
CIDER Team Meeting notes:  

What organisms are the biggest concerns at your facility?  

• MDROs, ESBL producing, MRSA, VRE, C. Diff, CRE. ESBL is the pipeline for that. We’re seeing 
increasing #’s of ESBL, E. coli rates in urine are between 3-5%. Totally healthy people have ESBLs.  

• Influenza is always a concern. Hard to detect, affects HCW, always on our minds this time of 
year.  

• Still concern about scopes and CRE.  
• CRPA has been an issue, it’s out in LTACs and SNFs. CRPA is going into CEDRS now. They are 

backlogging. CPR pseudomonas is not unusual. You can use a penicillin derivative. Pseudomonas 
can down regulate proteins. These can be susceptible to other agents and perhaps are less 
concerning. LTAC have more drug resistance. We don’t have LTACs in Boulder County, but there 
are in surrounding areas, northern Colorado.  

• C. Diff. More outpatient clinics are calling about C. Diff as well. 
• Asymptomatic bacteria: if you don’t have any symptoms, you should not treat UTIs. Reflex 

cultures drive a lot of antibiotic use. A lot of people are getting antibiotics that they don’t need 
from this issue. This is an educational opportunity.  

Community?   

• STIs are a concern for community. Drug resistant gonorrhea, a lot of STIs. High risk behaviors 
among younger adults who didn’t live through the HIV epidemic. We don’t follow up on STIs 
locally at health department. There is not a lot of follow up being done in clinical settings either. 
CDPHE has taken on resistant gonorrhea.  

What clinical care areas are the greatest risks?  

• Treating asymptomatic bacteria, asymptomatic UTIs.  

Other discussion notes on HAI/Infection Prevention: 

• Sometimes when a CRE positive culture is reported, long term care partners don’t understand 
what is being shared. Skilled nursing facilities or LTCFs seem to not understand. 

• EM is going to do training on emergency planning and that could be an opportunity to insert a 
training module.  

• There is high staff turnover at LTCFs, so training is important. 
• Perhaps the IPs could share the information about any ARD risks to public health or CDPHE.  
• Q: What is the communication between hospitals and FQHCs for ARD? Charts can be flagged; 

some providers are both clinic and hospital based.  
• This is a big spider web of connected organizations and disconnected organizations. BCH there is 

an inpatient and an outpatient record. MDR pathogens get flagged in areas like allergies where 
it makes no sense.  



• The connections are weak and could be strengthened. That’s where it can be prevented. We 
need to create relationships. Hospitals: We don’t have strong relationships with LTFCs. We need 
to start building them.  

• Q: Does one facility send most folks to the same hospital? It depends on the acuity of the 
disease or their proximity. Some patients can dictate it; they can chose where they want to go. 

• The # of assisted living facilities are increasing. They can select where they go.  
• Perhaps it can be something that is attached to the patient when they get admitted. Allergies 

can be listed and other information about diseases so that there can be that communication. 
Some places can access via EPIC, but not consistent. It’s hard to access records immediately.  

• Patient transfer forms have come up as an idea. In the Denver metro area there is an initiative 
to use a form that lists out these things. Communication is a huge issue.  

• There’s other information that is shared such as allergies and DNR orders, advanced directives, 
etc.  

• Before getting to the form, we need people who know what MDROs are at this facility. IPs call 
the LTCFs to inform them and get bounced around to a million staff members and they don’t 
know what it is. There’s a need for basic education.  

• A policy and regulation is good, but the problem is that there are many barriers happening at 
the LTCFs. The turnover rate being so high, the admin doesn’t even know what the policy is.  

• There are many CMS rules that have already come up to give pressure around infection 
prevention. They will have to have a designated person who will have to have training. They will 
have to start reporting to NHSN. Most facilities don’t know how they will approach this. We 
foresee being the intermediary person to link and assist in the communication flow. Kylie is 
building us relationships with many of the facilities already and some are calling with questions 
about MDROs. 

• It will take all of us to be together to build these relationships. Example: Poudre Valley hospital 
reached out to Larimer PH and the hospital hosted meetings so that LTCF and the hospitals 
could meet. PH convened the meetings which led to the hospitals and LTCFs building 
relationships.  

• Q: Should this group have LTCFs? Yes, we have two tiers for this group. The first tier is ID 
experts, and the second tier is LTCFs, schools, etc. Now that LTCFs will have a designated person 
doing IC, then that person is appropriate for tier one. We’ve had challenges engaging with LTCFs 
they did not attend meetings in the past, but now that it’s required we are seeing them more.  

• Suggestion, PH should be the liaison between the facilities and hospitals. There are many 
assisted living, but only few skilled nursing. There are ten facilities. Perhaps we could work with 
one or two to find out what they need to do this.  

• There are a number of issues that need to be addressed before we can move forward. People 
are responding to mandates and regulations. What’s most important is protect the health of our 
patients. What if we do something simple to begin with: poison stickers, some sort of indicator, 
as an interim, stop gap measure, perhaps a sticker that indicates infection control concern or 
issue.  

• People on precautions get less care. It can engender fear for patients for families, for staff.  



• For example, someone who was discharged two weeks ago that had wound MRSA comes back 
in two weeks and we are unaware of the MRSA infection from two weeks ago in our own 
agency.  

• Every hospital and LTCF keeps folks on precautions for a certain amount of time. When folks go 
from facility to facility they are unaware.  

• PH will make these issues priorities when working with LTCFs.  
• We can incentivize the LTCFs  

Any ongoing ABX stewardship efforts?  

• ID doc is chair for agency wide ABX stewardship  
• Strong relationship with pharmacy and ID doc, surgeons can be a big barrier. Surgeons are tied 

to practices of giving long term abx.  
• Stopped reflex cultures.  
• Daily review of ABX with ID doc and Pharmacist 
• Restricting ABX without an ID doc involved.  
• Surgeons have been good about changing to stopping ABX sooner.  
• Pilot program with pharmacy residents working ID docs on stewardship 

Have you experienced any HAI outbreaks? What are some lessons learned?  

• Potential HAI outbreak table top exercise.  

LTCF Assessments: 

• Three local facilities are interested in getting ICAR assessments with CDPHE for infection 
prevention. Kylie will be trained to do them with LTC. We are not an EIP site, but CDPHE is 
starting to share more county level HAI data with LPHA.  

 Outbreak updates: 

• Hepatitis A 
o Ongoing outbreak in Colorado. Doing targeted education and vaccine outreach with 

homeless populations and their providers to prevent further spread. High number of 
transient populations could come from states (CA, MI, UT) where large outbreaks are 
occurring. Encourage EDs to vaccinate for Hep A if they are seeing homeless patients 
and report any suspect cases ASAP. 

• Influenza  
o Surveillance started October 1. Already seeing hospitalizations and LTCF outbreaks—

very early start which is concerning for rest of the season.  Sporadic reports for last few 
months, over the summer. All of the reports have been type A, H3N2 so far. 


