auris is an emerging multidrug-resistant yeast. It can cause severe infections and
spreads easily between hospitalized patients and nursing home residents.

• Clostridioides difficile (C. difficile)
• C. difficile causes life-threatening diarrhea and colitis (an inflammation of the colon),
mostly in people who have had both recent medical care and antibiotics.

• Carbapenem-resistant Enterobacteriaceae (CRE)
• CRE are a major concern for patients in healthcare facilities. Some Enterobacterales are
resistant to nearly all antibiotics, leaving more toxic or less effective treatment options.

• Drug-resistant Neisseria gonorrhoeae (N. gonorrhoeae)
• N. gonorrhoeae causes the sexually transmitted disease gonorrhea that can result in lifethreatening ectopic pregnancy and infertility, and can increase the risk of getting and
giving HIV.

Organisms
• Serious Threats:
•
•
•
•
•
•
•
•
•
•
•

Drug-resistant Campylobacter (Agricultural Practices, Chicken)
Drug-resistant Candida
Extended-spectrum beta-lactamase (ESBL)-producing Enterobacteriaceae
Vancomycin-resistant Enterococci (VRE)
Multidrug-resistant Pseudomonas aeruginosa (P. aeruginosa)
Drug-resistant nontyphoidal Salmonella (Salmonella dublin in Cattle)
Drug-resistant Salmonella serotype Typhi (Travel)
Drug-resistant Shigella (Food and Water)
Methicillin-resistant Staphylococcus aureus (MRSA) (increasingly prevalent)
Drug-resistant Streptococcus pneumoniae (S. pneumoniae)
Drug-resistant Tuberculosis (TB) (M. tuberculosis among the most common
infectious diseases worldwide)

Organisms
• Concerning Threats:
• Erythromycin-resistant group A Streptococcus (Flesh Eating infection)
• Clindamycin-resistant group B Streptococcus

• Watch List
• Azole-resistant Aspergillus fumigatus (A. fumigatus)
• Drug-resistant Mycoplasma genitalium (M. genitalium)
• Drug-resistant Bordetella pertussis (B. Pertussis)

Chain of
Infection

MDRO Prevention and Control
• Administrative Support
1.Implementing system changes to ensure prompt and effective
communications e.g., computer alerts to identify patients
previously known to be colonized/infected with MDROs

2.Providing the necessary number and appropriate placement of
hand washing sinks and alcohol-containing hand rub dispensers in
the facility
3.Maintaining staffing levels appropriate to the intensity of care
required
4.Enforcing adherence to recommended infection control practices
(e.g., hand hygiene, Standard, Enhanced Standard and
Transmission Based Precautions) for MDRO control.

MDRO Prevention and Control
• Education
1. Facility-wide, unit-targeted, and informal, educational interventions
including:
1.
2.
3.
4.

Improved understanding of the problem MDRO and interventions for control
Hand hygiene
Antimicrobial prescribing patterns
Educational campaigns to enhance adherence to hand hygiene practices in
conjunction with other control measures have been associated temporally with
decreases in MDRO transmission in various healthcare settings

MDRO Prevention and Control
• Judicious Use of Antimicrobial Agents
• Antibiotic Stewardship Program (ASP)
•
•
•
•
•
•
•

Monitoring or clinical microbiology isolates including sensitivity patterns
Can be used as a guide to clinicians for antimicrobial prescribing practices
Formulary Restrictions
Antibiotic Time Out
Automatic Stop Orders
Computer Assisted management programs
Avoid redundant prescribing

MDRO Prevention and Control
• MDRO Surveillance
• Routine clinical cultures
• Sensitivity patterns
• Detects new or emerging MDROs
• MDRO Infection Rates (C diff)

• Asymptomatic Colonization
•
•
•
•

Surveillance Cultures (Admission screening, research, etc.)
Point Prevalence Studies
Detect asymptomatic spread
Precautions based on findings

MDRO Prevention and Control
• Infection Control Practices
• Standard Precautions
• Enhanced Standard Precautions (CDC: Enhanced Barrier Precautions)

• Cohorting
• Transmission Based Precautions
• Duration of Precautions (Appendix A)

• Impact of Isolation on patient care and well-being.

MDRO Prevention and Control
• Environmental Measures
• Increased cleaning and disinfection of frequentlytouched surfaces
• Monitoring for adherence to recommended
environmental cleaning practices
• Proper disinfecting agent
• Proper contact time
• Use of dedicated noncritical medical equipment
• Environmental cultures are not routinely recommended

MDRO Prevention and Control
• Decolonization - Decolonization entails treatment of persons colonized
with a specific MDRO, usually MRSA, to eradicate carriage of that organism

• Shield Orange County
• Shared Healthcare Intervention to Eliminate Life-threatening Dissemination of
MDROs in Orange County is a regional public health collaborative involving
decolonization at 38 healthcare facilities selected based on their high degree of
patient sharing.
• Prevalence of MDROs was 65% in NHs and 80% in LTACs.
• Chlorhexidine antiseptic soap for routine bathing.
• Iodophor for nasal cleaning.
• This project demonstrated the effectiveness of the coordinated approach on
reducing MDROs in health care settings across the entire community. There were
substantial reductions in MDRO prevalence across healthcare settings.

Standard Precautions
Primary way to prevent the spread of disease between
healthcare workers,
patients and residents
and the environment

Use with every patient and every resident in every healthcare
setting

What are Standard Precautions?
• Hand Hygiene

• Cleaning and Sanitizing hands

• Respiratory Hygiene and Cough
Etiquette
• Personal Protective Equipment
• Safe Work and Injection Practices
• Care of the Environment
https://www.cdc.gov/infectioncontrol/pdf/guidelines/isolation-guidelines-H.pdf

Standard Precautions
• Focus: Unsuspected infectious agents in blood and body fluids (BBF)
• All BBF except sweat may contain infectious agents
• Used for all resident care, based on anticipated BBF exposure
• Prevents the transmission of unsuspected infectious agents from patient to
HCP and patient to patient via HCP
• Room placement, hand hygiene, personal protective equipment (PPE), safe
injection practices, respiratory hygiene/cough etiquette, environmental
cleaning are additional components that prevent transmission of unsuspected
infectious agents

Standard Precautions
Implementation
• Each HCP assesses each planned resident care activity for risk of
BBF exposure
• Perform hand hygiene and don PPE within the room, before
beginning activity
• Gloves to protect hands
• Gown to protect body, clothes
• Mask/goggles/shield to protect face, eyes
• Remove, discard PPE, and perform hand hygiene in room when
activity is complete

Enhanced Standard Precautions
Only 4% of MDRO carriers are known to the Facility
Only 4% of MDRO Known to Facility
•.

McKinnell et al. High Prevalence of Multidrug-Resistant Organism Colonization in 28 Nursing Homes:
An "Iceberg Effect“. From: J Am Med Dir Assoc. 2020 Dec;21(12):1937-1943.e2. doi:
10.1016/j.jamda.2020.04.007.

Enhanced Standard Precautions
Initially described in 2010 – AFL 10-27 and updated in 2019 AFL 19-22:
“SNFs must balance infection control measures with the frequent need for
more than one occupant in a room, resident participation in physical and
occupational therapy and social activities, the potential for adverse
consequences of isolation and confinement in a facility that is considered the
resident’s “home,” and the changing status of resident needs for infection
control precautions during the course of a prolonged stay”.
CDPH developed the updated version of “Enhanced Standard Precautions for
Skilled Nursing Facilities, 2019” in response to reports of refusals to admit or
re-admit residents with MDRO. The AFL is based on an increased
understanding of MDRO in California SNFs, where a high proportion of
residents are colonized with MDRO.
.

Enhanced Standard Precautions
What Have We Learned about Multidrug-Resistant Organisms (MDRO)
in SNF since 2010?
• Prevalence of MDRO is increasing in California
• SNF are important reservoirs for MDRO colonization that is often
unknown to the facility
• SNF residents at increased risk of MDRO colonization and
transmission are readily identified by certain characteristics
• Some SNF are hesitant to accept transfers of residents known to be
colonized with MDRO

Enhanced Standard Precautions
What is Enhanced Standard Precautions?
• A resident-centered, risk factor-based approach to prevent MDRO
transmission in SNF
• For residents at high risk of MDRO colonization and transmission: –
Gloves and gowns are used during specific care activities with
greatest risk for MDRO contamination of HCP hands, clothes and
environment
• Does not rely on knowledge of resident MDRO colonization status
• Allows residents with adequate hygiene and containment of body
fluids to leave room and participate in group activities

Enhanced Standard Precautions
• Some SNF residents have high-risk
characteristics for MDRO colonization and
transmission whether or not MDRO status is
known (Appendix A)
• Expanded use of gloves and gowns in SNFs
based on resident risk, likelihood of MDRO
colonization and transmission during specific
care activities.
• Meets the need to provide a safe, clean,
comfortable and homelike environment
• High-risk residents who can be maintained in
hygienic condition may leave the room and
participate in activities.

Enhanced Standard Precautions
Room Placement
• To the extent possible, place residents who might need Enhanced Standard precautions or Transmission-based precautions into a single
bedroom while awaiting clinical assessment
• If available, place a high-risk resident in a single bedroom
• If limited availability, prioritize single bedrooms for residents known to have highly resistant or unusual MDRO
• When a single bedroom is not available, cohort the resident with a compatible roommate

• In multi-bedrooms, treat each bed space as a different room; HCP must change gown and gloves and perform hand hygiene between caring
for residents in the same room

Use of Gloves and Gowns
• Ensure that hand hygiene supplies and gloves and gowns are available and adequately stocked for each resident bed space or room and all
patient care areas
• Perform hand hygiene and put on gloves and gowns before: Performing morning and evening care; Performing device care; Performing any
care activity where close contact with the resident is expected to occur; Contact with environmental surfaces likely contaminated by the
resident’s secretions or excretions.
• Perform hand hygiene after removal of gowns and gloves

The Six Moments of Enhanced Standard
Precautions

Enhanced Standard Precautions
Resident Hygiene
• Resident should perform hand hygiene:
• Before meals
• Before and after therapy and social activities, e.g., visiting common areas
• After toileting
• Frequently throughout the day
• Before leaving the room
• Educate resident’s family members and visitors on the rationale for resident hygiene, and encourage them to assist the resident
• Residents should have contained urine/fecal excretions and wound drainage when visiting common areas
• Residents should wear clean clothing, changed daily, immediately after soiling or just before leaving room to visit common areas; surfaces
touched by the resident in common areas should be cleaned and disinfected after departure

• Residents who require Transmission-Based precautions should not visit common areas
• Residents should bathe regularly or should be bathed regularly by HCP when unable to perform task independently; educate HCP and
residents on bathing techniques, especially in the area of devices and wounds

Enhanced Standard Precautions
Resident Transport
• Wear gloves and gowns to prepare the resident for transport
• Contain urine and fecal excretions and wound drainage
• Assist the resident with hand hygiene and place a clean gown or outer garment on the resident
• Use clean linen that has not been stored in the resident room

• Wear gloves and gowns while assisting the resident to a clean wheelchair or gurney
• Remove gloves and gowns and perform hand hygiene prior to transport
• Transporting HCP should have clean gloves available if needed (for example, to wear while managing excretions that breach
containment measures) during transport

Personal Protective Equipment (PPE)
Use the right PPE to provide a barrier to protect you
and prevent spreading infection to others
• Gloves
• Gowns
• Masks
• N95 Respirators
• Eye Protection

Gloving
• Wear gloves when contact with blood or other potentially infectious
materials is possible
• Change gloves to prevent cross-contamination of body sites in single
patient

• Sanitize hands prior to putting on gloves
• Remove gloves and sanitize hands after caring for a patient

• Do not wear the same pair of gloves for the care of more than one
patient
• Never wash gloves

Prevent contamination
Putting on PPE

Putting on
PPE

https://www.cdc.gov/hai/pdfs/ppe/ppe-sequence.pdf

Prevent contamination
Removing PPE

Removing
PPE

https://www.cdc.gov/hai/pdfs/ppe/ppe-sequence.pdf

When Enhanced Standard Precautions are not
Enough
• Appendix A, Type and Duration of
Precautions Recommended for Selected
Infections and Conditions
• From CDC Guideline for Isolation
Precautions: Preventing Transmission of
Infectious Agents in Healthcare Settings
(Update 2018)

Contact Precautions
• Diseases/organisms spread by direct (person to person) or
indirect (medical equipment, environmental surfaces) contact
• Contact Examples include: Multidrug Resistant Organisms
(MDRO) infections such as MRSA, VRE, CRE; Scabies; Lice
• Contact Precautions sign at door
• Single room preferred
• Hand hygiene
• Gown and gloves
• Dedicate use of resident care equipment such as BP cuff and
stethoscopes
• Restrict to room
• Educate resident and family

Contact – Enteric or Special
• Contact precautions for C. difficile, norovirus
• Same process except:
• Wash hands with soap and water after care and after remove PPE
• Use bleach or List k to disinfect environment and equipment

Droplet Precautions
• Prevent spread from respiratory
droplets by direct or indirect contact
with respiratory or mucous membranes
• Droplet examples: Influenza, pertussis,
mumps, meningococcal disease COVID19
• Single room preferred
• Wear isolation mask prior to entry of
room and discard when exiting
• Resident wear isolation mask if
transported outside of room

Airborne Precautions
• Prevent spread of infectious agents that can remain
suspended in air
• Examples include: Disseminated herpes zoster
(shingles), varicella zoster (chickenpox);
Tuberculosis (TB)
• Airborne Infection Isolation Room (AIIR)
• If no AIIR, close door until resident can be
transferred
• Must wear N-95 (or PAPR) before entering room
and remove after leave room
• Resident wear isolation mask if transported outside
of room (resident never wears N-95)

Summary
• Dedicated prevention and infection control efforts have helped
reduce the number of infections and deaths caused by antibioticresistant germs in the United States. Still, the number of people
infected and who die is too high.
• Skilled Nursing Facilities continue to be important reservoirs for
both know and unknown MDROs in the health care system.
• Enhanced Standard Precautions, first described by CDPH in 2010
and revised in 2019 are an important step in reduction of MDRO
burden in the Long-Term Care setting.

Questions?

Candida auris in Orange County
Matt Zahn, MD
Deputy Health Officer
Orange County Health Care Agency
July, 2021

Candida auris
•

Candida auris (C. auris) is a yeast

•

It is one of of many Candida species

•

Candida species are found routinely on people’s skin, respiratory tract or
intestinal tract

C. Auris Causes Infection Much Like Other Candida Species:

•
•

•
•

Blood stream infections
Urinary tract infections

•

When found in urine culture, may or may
not represent true infection vs.
asymptomatic colonization)

Wound infections
Other infections occasionally-abdominal
cavity,etc.

Why Do We Care About
Candida Auris?

C. auris Can Cause Serious Illness
•

Mortality with C. auris infection is >45% within the first 30 days of infection

•

Note:

This mortality rate is closely related to the underlying health of the person
infected. Many bacterial and fungal infections are a significant risk for this
population.

C. auris and the Environment
•

•

Candida infections usually result from
overgrowth of a person’s own Candida

C. auris causes outbreaks by spreading
via:

•
•
•

Person to person in high risk facilities
Community to community

Public health has worked in the United
States and around the world to contain
C. auris spread

C. auris is (Relatively) New to
Orange County and Southern California

•

C. auris was first identified in OC in 2019

•

Has been seen in all area LTACHs and some area vSNFs

•
•

We are trying to contain this germ to prevent it spreading among high-risk
patients and additional vSNFs in OC
An important note:

C. auris is NOT more dangerous than other antibiotic- resistant germs:
MRSA, CRE, VRE, etc. But many of these germs are already established and
containment isn’t possible for them.

C. auris Is Often Resistant to
Antifungal Treatment
•

•

•

There are 3 classes of antifungal treatments for serious illness:

•

Triazoles (fluconazole)

•

Amphotericin

•

Echinocandins (caspofungin, micafungin)

Along among Candida species, C. auris can be resistant to all
3 classes
All OC isolates but one have been susceptible to
echinocandins
45

Colonization vs Infection
•

If a patient is colonized, the yeast is living on the surface of the patient’s skin,
but not getting into the skin or body.

•

Most C. auris cases we identify are colonized persons

•

Persons with colonized are not ill, the germ is doing them no harm

•

They can pass the germ to others

•

5-10% of high-risk persons who are colonized develop infections

People can become colonized by:
•Skin to skin contact with a
colonized person
•Contact with a contaminated
object or surface
•C. auris is NOT passed by
respiratory or airborne routes

People can become colonized by:
•
•

•

Skin contact to a contaminated
object or surface
C. auris survives well on:
• Clothing
• Bedding
• Equipment
• Surfaces (tables, bed rails,
etc)
Persons whose skin comes in
contact with these things can
become colonized

Take-Home Points
•
•
•

C. auris can cause serious disease in vSNF and LTACH patients
C. auris poses a very low risk for other long term care facility residents, staff
and the general public
Infection control measures should be taken that are appropriate to the setting

Candida auris:
Dos and Don’ts

Do Focus Surveillance on Residents of
vSNFs and LTACHs

•

These facilities care for patients at highest risk due to:

•
•

Long term hospitalization

Medical devices

•
•
•
•
•

Long term central venous catheters

Ventilated/nonambulatory
History of multiple courses of antibiotics and
antifungals

Acute care hospital residents are at substantially lower
risk
Non-Ventilator care SNFs are at minimal risk

Do Point Prevalence Surveys (PPS) in
vSNFs and LTACHs

•
•

Only about 5-10% of those colonized will ever develop clinical infection
Persons colonized with C. auris will remain so for months or years before
developing symptomatic infection

•

PPSs are vital to identifying C. auris and containing its spread in a facility

•

Don’t routinely conduct PPSs in non-ventilator care SNFs

•

Residents in those units are very unlikely to become colonized or ill from C.
auris

Testing for Colonization
•
•

Done by swab testing of axilla and
groin
Laboratory testing performed by:

•
•

Public health laboratories
Commercial laboratories are now
offering this test too

PPS Cadence for vSNFs in OC
•
•
•
•
•
•

Any facility having an outbreak: every 2 weeks
vSNFs with 0 historical cases: every 6 months

vSNFs with small numbers of historical cases, 0 on most
recent PPS: about every 4 months
vSNFs with case(s) on most recent PPS, or multiple PPS
with >1 case: every 2 months
PPSs are performed in vSNFs and LTACHs
PPSs are very rarely performed in non-ventilator
caring SNFs or other healthcare facilities

•

C. auris spread is not seen in SNF settings

Do Report All Suspected and Confirmed C. auris Cases to
OCHCA

•

CDPH guidance states that providers should report all suspected and
confirmed C. auris cases to:

•

•

Local public health

•

Local CDPH Licensing and Certification District Office

This reporting requirement includes any cases identified by projects that
involve surveillance screening

Admitting a C. auris-Colonized Patient to a non-Ventilator SNF is a Very
Low Risk Situation

Residents of regular SNFs are at a far, far lower risk of C. auris colonization and infection
than residents of vSNFs and LTACHs

Of 861 total colonized patients and 53 blood stream infections in OC:
Of those 53 infections, virtually all in vSNF and LTACH residents
One blood stream infection has been found in all SNF residents who have not been in an
LTACH or vSNF

Infection Control for
C. auris-Colonized Patients
Different infection control standards are recommended based on setting:
Patient population
Admission
risk of colonization
Facility Type
and infection

Treatment of known cases

LTACH

High

contact precautions

Sub-acute
unit of SNF

High

contact precautions

Acute care
hospital

Varied

contact precautions

Regular SNF Low
Acute rehab
Low
unit
RCFE or
assisted
Very Low
living

enhanced standard precautions
enhanced standard precautions
No special precautions. Use gowns and gloves
for any medical procedure.

Infection Control Don’t:
Don’t Re-Use PPE
Have occurred due to:

• PPE shortages
• Concern re COVID-19 spread

• Examples of issues identified in OC’s
C. auris outbreaks included:
• Re-use and extended use of gowns
• Double-gloving

• Have been associated with facility
outbreaks

New York Times, 2020

It’s OK for a C. auris-Colonized Patient to Have
a Roommate
•
•

Individual room is ideal (as with other MDROs commonly seen in SNF
residents, such as CRE)
But if this is not possible, can:

•

.

Pair with either:

•
•

Relatively healthy roommate

Roommate colonized with C. auris

Precautions to Take When C. auris-colonized Resident
Has a Roommate
•
•
•
•
•
•
•

Practice enhanced standard precautions in regular SNF
Maintain spatial separation of at least 3 feet between roommates.
Use EPA List P products for cleaning
Clean and disinfect any shared reusable equipment.
Clean and disinfect environmental surfaces on a more frequent schedule.
Have healthcare personnel change personal protective equipment (if worn) and performing hand
hygiene when moving between roommates.
OCHCA has not seen C. auris cases in roommates of C. auris- colonized residents in nonventilator care SNFs.

Do Let C. auris Colonized Patients Ambulate
•

•

Let them:

•

Leave their rooms

•

Go to gym/rehab

Most likely contact will be other somewhat ambulatory residents, who are at very
low risk for both C. auris colonization and disease.

•

Have them go to rehab/other resources at the end of the day whenever possible

•

Clean those sites after visit

Communication Do:
Do inform receiving facilities about C. auris transfers
• Communicating re C. auris (and other MDRO) status is
vital

• It still happens inconsistently
• Call the infection control person or division at the
accepting facility AND

• Send written documentation of colonization status

Environmental Cleaning Do:
•
•
•
•

Clean thoroughly
Clean room

Use EPA List P products to clean the patient’s room in
SNF or vSNF or hospital settings
Clean bedding and clothing using standard cleaning
processes

Environmental Cleaning Do’s:
•

Scrub hard!

•

Scrub thoroughly!

•

Effort of and completeness of cleaning makes a difference

Environmental Cleaning Don’t
Don’t use exotic cleaning products

•

Tend to be expensive

•

No real evidence that they improve outcomes

•

Use a List K product

•

Close monitoring of hand hygiene practices and environmental cleaning
practices are what’s most important

Laboratory Testing Don’t:
Don’t retest persons who have already tested
positive for C. auris.

•

•
•

Once colonized, patients rarely become decolonized

Those who do become decolonized are usually persons
whose health improves/resolves
Important to clarify likely lifelong colonization status for
patient and family in vSNF residents

No Special Precautions Required When
Discharged to Home
•
•

We have seen NO infections result from household exposures
Patients colonized with C. auris do not need to be treated with any additional
precautions at home.

•

Don’t keep grandma away from her grandkids

•

Don’t worry about grandpa infecting others in family

•

Colonized patients should let hospital facilities know about their colonized
status

Take-Home Points
•
•
•

C. auris can cause serious disease in vSNF and LTACH patients
C. auris poses a very low risk for other long term care facility residents, staff
and the general public
Infection control measures should be taken that are appropriate to the setting

Thank you!
• Thanks to:
• Alissa Dratch
• Katie O’Donnell
• Contact info:
• Phone: 714-834-8180

• Email: mzahn@ochca.com

Vaccination Era Update
7-29-21
Helene M. Calvet, MD
Medical Lead, LTCF Team
Orange County Health Care Agency

Topics
• Current COVID stats
• Variants
• Breakthrough infections and transmission events
• New mandates from CDPH
• Reminders

Current Stats: 7/27/21
https://occovid19.ochealthinfo.com/coronavirus-in-oc
Current numbers consistent with former
red/purple tier

Efficacy of Pfizer Vaccine at 6 Months
• Multinational study of over 44,000 people receiving Pfizer vaccine
(pre-print, not peer reviewed)
• VE against COVID-19 was 91% (95% CI 89.0‒93.2) through up to 6
months of follow-up
• Declined slightly with time; after 4 months post-vaccination, was down to
83.7% (95% CI 74.7 – 89.9)

• VE against severe disease was 97% (95% CI 80.3‒99.9)

https://www.medrxiv.org/cont
ent/10.1101/2021.07.28.2126
1159v1

COVID Variants…It’s all Greek to Me!
Variants of Interest (VOI)…a virus that has:
•

•

Genetic changes that are predicted or known to affect virus
characteristics such as transmissibility, disease severity, immune
escape, diagnostic or therapeutic escape; AND
Identified to cause significant community transmission or multiple
COVID-19 clusters, in multiple countries with increasing relative
prevalence, or other apparent epidemiological impacts to suggest
an emerging risk to global public health.

Variants of Concern (VOC)…a VOI that has:
•
•
•

Increase in transmissibility; OR
Increase in virulence or change in clinical disease presentation; OR
Decrease in effectiveness of public health and social measures or
available diagnostics, vaccines, therapeutics.

https://www.who.int/en/activities/tracking-SARS-CoV-2-variants/

Variants in OC

In last 3 weeks, 85% are delta!

Delta variant
• Formerly called B.1.617.2, has 3 sublineages, AY1, AY2 and AY3
• Arose in India in October 2020, first showed up in OC late May, has
now become predominant isolate
• Estimated to be about 50% more contagious than alpha (UK variant)
• Risk of admission ~ 2x higher than for alpha; increases with increasing
comorbidities (study in Scotland)
• Estimated 1000X higher viral loads than original virus; may become
contagious earlier (study in China)

Effectiveness of Vaccines Against Delta
• Appears to be reduced compared to
other variants, but still pretty protective
against severe disease
• Varying estimates from studies in
different countries
• Overall estimates of effectiveness of
Pfizer vaccine
• Infection: 64-96%
• Severe disease: 93-96%

• Still the best chance we have to slow
down delta!
https://www.healthline.com/health-news/heres-how-well-covid-19-vaccines-work-against-the-delta-variant

Vaccine Breakthrough and Transmission
• Last time, presented data on positive tests on residents & staff of OC LTCF
from 2-16-21 to 6-15-21:
• 93 positive tests reported
• Only 14 were breakthrough infections
• One episode of transmission from fully vaccinated staff to fully vaccinated resident
documented

• From 6-16-21 to 7-27-21:

• 46+ positive tests reported
• 27 are vaccine breakthrough
• Five episodes of transmission from staff to residents
• Majority were fully vaccinated
• 2 of these involved multiple residents

• Fourteen facilities have completed response testing to positive staff member with no
evidence of transmission; another 15+ facilities still undergoing response testing

• Many of those with breakthrough are mildly symptomatic; don’t forget to
screen staff for symptoms, remove from work and test immediately!

State Health Officer Order 7-26-21
• All facilities identified in this Order must verify vaccine status of all workers
(not acceptable to self-attest)
• Workers who are not fully vaccinated, or for whom vaccine status is unknown or
documentation is not provided, must be considered unvaccinated

• Facilities must provide respirators to all unvaccinated or incompletely
vaccinated workers who work in indoor work settings where (1) care is
provided to patients or residents, or (2) to which patients or residents have
access for any purpose.
• Workers are strongly encouraged to wear respirators in all such settings.

• Unvaccinated or incompletely vaccinated workers must be tested at least
twice weekly with either PCR testing or antigen testing.
• Effective August 9, 2021
https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/COVID-19/Order-of-the-StatePublic-Health-Officer-Unvaccinated-Workers-In-High-Risk-Settings.aspx

Reminders
• Sign up for CAIR access to verify vaccination status
• Free IP training and assessment by Expert
Stewardship
• Vaccinate…your best defense is the jab!
• UCI Stop COVID-19 team can come to your facility to help
convince your staff; contact them at 949-824-7806

• Report!!
• 24/7 phone line 714-834-8180; ask that message be sent
to LTCF Team
• Team e-mail: LTCFTeam@ochca.com

• You do have to do response testing for positive
resident or staff, not just contact tracing

Determining Vaccination Status: Sign Up for
CAIR2!
• If not already done, SNFs should enroll in the California Immunization
Registry (CAIR2) https://cairweb.org/enroll-now/ to record vaccine
doses administered and get access to immunization records
• CAIR2 is a secure, confidential, statewide computerized immunization
information system for California residents.
• Facilities can request an account with the immunization registry that
serves their county by visiting the registry website
• Can definitely look up residents; staff and contractors unclear

Free IP Training/Assessment
• Voluntary half-day program offered by Expert Stewardship which will
include, but not be limited to:
• Hand hygiene and proper PPE use
• Environmental cleaning, disinfection products and practices
• Methods of process surveillance for adherence to the above practices, and how to
use this information for process improvement
• Implementation of Infection Control Precaution Methods and tools for surveillance
to identify possible communicable diseases or infections before they can spread to
other persons in the facility
• Training, tools, and guidance on how to conduct competency assessments of
Infection Prevention Principles for facility staff, guests, and vendors
• Status and effectiveness of current Antibiotic Stewardship practices

• To schedule, contact Expert Stewardship at 714-545-6113 or email
ochca@expertstewardship.com

Questions?

