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Hospitals are required to have an outbreak management plan nested within ei-

ther their Infection Prevention Program (The hospital describes, in writing, the 

process for investigating outbreaks of infectious disease. (See also IC.02.01.01, EP 

5) and/or their Emergency Management Plans and programs.  This plan is fre-

quently based on the standard outbreak management description in epidemiology 

textbooks.  The problem with this approach is that the plans as written and de-

scribed are the 10-12 various steps necessary to conduct an outbreak workup, 

but the actual process is done as a multi-pronged approach, often involving multi-

ple people or agencies.  Many  Infection Preventionists (IP) have never explored 

this process and lack familiarity with it, and learning on the fly is not a good 

method!  It is important that the plan be developed and training provided so that 

everyone realizes that this is not a “one person” function. 
 

The first, and perhaps most difficult task, is to determine when or if an outbreak 

is occurring.  Outbreaks are often defined as the occurrence of events in a fre-

quency or number greater than expected. Some agencies assign an arbitrary val-

ue e.g. more than 3, to the event.  It is important that the organization, and the 

IP, be cognizant of what may be an outbreak.   The arbitrary assignment of a nu-

merical value may cause some events to be missed completely.  A single case of a 

pan-resistant organism could be considered an outbreak, or at a minimum, the 

segue for the event. 
 

An easy example of how surveillance by infection prevention, and an awareness 

of the hospital ecology, defined the original outbreak of Carbapenem Resistant 

Enterobacteriaceae.  In order for the suspicion of an outbreak to have been 

made, there would have to have been a working relationship between the micro-

biology laboratory, responsible for the detection of an unusual bacteria, and the 

Infection Prevention department, to correlate the findings.  The fact that some-

one recognized the unusual resistance pattern of the organism, and the fact that 

another person recognized the presence of an organism in an unexpected setting 

were the lynchpin in the detection of this now-prevalent pathogen. 
 

Generally, when an outbreak occurs, it is common, and sometimes required, to 

immediately notify the local health agency and have them come to the hospital to 

“assist” with the work-up.  This asset is invaluable as they bring epidemiologists 

into the study in addition to additional laboratory assets, and extra hands. 
 

Outbreaks require that intensive study of all of the facets of the event be re-
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viewed.  This would include patients, the environment, the equipment, and the microbiology of the case. Conduct-

ing a literature review in the initial phase of the outbreak will help to establish the barriers and margins that will 

define the event. It should be done fairly soon after there is a suspicion, but when looking at the “step” approach, 

it is number 8 or 9 in the progression.   
 

The advent of the EHR and computerized programs and electronic surveillance data systems have created a bet-

ter “early warning system,” but shoe leather is still important.  A critical review of data provided by the electronic 

surveillance is imperative as not all the “rules” that were established when the program was implemented may be 

sensitive enough to detect the event, and conversely, they may be too sensitive and thus create a “pseudo-

outbreak.” 
 

Establishing a ‘case definition’ is one of the most essential steps in the process.  This definition will then determine 

the parameters of the work.  A case definition is a fluid document, as it may need to be made more broad or nar-

row as the investigation proceeds.  The case definition should include details such as person, place, and time.  The 

definition should be in generally acceptable and quantifiable terminology such as “fever >40°C”; three or more 

episodes of diarrhea within 12 hours; or “a maculopapular rash on the trunk and face”.  Do not artificially con-

strain the definition with a supposition of the cause such as “eating tacos from the food truck”.  The case defini-

tion should also try to include possible, probably, and confirmed cases as strata within the definition. 
 

During the early part of the investigation, but after the development of the case definition, a record review should 

be initiated.  The case definition may set the time, or other parameters for the records to be examined.  At this 

point it is advisable to create some type of line-listing or spreadsheet of the cases and include the variables that 

have relevance to the issue.  Most commonly, in hospital cases, demographic (age, sex), identifying information 

(name, medical record #), room number, risk factors (surgery, attending physician, treatments), some people rec-

ommend adding a field with the identification of the reporter, should there need to be further correlation. 
 

Descriptive epidemiology is yet another step.  This cannot be done until the case definition is established, and the 

line listing is created, but will serve to provide visual representation of the event.  It may give information regard-

ing incubation period, common vs. point source, propagation rates, location in the time (beginning, ending, middle) 

of the epidemic.  This step could include a “map” of the cases if there is suspect regarding airborne transmission, 

or if there is a fomite or vector that could be involved.  The preparation of a graph of cases (histogram) would 

clarify elements of the investigation, including whether the outbreak is a “point source” (one event precipitating 

the process, special cause variation), or a “propagated” event where there is an unidentified indolent source (a 

system failure). 
 

As the picture of the outbreak comes into better focus, it is imperative that there is an active communication be-

tween the IP, administration of the organization, and the public information arm.  Information that is released to 

the public needs to be carefully vetted, and, as much as possible, controlled  through a single spokesperson. 
 

Regardless of the type of outbreak, there should be regular (daily) meetings to discuss the findings, progress, and 

next steps.  The use of the Hospital Incident Command System model is invaluable in ensuring that this occurs 

and that there is accurate accounting of the event.  
 

An outbreak may actually be a pseudo-outbreak based on a number of possible changes, including: new or differ-

ent technology in the laboratory, changes in the population at risk, changes in personnel or staffing, or changes in 

sensitivity of the data collection process.  Each of these variables must be considered when beginning or continu-

ing to work-up the event. 
 

The accrediting organizations are aware that everyone has a “policy” for outbreak investigation, and what they are 

concerned about is, “can the organization actually do the work?”  The organizations should look at their outbreak 

management plans and perhaps even conduct a “table top exercise” to ensure that all the components are in place 

and all the players understand their roles. 
 

Written by David Woodard, M.Sc., MT(AMT), CLS, CIC, CPHQ, FSHEA of Associates 
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Credentialing Licensed Clinical Social Workers in the Healthcare 
Setting 

As the number of allied health practitioners is increasing in hospitals and hospital owned clinics, the question 

is, do you have to credential those practitioners who are not advanced practice nurses, Marriage and Family 

Therapists, Social Workers and Counselors? 
 

Advanced practice nurses include, but are not limited to Nurse Practitioners, Certified Registered Nurse 

Anesthetists, Certified Nurse Midwives, who in addition to Physician Assistants, are required to be creden-

tialed (as determined by State and Federal law) and granted clinical privileges by the Governing Body.  For 

other non advanced practice professionals, the Governing Body, with a recommendation from the medical 

staff, can determine whether the category should be approved to practice in the organization and if the prac-

titioners will be credentialed through the medical staff process.  Alternate choices are to process these prac-

titioners through Human Resources and in some cases, through a contract with the hospital, where the ven-

dor must be able to provide all required documentation, i.e, verification of training, verification of licensure, 

health status, and required vaccinations as applicable to the specialty and to ensure competency of the practi-

tioner. 
 

Many hospitals have a Social Services Department that assists in aftercare treatment and in the appropriate 

placement of patients being discharged from the facility who cannot care for themselves at home.  Marriage 

and Family Therapists and Counselors are not generally utilized in an acute care facility. 
 

If your facility offers psychiatric care or has a psychiatric facility, your hospital likely will utilize Marriage and 

Family Therapists, Licensed Clinical Social Workers and Counselors.  These practitioners are usually granted 

clinical privileges by the medical staff and the Governing Body as stated in their job descriptions, and within 

their scope of licensure. They will work with individual patients and groups (as allowed by their scope of 

practice) to promote optimum mental and emotional health. They may help individuals deal with issues asso-

ciated with addictions and substance abuse; family, parenting, and marital problems; stress management; self-

esteem; aging; and may provide crisis intervention, emotional support, resource information, discharge 

planning, and legal reporting. They may also assist to arrange case conferences, and to facilitate Bio-ethical 

consultations. 
 

Credentialing requirements should include at a minimum, verification of the following: 
 

1. Licensure (verify through primary source) 

2. Education/training (verify successful completion of training program) 

3. Work history (all health care facilities where applicant has worked) 

4. Peer references (should be from other professionals in same field or from others who can attest to 

the competence of the applicant) 

5. Malpractice coverage/claims history (as determined by the Governing Body) 

6. Continuing education (as determined by the State Licensing Board) 
 

Facilities that are accredited by The Joint Commission must have all staff who have been granted clinical privi-

leges undergo an initial period of Focused Professional Practice Evaluation (FPPE) (proctoring) and must be 

evaluated through the Ongoing Professional Practice Evaluation (OPPE) process in the same manner as is re-

quired for members of the medical staff.  
 

Ensure that the process for credentialing, FPPE and OPPE is well documented in a policy and procedure and 

that it has been approved by the medical staff and the Governing Body. 
 

Written by Margo Smith, RHIT, CPMSM, CPHQ of Associates 
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The Joint Commission Elements of  Performance 
As published in the May 2017 Volume 37 Number 5 edition of “The Joint 

Commission Perspectives,” numerous elements of performance have been 

deleted from the accreditation programs for Ambulatory Care, Behavioral 

Health Care, Critical Access Hospitals, Hospitals, Home Care, Laboratory, 

Nursing Care Centers and Office Based Surgery Centers effective, July 1, 

2017. 
 

These deletions complete the third phase of The Joint Commission Elements 

of Performance (EP) Review Project which is a part of project “REFRESH.” 
 

Why have these elements of performance been deleted, you may ask?  The 

EP’s have been found to be similar to other EP’s, to be duplicative to the ex-

pectations implicit in other EP’s, to be already addressed in other regulations 

or requirements, or the standards have become over time, a routine part of 

operations or standard processes.  Keep in mind that the EP might have been 

deleted, however, the intent of the element may persist. 
 

The fourth phase of the EP Project will involve consolidation of existing re-

quirements as appropriate to the specific accreditation program. 
 

Additional revisions to Environment of Care and Life Safety Standards will 

become effective January 1, 2018.  There are a number of new Elements of 

Performance being introduced, based on direction received from CMS, to 

facilitate compliance with the 2012 Edition of NFPA 101, The Life Safety 

Code, and NFPA 99, Health Facilities Code. 
 

The new, deleted, and revised requirements are too numerous to list here, 

but can be found on the Joint Commission website at: 

HTTPS://www.jointcommission.org/standards_information/

prepublicationstandards.aspx 
 

Written by Linda Paternie, RN, BS, MHA, CJCP of Associates 
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OUR SERVICES 

 Pre-accreditation, Medi-

care certification, and 
Licensing surveys 

 License conversion assis-

tance 

 Infection control pro-

gram assessment and 
maintenance Staff devel-

opment 

 Ambulatory-surgery 

program development 
and operating room 
management 

 Assessment of patient 

acuity systems 

 Human resources man-

agement and competen-
cies assessment 

 Medical staff support 

services (including pro-
fessional credentialing 

services and independent 
peer review) 

 Clinical laboratory man-

agement and CLIA 

 Performance improve-
ment (CQI) and Patient 

Safety consultation 

 Management of the Envi-

ronment of Care 
(including Life Safety 
Assessment) 

 Joint Commission Survey 

Interview Training 

 PPR Preparation 

About Steven Hirsch & Associates   
 

Steven Hirsch & Associates has been providing healthcare manage-
ment consulting services including accreditation preparation services 
to hospitals and other healthcare related organizations throughout the 
United States since 1987.  Beyond accreditation and licensure survey 
preparedness, our healthcare consulting team can provide assistance 
in a number of areas including Medicare certification, performance im-
provement, nursing management, infection prevention and control, Life 
Safety Code compliance, medical staff services (including credential-
ing and independent peer review), clinical lab management and com-
pliance with HIPAA.  For more information on how Steven Hirsch & 
Associates can assist you with accreditation and licensure prepared-
ness, Medicare certification and other management challenges, please 
contact us at (800) 624-3750 or visit www.shassociates.com. 
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