
















Connecticut Department of Public Health (DPH) 
Project Abstract 

 
EIP FOA# RFA-CI-10-003. Patient Protection and Affordable Care Act (PPACA); Emerging 
Infections Program (EIP); Enhancing Epidemiology and Laboratory Capacity (U01) 
 
Proposed Connecticut application budget: 

 Year One:     $490,965                       
 Year Two:    $309,806 (non-ACA funds for HAI are not available in year two) 
 There are no cost-sharing or matching funds required  

 
Proposed Project Period:   

 FY 2010 and FY 2011 
 
Objectives: Through the EIP projects the Centers for Disease Control and Prevention (CDC) 
support the health departments’ ability to prevent, control and assess the impact of infectious 
diseases. This cooperative agreement will improve surveillance infrastructure through 
enhancement of the epidemiology and laboratory capacity of the existing EIP network by 
providing additional support for:    

1. Personnel, especially those who have responsibilities across multiple EIP activities;  
2. Education and training related to infectious diseases; 
3. Improvements in information technology consistent with applicable federal standards and 

the capacity to exchange information pertinent to multiple EIP activities among public 
health partners; 

4. Enhancement of EIP site capacity to a) support the evaluation and validation of proposed 
reporting metrics for healthcare associated bloodstream infections among dialysis 
patients in outpatient dialysis centers and b) monitor and assess the burden of influenza 
following the 2009-2010 Influenza A (N1N1) pandemic. 

 
Proposed Activities 1, 2, and 3 – Personnel, Training, IT  
For activities 1, 2, and 3, we are requesting funding for 1 FTE Microbiologist who works at the 
DPH Laboratory. This person will be responsible for testing of specimens for organisms related 
to FoodNet activities (Salmonella, Shigella, E. coli, Vibrio) as well as the active bacterial core 
surveillance project (Streptococcus pneumoniae, N. meningitidis, Listeria monocytogenes, 
Haemophilus influenzae). We are requesting funding for a .5 FTE Epidemiologist who will work 
in the Infectious Diseases Section and assist with food and water-borne outbreaks, and 
surveillance for influenza associated hospitalizations and deaths. 
 

Funds in this proposal will also support training of EIP staff epidemiologists to acquire and 
improve technical skills needed for successfully conducting EIP activities. The trainings are held 
at Emory University in Atlanta, GA. They include control of foodborne and waterborne diseases, 
epidemiology and analytical methods.  
 
The CT EIP is a collaborative effort between the DPH and Yale University School of Public 
Health. The EIP projects conducted at Yale have relied on computer support from Yale IT staff 
who are assigned to provide service to the entire School of Public Health community or from IT 
technical support by telephone in emergency situations. However, with the increasing amounts 
and complexity of data needed for these projects, to best use epidemiologist staff resources, and 



to share information with the DPH and CDC, additional IT support is needed. Funds are being 
requested to support a .5 FTE Programmer/Analyst to provide needed computer and database 
expertise to the staff of the Yale EIP. At a minimum, this person will be certified in ‘desktop 
support’ and have a background in computer network security. 
 
Proposed Activity 4a. Influenza  
The DPH is requesting funding to support a .5 FTE Epidemiologist 1 who will work on influenza 
associated hospitalizations and deaths. Currently, 1.5 FTE epidemiologists are supported by the 
EIP for these labor intensive and time sensitive activities. We are also requesting funds for .5 
FTE Research Associate at the Yale EIP to carryout the activities of the Influenza Burden 
Projection Project. This person will work directly with CDC and other EIP sites in the 
development of the standard protocol to be used at all sites. Additional funds are also requested 
for a .3 FTE Programmer/Analyst, who will provide the needed computer and database support. 
This project aims to develop a model for estimating the number of cases, hospitalizations and 
deaths due to influenza. Development of the model will provide needed information to policy 
makers when evaluating prevention and control measures. 
 
 
Activity 4.b. Healthcare Associated Infections -  (Non-ACA funds) 
The DPH is requesting funds to support the EIP cooperative agreement Healthcare Associated 
Infections Program End Stage Renal Dialysis Blood Stream Surveillance special pilot project. 
The project is part of an initiative for the prevention of blood stream infections among dialysis 
patients initiated by the Center for Medicare and Medicaid Services and CDC. The Network of 
New England will be the Group Administrator for the project, enroll dialysis providers, conduct 
administrative functions such as training and user support with CDC, assure the correct 
submission of accurate data into the national data system, and report on the lessons learned from 
the project to CMS and CDC. The funds will include support for a Project Coordinator who will 
communicate with providers and encourage enrollment in retention in the project and also an 
administrative assistant who will assist the project coordinator with communication and assist in 
all aspects of the project.  
 
 
 ACA Funding Non-ACA  

Federal Object Class Activities 1,2,3 Activity 4.a. Activity 4.b. Total  

Personnel $95,147  $95,147 
Fringe $58,097  $58,097 
Travel $500  $500 
Equipment $0  $0 
Supplies $1,210  $1,210 
Other $0  $0 
Contractual $36,400 $84,009 $181,159 $301,568 

Total Direct Cost $191,354 $84,009 $181,159 $456,522 

Indirect Costs $34,443    $34,443 

Total  $225,797 $84,009 $181,159 $490,965 
 



Background and Understanding 
 

The Connecticut Department of Public Health (DPH) and Yale University School of 
Epidemiology and Public Health (Yale) are in an ideal position to seek and be provided support 
to maintain the Connecticut Emerging Infections Program (CT EIP), continue to participate in 
the national EIP network, and change activities to respond to disease events based on current 
needs. To maintain the capacity and flexibility to conduct EIP activities, site infrastructure must 
be periodically evaluated and strengthened.  
 
The CT EIP was among the first EIPs funded to be part of the emerging infections network. 
Original funding in 1994 was awarded to Connecticut in part because DPH had a strong track 
record of responding to emerging infectious disease issues, collaboration was planned with a 
highly interested and well-qualified academic partner (Yale), and CT had a wide spectrum of 
public health problems and a diverse population of a size that was small enough (3.28 million) to 
conduct statewide surveillance.  
 
During our 15 years of operation, we have demonstrated our ability to effectively build and 
manage an EIP and produce high quality work. We have done this in all EIP functional areas 
including a) active surveillance, b) applied public health epidemiologic and laboratory studies, c) 
pilot prevention/intervention projects, d) participation in conceptualization, study design and 
implementation of new EIP network projects on short notice (flexible capacity); e) development 
of site-specific pilot projects that have lead to new network-wide surveillance activities; and f) 
training of the future public health workforce. Throughout, we have collaborated with other EIP 
sites and CDC both directly and through EIP Steering Committee meetings, maintained the 
flexibility to respond to emerging problems, and worked to disseminate the information learned 
via EIP network collaborative publications and presentations to national audiences and interstate 
colleagues and site-specific publications and presentations to in-state audiences and partners. As 
part of being an EIP site, we have established ongoing collaborative relationships with the 
clinical laboratories, hospital infection control units, local health departments, and infectious 
disease clinicians throughout the state, including them as special groups in our state Health Alert 
Network. 
 
In developing and carrying out the CT EIP, we have learned a number of valuable lessons, 
including ones in management of an EIP site that have lead to our current administrative 
structure. Furthermore, we have tried to integrate public health preparedness funding and 
surveillance initiatives into the EIP so that the objectives of both efforts are mutually enhanced. 
Important for a high level of level of involvement in EIP network leadership, there has been 
stability in key staff.  
 
For the past six months, the Centers for Medicaid and Medicare Services (CMS), the CDC, the 
Connecticut and Massachusetts Departments of Public Health, and the End Stage Renal Disease 
(ESRD) Network of New England have been collaborating on a proposed, but not yet initiated, 
project to foster the enrollment of hemodialysis centers in New England into the CDC National 
Healthcare Safety Network (NHSN), the online Healthcare Associated Infection (HAI) 
surveillance database. The intent of this proposed surveillance system is to gather baseline and 
ongoing Blood Stream Infection (BSI) data that can be used to manage and track the 



effectiveness of prevention projects aimed at reducing the number of vascular access infections 
in freestanding and hospital-based dialysis centers. CMS is also evaluating the feasibility of 
expanding this regional pilot into a national reporting requirement for all CMS-provider dialysis 
centers and for integrating the surveillance into the development of the CMS’s CROWN Web 
clinical data system. 
 
The CT HAI Program has been heavily engaged in the development of the 2nd Phase Hospital 
Prevention Survey Pilot and the Denominator Simplification project, the two inaugural projects 
of the CDC HAI EIP Steering Group. The CT HAI Program Coordinator also participates on the 
EIP Dialysis Working Group and the ESRD Executive Director participates on the legislatively 
authorized DPH CT HAI Advisory Committee. The CT HAI Program has entered into 
contractual agreements to financially support collaborative prevention activities in the state (the 
CUSP Stop BSI Project and the Qualidigm [CMS QIO] MDRO prevention project). The 
program has also collaborated with hospitals in the state for the Phase 2 pilot of the Point 
Prevalence Survey, which has involved human subject review of the research protocol by the 
DPH and hospital Institutional Review Boards (IRBs).  
 
Need  
 
Activities 1,2, and 3 
 
The Foodborne Diseases Active Surveillance Network (FoodNet) is one of the core projects of 
the EIP. Within this project, enhanced outbreak detection and investigation is a core activity. In 
the CT EIP, the Yale EIP has primary responsibility for conducting active laboratory-based 
surveillance for foodborne diseases, while the DPH has primary responsibility for conducting 
outbreak detection and investigations. Currently at DPH, one EIP FoodNet-funded 
epidemiologist, serving as the Outbreak Coordinator, is responsible for statewide outbreak 
detection and investigations. On average, CT investigates 15-20 foodborne, waterborne, and 
other enteric disease outbreaks each year. In addition to these known outbreaks, numerous 
pulsed-field gel electrophoresis (PFGE)-defined clusters (including multistate clusters) are 
identified and investigated to varying but lesser degrees. Successful outbreak detection and 
investigation are labor intensive activities. Additional epidemiologic capacity is needed to assist 
the Outbreak Coordinator with monitoring of surveillance and laboratory data to identify 
outbreaks, conducting routine and outbreak-related epidemiologic interviews, coordinating 
investigations with other involved entities (including local health departments, State Laboratory, 
DPH Food Protection Program, other state agencies, other state health departments, and federal 
partners), and ensuring timely and complete of reporting of outbreak data to the National 
Outbreak Reporting System (NORS). 
 
Surveillance for Acute Viral Hepatitis (A, B, and C) is also a project of the CT EIP. Hepatitus A 
Virus (HAV) surveillance is conducted however, without specifically dedicated EIP funds. 
Currently, HAV related activities . include: a) maintenance of laboratory reporting for markers of 
acute HAV, b) follow-up of reports of laboratory markers for acute HAV infection to determine 
case status, c) investigation of cases of acute HAV to determine clinical manifestations, 
laboratory findings, and risk factors, d) collection of serologic specimens on confirmed cases of 
acute HAV for molecular characterization at CDC, e) completion of the Viral Hepatitis Case 



Report form for reported cases and monthly data submission to CDC via an ftp site and to 
NETSS weekly according to CDC specifications, and f) collaboration with CDC on improving 
quality of existing data.  
 
During 2009, the DPH received a total of 107 IgM (+) HAV reports requiring follow-up with the 
reporting laboratory and ordering physician in order to determine case status. Of the 107 reports, 
18 (16.8%) met the case definition (CSTE/CDC Case Definitions for Infectious Conditions 
Under Public Health Surveillance). Of the 18 confirmed HAV cases, risk factor information was 
obtained for 16 (88.9%) cases through case interviews. To maintain the current level of activity 
as well as improve on quality and completeness of data collection and reporting to CDC, 
additional epidemiologic resources are needed for these labor intensive activities. 
 
The DPH Laboratory currently provides laboratory surveillance data for a number of infectious 
agents funded through the EIP cooperative agreement and is in need of a senior level staff person 
to coordinate implementation of new testing methodologies, training of staff and data 
management. EIP surveillance activities currently include: S. pneumoniae, N. meningitidis, L. 
monocytogenes, H. influenzae (ABCs), Salmonella, Shigella, E. coli, Vibrio, Norovirus 
(PulseNet & FoodNet) and Influenza. In 2008, the laboratory received 817 isolates for the ABCs 
program, performed 613 subtypings by PFGE, tested 631 food samples for Salmonella, tested 
178 stool samples for Norovirus. In the same period, the laboratory was involved in 
approximately 25 cluster/outbreak investigations for foodborne illness, often initiated by 
identification of clusters by PFGE. Consequently, the laboratory tested over 1100 stool 
specimens at the request of DPH infectious disease epidemiologists. Recently the laboratory has 
validated CDC multiplex PCR methods for STECs and campylobacter speciation and 
pyrosequencing of H1N1 for drug resistance mutations.  
 
Timely communication between laboratory staff, DPH epidemiologists, the CDC, local health 
directors, infectious disease physicians and clinical laboratories is essential for identifying 
potential outbreaks and characterizing changes in emerging pathogens targeted by the CT EIP. 
The laboratory has relied on an antiquated laboratory information management system (LIMS) to 
manage its data; the primary limitation of which is the secure transfer of data to external partners. 
The laboratory began implementation of a new LIMS system, ChemWare Horizon, in January of 
2010. A completion date of all tests is expected by November 2010. The Horizon software has 
autofax and HL7 send/receive capabilities as well as Web portal access to results. These features 
will greatly improve the access and flow of data to and from the laboratory. A senior level 
laboratory coordinator, with experience in both conventional and molecular microbiologic 
methods and with familiarity with managing laboratory data is needed and will help assure 
efficient utilization of laboratory testing efforts for disease prevention. 
 
Activity 4a 
 
In Connecticut, the 2009 influenza A (H1N1) pandemic began in April 2009 and bridged two 
influenza seasons. The 2008-2009 and 2009-2010 seasons lasted longer than usual with influenza 
cases occurring through the summer months. During the pandemic, the DPH received the highest 
number of laboratory confirmed influenza reports since 1976, when influenza first became a 
laboratory reportable condition. The duration and intensity of disease transmission, uncertainty 



regarding disease severity and the need for prevention guidance required an ongoing public 
health response including maintenance of influenza monitoring systems. The DPH conducted 
enhanced influenza surveillance using multiple systems to characterize the activity level, 
susceptible population groups, severity, and duration of the influenza seasons, 
 
These systems included laboratory reporting of positive test results, sentinel network of 
providers, hospital-based syndromic systems, required reporting of fatal cases and patients 
hospitalized for influenza related illnesses. Results of these monitoring efforts were shared in 
state and with neighboring states’ well as with the CDC, contributing to national surveillance and 
research activities. Currently, there are no EIP funded influenza surveillance staff at the DPH. 
One 0.5 FTE epidemiologist is supported by the Epidemiology and Laboratory Capacity 
cooperative agreement to maintain the ILI Provider Sentinel System. Additional personnel are 
needed to assist with labor intensive surveillance activities and timely reporting of surveillance 
information from the various systems as well as the additional proposed activities. 
 
To provide improved national and regional seasonal influenza burden projections CDC needs to 
refine and adapt the ‘pyramid’ model developed during the 2009 influenza pandemic.  Additional 
data are needed to refine and adapt the pyramid model to seasonal influenza; specifically, the 
incidence of pneumonia and influenza hospitalizations; the proportion of pneumonia and ILI 
hospitalizations tested for influenza and proportions positive by various test methods and the 
number and age distribution of deaths from influenza hospitalization.  
 
Influenza is a reportable laboratory finding in Connecticut. Beginning with the 2009-2010 
influenza season, hospitalized influenza is also a reportable condition in Connecticut. 
Beginning in the 2003-2004 influenza season, the EIP has participated in the multi-site 
surveillance for influenza hospitalizations in collaboration with other EIP sites and the CDC 
influenza branch.  Initial surveillance was for pediatric laboratory-confirmed influenza 
hospitalizations from a 12-town catchment area around Yale-New Haven Hospital and the 
Hospital of St Raphael.  Surveillance has since expanded to include adult and pediatric 
laboratory-confirmed influenza –related hospitalizations in all 27 towns of New Haven County.  
Through this surveillance activity, Yale EIP staff have developed close working relationships 
with the Infection Preventionists and the Information Technology and Medical records staff at all 
New Haven County hospitals. 
 
In 2004, the Yale EIP established population-based surveillance for pneumonia hospitalization in 
a 7-town catchment area in New Haven County where > 90% of patients requiring 
hospitalization for pneumonia or other lower respiratory infections were admitted to one of two 
surveillance hospitals. Surveillance data were gathered on all pneumonia admissions to Yale-
New Haven Hospital (YNHH) and the Hospital of St Raphael from residents of the catchment 
area. Case finding was accomplished at YNHH through daily queries of hospital admission data 
for specific ICD-9 codes and admission diagnosis text/words consistent with a diagnosis of 
infectious pneumonia or other lower respiratory track (LRTI) infection. Results of these queries 
were sent electronically to the Yale EIP Office.  In addition, weekly summary reports were 
generated and emailed to the Yale EIP surveillance officer.  To ensure that cases were not missed, 
a dataset of patients whose hospital discharge diagnosis contained ICD-9 codes indicative of 
pneumonia or LRTI was generated on a monthly basis and compared to the list of potential 



pneumonia admissions.  Medical charts of potential pneumonia admissions were reviewed to 
verify diagnosis and abstract pertinent data.  Yale-New Haven Hospital’s medical records have 
been computerized, providing rapid, convenient access to demographic, clinical, laboratory and 
imaging information. Because of the EIP’s affiliation with the Yale School of Medicine/Yale 
School of Public Health, most YNHH medical chart information is available to Yale EIP staff 
from their desktop computers. Similar methods were utilized to identify cases at the Hospital of 
St. Raphael. 
 
Between April 1, 2004 and March 31, 2005 there were 73,163 hospital admissions at YNHH and 
HSR. Of these, 36,857 (50%) were from our catchment area.  Of the 2,951 pneumonia 
admissions from the catchment area, 1,826 (62%) met the case inclusion criteria of having 
radiographic evidence and two or more clinical signs/symptoms suggestive of severe pneumonia. 
The crude annual incidence was 6.2 cases per 1,000 population. Of the 1,826 cases , only 28% 
(508) had a putative etiology identified for their pneumonia. Of these 137 had a viral etiology 
identified; 78 (57%) influenza (A and/or B) and 48 (35%) RSV.   
 
The proposed project will utilize the surveillance experience and expertise developed through the 
Enhanced Pneumonia Surveillance Activity (EPS) to identify and characterize pneumonia 
outcomes among patients hospitalized with influenza. 
 
Established in 2004, the Hospital Emergency Department Syndromic Surveillance (HEDSS) 
System monitors emergency department visits.  The HEDSS System, receives daily electronic 
reports of chief complaint strings from 19 of 31 acute care hospitals listing total patient visits and 
age, gender, zip code and time of visit.  These data are reviewed for patterns that may indicate 
the presence of agents of bioterrorism or emerging infections.  Three syndromes from 
the HEDSS System --“flu + fever,” “respiratory,” and “cold” -- are used in tracking seasonal 
influenza and EDSS is considered part of CT’s pandemic influenza surveillance system. Yale-
New Haven Hospital participates in this activity.  
 
In response to the September 11, 2001 World Trade Center Attacks, the CT DPH initiated a 
hospital admissions syndromic surveillance system (HASS) to monitor for possible concurrent 
biologic attack.  This system has continued to the present.  Hospital Admission Surveillance 
System (HASS), receives daily electronic reports from all 31 Connecticut acute care hospitals. 
listing their total admissions in various diagnosis /syndromic categories:1) pneumonia, 2) 
hemoptysis, 3) acute respiratory distress syndrome (ARDS), 4) Meningitis, encephalitis or 
unexplained acute encephalopathy, 5) non-traumatic paralysis, Guillain-Barré or descending 
paralysis, 6) Sepsis or non-traumatic shock, 7) fever & rash, 8) fever of unknown origin, 9) 
gastrointestinal symptoms as vomiting, diarrhea & dehydration, 10) skin infection, and 11) 
clusters of illness The HASS has proven to be extremely useful for tracking seasonal influenza 
among Connecticut populations and is now considered part of CT’s pandemic influenza 
surveillance system. 
 
Similar to HASS, this surveillance system monitors emergency department visits.  The EDSS 
System, receives daily electronic reports of chief complaint strings from 19 of 31 acute care 
hospitals listing total patient visits and age, gender, zip code and time of visit.  These data are 
reviewed for patterns that may indicate the presence of agents of bioterrorism or emerging 



infections.  3 syndromes from the EDSS System--“flu + fever,” “respiratory,” and “cold”--are 
used in tracking seasonal influenza and EDSS is considered part of CT’s pandemic influenza 
surveillance system. Yale New Haven Hospital participates in this activity.  
 
Data on Connecticut residents presenting with influenza-like illness (ILI) is collected on a 
weekly basis by participants of the US Outpatient Influenza-like Illness Surveillance Network 
(ILINet) (formerly known as the U.S. Influenza Sentinel Provider Surveillance Network. In CT, 
31 sentinel providers report baseline acute care visits and those that meet CDC ILI-definition. 
Data collected weekly  include # of patients with ILI (fever > 100 F and cough and/or sore 
throat) by age groups (0-4, 5-24, 25-64 and > 64 years). Also collected is the total number of 
patients seen for any reason (total of ILI + non-ILI cases for all age groups combined). 
 
Activity 4b. Dialysis Centers 
 
As cited in by Szezech and Lazar (Kidney International (2004) 66, S3–S7) current projections by 
the National Institutes of Diabetes and Digestive and Kidney Diseases indicate that the 
population of patients with ESRD will rise from 400,000 patients currently to more than 2 
million by 2030.  
 
According to the CDC (http://www.cdc.gov/nhsn/psc_da_de.html; accessed 8/18/10) bacteremia 
and localized infections of the vascular access site are common in hemodialysis patients. Among 
patients with a hemodialysis catheter, the rate of catheter-related bacteremias has been estimated 
to be 0.9 – 2.0 episodes per patient-year. Infections, including bacteremia, are the second leading 
cause of death among hemodialysis patients. National data also demonstrate that cause-specific 
hospitalization rates among hemodialysis patients have increased 29% for bacteremia and 24% 
for cellulitis since 1993.  
 
Such infections are potentialy preventable, and there are evidence-based guidelines for infection 
prevetion (“Guidelines for the Prevention of Intravascular Catheter-Related Infections” MMWR; 
51(RR 10); 1-26). Effective, nationwide, center-specific surveillance linked to prevention 
intiatives and collaboratives (such as the Delvarva Foundation-facilitated hemodialysis 
prevention collorative supported by the CDC) is a worthwhile area for HAI-EIP program 
intervention. 
 
The large number of outpatients with ESRD, and the need for them to receive outpatient 
hemodialysis on a regular (typically three times per week) basis, requires a large cadre of 
outpatient hemodialysis providers to serve them.  In Connecticut as of June 30, 2010, there were 
40 dialysis providers treating 3,208 in-center hemodialysis patients and 518 patients at home on 
hemodialysis or peritoneal dialysis. The 40 providers have the following corporate ownership 
composition.   
 

Affiliation # of Facilities % 
DaVita 19 47.5 
Dialysis Clinic, Inc. (DCI) 2 5 
Fresenius Medical Care (FMC) 12 30 
Independent 6 15 



Veterans Administration 1 2.5 
Total 40 100 

 
There are several barriers related to the participation of providers that need to be overcome in the 
pilot project. Use of NHSN requires formal enrollment of the center, training and certification 
and approvals, and sustained effort to complete data entry consistently and on time. This has 
posed a challenge getting commitments from the independent centers to participate. Some Large 
Dialysis Organizations (LDOs) have expressed similar concerns, they already collect 
informantion from the centers, so this may require redundant data collection and entry. There are 
a few chronic units based within hospital systems that are part of this initiative and their hospitals 
already use the NHSN reporting system, so this group may be easier to enroll. In addition, most 
centers do not have the kind of dedicated infection prevention staff that acute care hospitals have 
to mange NHSN enrollment, data entry, and validation activities. This preliminary assessment 
suggests that dedicated staff will be needed to devote considerable time to communications with 
center administrators and staff of the centers to ensure a diverse group of centers enroll. To 
ensure the centers both enroll and stay active in the project, dedicated project staff will be 
essential for continuing training, data checks and validation, monitoring of participation, and 
technical assistance to the centers. 
 
Operational Plan 
 
Activity 1,2,3 
 
To enhance existing capacity the DPH will establish an additional epidemiologist position within 
the Epidemiology and Emerging Infections Program (EEIP). Responsibilities for this position 
will be broad in scope, crossing multiple EIP activities, and flexible to adapt to the changing 
needs of the CT EIP. This position will assist Program staff with outbreak investigations and 
infectious disease surveillance systems. The majority of time will be devoted to identification 
and investigation of food and water-borne outbreaks and HAV surveillance under the direction 
of the Outbreak Coordinator. 
 
The epidemiologist will assist the Outbreak Coordinator with monitoring of surveillance and 
laboratory data to identify outbreaks, conducting routine and outbreak-related epidemiologic 
interviews, coordinating investigations with other involved entities (including local health 
departments, State Laboratory, DPH Food Protection Program, other state agencies, other state 
health departments, and federal partners), and ensuring timely and completeness of reporting of 
outbreak data to the National Outbreak Reporting System (NORS). 
 
In addition, the epidemiologist will assist with HAV related activities including: a) maintenance 
of laboratory reporting for markers of acute HAV, b) follow-up of reports of laboratory markers 
for acute HAV infection to determine case status, c) investigation of cases of acute HAV to 
determine clinical manifestations, laboratory findings, and risk factors, d) collection of serologic 
specimens on confirmed cases of acute HAV for molecular characterization at CDC, e) 
completion of the Viral Hepatitis Case Report form for reported cases and monthly data 
submission to CDC via an ftp site and to NETSS weekly according to CDC specifications, and f) 
collaboration with CDC on improving quality of existing data.  



 
With experience in both conventional and molecular microbiologic methods and with familiarity 
with managing laboratory data the proposed senior laboratory coordinator will: a) work with 
laboratory staff to maintain current testing requirements for EIP pathogens, b) provide timely 
information to relevant parties on laboratory tests for outbreak investigations and high profile 
pathogens such as Listeria and E.coli O157:H7, c) ensure laboratory staff implement new test 
methods as specified by EIP intitatives, d) work with IT staff and epidemiology staff to define 
the parameters (data fields) and processes for access and transfer of appropriate laboratory data 
from Horizon, and e) manage and maintain the integrity of laboratory data of EIP pathogens. 
 
Activity 4 a 
 
The Yale EIP will work collaboratively with CDC and the other funded sites to develop a 
standard protocol that will be implemented across sites.  This protocol will provide needed data 
to refine and adapt the ‘pyramid’ model developed during the 2009 influenza pandemic to 
provide improved national and regional seasonal influenza burden projections.  The 4 areas to be 
addressed under this activity are listed below along with the proposed operational plan. The CT 
EIP will modify these plans as necessary to conform with the standard protocol to be developed. 
 

1)  Measure the incidence of pneumonia and influenza in hospitalized persons as recorded by 
current testing practices using admission and discharge data: 

 This activity will be limited to Yale New Haven Hospital (YNHH). Yale EIP 
currently conducts population-based surveillance for influenza hospitalization at 
YNHH.  All New Haven County residents hospitalized with a laboratory-confirmed 
influenza infection are identified by this surveillance activity.  To measure the 
incidence of pneumonia we will use data from the 2004-2005 EIP Enhanced 
Pneumonia Surveillance (EPS) activity (see above).  We will work with YNHH IT 
staff re-establish the daily/weekly queries of hospital admission data for specific ICD-
9 codes and admission diagnosis text/words consistent with a diagnosis of infectious 
pneumonia. We will also re-establish the monthly query of hospital discharge data 
developed for EPS. Limited clinical data will be abstracted to verify pneumonia 
diagnosis and identify potential etiology of the pneumonia. Data from the prospective 
surveillance system for pneumonia will be compared with EPS data from 2004-2005. 

 
2)  Measure the proportion of hospitalized patients with pneumonia and ILI being tested for 
influenza and the types of influenza tests used: 

 Yale EIP staff will determine whether cases of pneumonia identified through activity 
1, above, were tested for influenza by reviewing electronic medical chart of 
pneumonia cases to determine if they were tested for influenza and, if so, by what test 
methodology.  To measure the proportion of hospitalized patients with ILI being 
tested for influenza, Yale EIP staff will work with YNHH IT staff to develop an 
admission diagnosis query (combining ICD-9 codes and key words from the 
admission diagnosis) to identify patients hospitalized with ILI.  Yale EIP staff will 
review the electronic medical record of these patients to abstract data necessary to 
confirm ILI case status and influenza testing data. 

 



3)  Calculate the number and age distribution of deaths with laboratory confirmed influenza 
in the catchment area: 

 Retrospectively, Yale EIP staff will request electronic death certificate data from CT-
DPH for all New Haven County residents who died in 2005-2010. Electronic death 
certificate data will be cross-matched with cases of influenza-related hospitalizations 
among New Haven County residents from the 2005-10 influenza season. If a match is 
found, data will be entered in an Influenza Death Matching Database including date 
of birth, date of death, and specific cause(s) of death. Prospectively, on a monthly 
basis, Yale EIP staff will query the on-line Social Security Death Index database to 
identify any deaths among cases of influenza-hospitalization from New Haven 
County. If a match is found, date of death will be entered into the SSDI section of the 
Influenza Death Matching Database. This project poses minimal risk of harm to 
patients. No patient contact will occur as part of any of the data collection for the 
death matching. Instead, two existing databases will be linked. The influenza-
hospitalization death matching project will begin once the standard protocol is 
completed. This protocol will build on the methods developed for the previous 
Influenza Death Matching Study (2007). We anticipate beginning the project in the 
first quarter of 2011. 

 
4)  Measure the incidence of influenza-like illness (ILI) in the EIP catchment areas and the 
proportion tested for influenza: 

 Yale EIP staff will work with CT DPH to measure the incidence of ILI in New Haven 
County.  DPH staff maintains both the sentinel ILI surveillance system and the 
Hospital Admissions Syndromic Surveillance (HASS) and Hospital Emergency 
Department Syndromic Surveillance (HEDSS) systems. Data from all three of these 
systems will be used to estimate the incidence of ILI among county residents. The 
proportion of the cases of ILI tested for influenza will be estimated by comparing the 
total number of reports of laboratory positive influenza infections reported to DPH 
from New Haven County residents with the estimated number of ILI in New Haven 
County. 

 
Activity 4b 
 
All the ESRD Dialysis facilities in the state of Connecticut will be invited to participate.  Special 
efforts will be made to recruit providers who are motivated and interested in working to identify 
setting-specific barriers and challenges, able to identify workable and practical solutions to IT 
barriers, open to innovation, able and willing to collect and share data in a uniform fashion, and 
excited by the prospect that their participation will likely have major and enduring impact on the 
health of hemodialysis patients not only in participating dialysis facility, but across the Nation.  
The project will aim to enroll both independent and LDO affiliated centers. 
 
The NHSN Dialysis Event (DE) module will be used to conduct the infection surveillance.  The 
ESRD Network will be the NHSN Group Administrator, and the Network will see individual 
facility data when the participating centers confer rights to the Network (they will not confer 
rights to DPH for this project as DE data is not currently reportable in Connecticut).  The New 
England Network will be responsible for enrollment of providers and conducting administrative 



functions that enables the data entry by providers.  The Network will also be responsible for 
training and user support with the assistance of CDC and Connecticut DPH.  DPH will co-host 
training events and some user support.    
 
Facilities enter the data in the tool using two forms.  Denominator data are captured on an 
Outpatient Dialysis Center Practices Survey form completed monthly.  It counts all hemodialysis 
patients in the first week of the month.  Numerator data are collected for each patient who has an 
event on a Dialysis Event form.  Data are categorized by type of pathogen (gram positive 
organisms, gram negative organisms and other organisms) and type of vascular access.  The 
Network of New England will analyze the data to develop baseline event rates for the centers 
that can be used to track the effectiveness of future interventions to decrease vascular access 
infections and BSI.  Regular and effective communications will be key to the success of the 
project.  Conference calls at regular intervals with enrolled providers, participation in conference 
calls with state departments of health and CDC/CMS, validate data for providers, etc.     
 
Because the Network serves the entire six-state New England region, the Network will be 
situated to expand the project beyond Connecticut, if CDC and the other New England states are 
interested.  This has the potential of accelerating the replication of the project to other states. 
 Objective 1:  By December 31, 2010, to have enrolled, trained staff, and begin data entry 

from participating (estimated 10 or more) hemodialysis centers in Connecticut. 
 Objective 2:  By September 30, 2011, to have completed collection of data from 90% of 

participating dialysis centers within the NHSN one-month data entry timeframe, for the final 
three months of the project year (June-August). 

 Objective 3:  By September 30, 2011, to have completed a validation of the completeness 
and accuracy of reporting and to have determined baseline levels of reporting.  

 
Timeline: 
 
 October 2010:  Hire an experienced ESRD nurse who has statistical or study methods 

experience and has computer software analytical skills. 
 October 2010:  Complete training in NHSN data entry system, registration process of NHSN 

system, and establish group user function for ESRD Network of New England.  Volunteer 
dialysis providers will be recruited.  The objective is to have 25% of providers enrolled by 
the end of October. 

 November 2010:  Host orientation meeting for dialysis providers in central Connecticut 
location.  Prepare instruction manuals.  Get dialysis providers registered in NHSN system. 

 December 2010:  Data entry begins with volunteer dialysis providers.  Technical assistance 
given by the Network HAI project coordinator. 

 January/February 2011:  Review and evaluate of initial data profiles to identify variation, 
technical barriers.  Start baseline provider profile analysis. 

 March/April 2011:  Begin onsite data validation of NHSN data based on DPH/CDC criteria.  
Prepare comparative feedback reports to providers and DPH/CDC. 

 May/June 2011:  Continue onsite data validation of NHSN data.  Do interim analysis to 
identify variation/trends. 

 Host learning sessions with participating providers on data profiles – seek intervention 
opportunities for improvement. 



 September 2011:  Prepare reports on project findings, barriers, lessons learned, and results of 
the project. 

 
Measures of Effectiveness 
 
Activity 1,2,3 
 
The measures of effectiveness of the additional epidemiologist and laboratory coordinator will 
include: 
 Routine and outbreak-related epidemiologic interviews conducted 
 Investigations coordinated with other involved entities (including local health departments 

State Laboratory, DPH Food Protection Program, other state agencies, other state health 
departments, and federal partners) 

 Timeliness and completeness of reporting of outbreak data to the National Outbreak 
Reporting System (NORS) 

 Maintenance of laboratory reporting for markers of acute HAV 
  Follow-up of reports of laboratory markers for acute HAV infection to determine case status 
 Cases of acute HAV  investigated to determine clinical manifestations, laboratory findings, 

and risk factors 
 Serologic specimens on confirmed cases of acute HAV collected for molecular 

characterization at CDC 
 Viral Hepatitis Case Report forms completed for reported cases and monthly data submission 

to CDC via an ftp site and to NETSS weekly according to CDC specifications 
 Collaboration with CDC on improving quality of existing data 
 Accurate and timely reporting laboratory testing for EIP pathogens is performed 
 Maintain CLIA required proficiency level (80%) for EIP pathogens 
 Laboratory staff receives appropriate training to implement new methods 
 The laboratory validates new test methods as specified by the EIP 
 Appropriate laboratory data is submitted electronically to interested parties 
 PFGE subtyping of Listeria and  E. coli O157:H7 is completed within 96 hrs. 
 
Activity 4 a 
 Number and proportion of CDC protocol development conference calls in which Yale EIP 

staff participate. 
 The number of pneumonia hospitalizations identified at YNHH among New Haven County 

residents and the proportion for which chart review is completed. 
 The number and proportion of hospitalized pneumonia patients for which influenza testing 

information is gathered. 
 The number and proportion of hospitalized ILI cases for which influenza testing information 

is gathered. 
 The number and proportion of deaths linked to influenza hospitalization by influenza season. 
 
Activity 4b 
 



 The Network will prepare progress reports on the inititiave in accordance with DPH and 
CDC expectations, and an interim NHSN report using the NHSN analysis features already 
programmed into the software for the participating dialysis centers and the Network’s project 
partners (i.e., CMS, CDC, Connecticut DPH).  These reports will be disseminated to the 
dialysis centers during individual technical assistance visits and group training.  The final 
report will be prepared and distributed to the centers and project partners in September 2011.  
These data are pilot data and therefore will not be published and distributed to the general 
public.  As NHSN will be used, web based tools will not be developed, other than possibly 
Survey Monkey surveys to poll providers on implementation issues as the project proceeds.  

 The NHSN dialysis module allows dialysis centers to gather information on patient 
characteristics, vasculatr access type (e.g., fistuala or not) which can affect the risk of 
infection, and relavant clinical outcomes.  The outcomes include infections, antimicrobial 
use, and hospitalization. The centers (and any group administrator they give data access to), 
can analyze the data by numbers of infections, and infection rates (because it permits 
collection of denominator data on the size of the population in the center).  Use of NHSN 
allows the facitlities to compare their rates of infection and fistula utilization to peers 
nationally. The NHSN also presents the data in easily understandable, graphical and tabulular 
formats that will be used when the Network reviews the data with the dialysis centers.  In 
addition to the NHSN data, project implementation data and feedback from the participating 
centers on the use of NHSN for surveillance, the techincal assistance and training they are 
receiveing and related administrative, resource, and logistical topics will be collected and 
shared with CDC/CMS/Connectiuct DPH. 

 These data are already collected (in different form) as a component of clinical care; therefore, 
this is not clincal research, and no human subjects reviews are necessary.  We will share the 
protocol informally with the DPH IRB to see if they agree with this determination or whether 
a formal IRB review will be ncesary.  Similarly, the Network of New England will also seek 
a review from their IRB if an informal reading suggests that a submission is necessary.  If it 
were deemed to be research, Connecticut would follow the protocol it routinely follows for 
EIP projects.  The protocol, which includes all data collection forms and information relevant 
to Human Subjects Consent and confidentialty, would be submitted to the DPH IRB for 
review.  If the DPH IRB approves, it would be submitted to individual facilities for review 
and approval of their IRBs before the project commences.  

 
Human Subjects 
All EIP activities that fall outside of public health surveillance, including women or persons 
under the age of 21 years, will be reviewed by Human Investigations committees (HIC) at Yale 
University School of Medicine, the local institutional level (if applicable) and at the state (DPH) 
and/or national level (CDC) as necessary.  The HICs at Yale and DPH meet on a regular basis 
and CT EIP staff follow procedures set by both institutions to renew protocols on a yearly basis 
or as needed due to changes.  The HIC approval letters are forwarded to the CDC on a yearly 
basis or as instructed by CDC guidance.  Appropriate HIPAA authorizations or waivers will also 
be sought when necessary from the Yale HIC. All Yale EIP Staff, regardless of position, are 
required to complete initial training as well as complete continuing education in Human Subjects 
Research and HIPAA regulations.  In addition, CT DPH has authorized Yale EIP staff to act as 
agents of DPH in conducing surveillance activities.  As such, Yale EIP staff are bound by the 



same confidentiality statue relating to reportable diseases as DPH employees (Connecticut 
general Statutes Section 19a-25).  
 
Data Sharing 
The DPH will enter all research data into a secured database and transmit complete data to the 
CDC on a regular basis.  The timing of the data transmission will be based on the nature of the 
project activity, described in the Operational Plan, and determined in collaboration with the CDC 
to meet project needs.  The data will be electronically transmitted to CDC, stripped of personal 
identifiers on a routine basis using the agreed upon secure data transfer policy. 
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Budget Justification 
Connecticut Emerging Infections Program 
RFA-CI-10-003 
 
 ACA Funding Non-ACA  

Federal Object Class Activities 1,2,3 Activity 4.a. Activity 4.b. Total  
Personnel $120,962 $68,321  $189,283
Fringe $73,859 $41,717  $115,576
Travel $4,400 $500  $4,900
Equipment $0   $0
Supplies $1,210 $1,210  $2,420
Other $3,050  $3,050
Contractual  $178,995 $178,995

Total Direct Cost $203,481 $111,748 $178,995 $494,224

Indirect Costs $43,547 $24,732   $68,279

Total  $247,028 $136,480 $178,995 $562,503
 
 
Budget Justification – Activities 1, 2, and 3 (ACA funding)   Total $247,028 
 
Personnel      Total $120,962 
 
1. Principal Microbiologist, Mona Mandour (100% effort for 12 months)($67,806) 
This position works in the DPH State laboratory and will report directly to Diane Barden, 
Supervising Microbiologist.  Responsibilities of this position include serving as the liaison 
between the DPH State Laboratory and EIP partners at the DPH Epidemiology Program and at 
the Yale EIP.     
 
2.  Epidemiologist 1, TBD  (100% effort for 12 months) $53,156 
This person will assist Program staff with outbreak investigations and infectious disease 
surveillance systems. These will include food and water-borne outbreaks and surveillance for 
influenza associated hospitalizations and deaths, as well as support for other activities conducted 
by the Epidemiology and Emerging Infections Program in response to changing needs. In 
addition, this person will coordinate the submission and tracking of laboratory specimens 
submitted for these activities. The Epidemiologist 1 will work under the direct supervision of 
Quyen Phan, MPH, Epidemiologist 3.  
 
 
Fringe Benefits     Total $73,859 
Fringe benefits for DPH FY2011 are 61.06% of the total salaries. 
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Travel      Total $4,400 
1. Funds are requested to support in state travel.  Cost is calculated at $.50/mile x 1,000 

miles. ($500) 
2. Airfare and hotel expenses are being requested for out of state training travel costs for the 

Epidemiologist 1 for needed training. The Epidemiologist 1 will be required to have 3 
trainings as part of their job criteria. The trainings will be held in Atlanta, GA, so airfare 
and hotel expenses.  

3 trips to Atlanta, GA at $500 per trip ($1500) 
Hotel- 20 nights at average of $120 per night ($2400)  

 
 
Supplies      Total $1,210 
 
1. Desktop Computer for EPI 1  ($610) 

Funds are requested to support the cost of purchasing a new desktop computer for the EPI 1 
position.  The DPH will follow state procedures and order a computer per the approved state 
contract (see link below) 

 
http://www.ct.gov/doit/lib/doit/purchase/awards/ca09itz0080.pdf 

 
2. General Office Supplies ($600) 

Funds are requested to support the cost of general office supplies such as pens, note pads, 
toner, and paper for the document center. 

 
 
Other      Total $3,050 
 
Funds are being requested to send the Epidemiologist 1 on out of state training needed for the 
position. The trainings are held at Emory University in Atlanta, GA. The trainings are as follows: 
  
 Control of Foodborne and Waterborne Diseases- 1 week course ($950) 
 Epidemiology in Action- 2 week course ($1200) 
 Epidemiology in Action: Intermediate Analytic Methods- 1 week course ($900)  
  
 
Indirect Cost     Total $43,547 
The indirect cost rate for DPH SFY2011 is 36.2%. 
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Budget Justification – Activities 4.a. Influenza (ACA funding)($136,480) 
 
Personnel      Total $68,321 
 
1.  Epidemiologist 2, TBD  (100% effort for 12 months)($68,321) 
This person will work in the Epidemiology Program under the supervision of Randall Nelson, 
Epidemiologist 4.  Responsibilities shall include: 1) collection and management of influenza 
positive laboratory reports received from commercial and hospital laboratories as well as the 
DPH State Public Health laboratory.  In addition, this position will also assure timely reporting 
of surveillance data to local health departments, other local and state government agencies, the 
Yale EIP, and the CDC.  Rapid reporting is critical for public health decision making as well as 
successful completion of the influenza related research activities. 
 
 
Fringe Benefits     Total $41,717 
Fringe benefits for DPH FY2011 are 61.06% of the total salaries. 
 
 
Travel      Total $500 
1. Funds are requested to support in state travel.  Cost is calculated at $.50/mile x 1,000 miles. 

($500) 
 
 
Supplies      Total $1,210 
 
1.  Desktop Computer for EPI 2  ($610) 
 Funds are requested to support the cost of purchasing a new desktop computer for the EPI 2 

position.  The DPH will follow state procedures and order a computer per the approved state 
contract (see link below) 

 
http://www.ct.gov/doit/lib/doit/purchase/awards/ca09itz0080.pdf 
 
2. General Office Supplies ($600) 
 Funds are requested to support the cost of general office supplies such as pens, note pads, 

toner, and paper for the document center. 
 
 
 
Indirect Cost     Total $24,732 
The indirect cost rate for DPH SFY2011 is 36.2%. 
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Budget Justification – Activity 4.b. Healthcare Associated Infections (non-ACA funding) 
 
The State of Connecticut Department of Public Health (DPH) is requesting funds to support the 
Emerging Infections Program (EIP) cooperative agreement Healthcare Associated Infections 
Program End Stage Renal Dialysis Blood Stream Surveillance special project.  
 
Contractual         Total $178,995 

 
1. Name of Contractor: The End Stage Renal Disease Network of New England 
2. Method of Selection:  Sole source 
3. Funding period:  September 30, 2010- September 29, 2011 
4. Method of Accountability:  Per DPH contract language, the contractor shall submit 

expense and program progress reports. 
 
Two DHHS agencies, CMS and CDC, started an initiative for the Prevention of Blood Stream 
Infections in Outpatient Dialysis Patients.  CMS contacted the Network of New England and 
State Departments of Health of Massachusetts and Connecticut to be part of this initiative.   
 
The ESRD Network of New England is a non-profit corporation, which serves as the Medicare 
contractor for the six New England States.  The federal End Stage Renal Disease (ESRD) 
Program is administered through the Centers for Medicare & Medicaid Services.   Network 
organizations are legislated to monitor and improve the quality of care provided by dialysis 
facilities and kidney transplant programs. The United States is divided into 18 geographic areas, 
covering all 50 states and US territories. Each End Stage Renal Disease Network Organization is 
responsible for serving the dialysis and transplant community in its particular region. Networks 
are an effective bridge between the federal government, ESRD providers and professionals, and 
the consumers they serve.  The New England Network has held the ESRD Network contract for 
over 30 years.  There are 170 dialysis facilities and 15 renal transplant centers in New England, 
providing treatment to over 12,306 dialysis patients and approximately 8,640 patients who have 
a functioning kidney transplant.  Each Network Organization is required by CMS to conduct 
specific contractual activities to improve patient care, maintain a patient registry, provide 
educational materials and investigate patient complaints. All ESRD providers (dialysis facilities) 
are required to participate in Network activities and cooperate in achieving Network goals.   
 
The ultimate goal of this project is to identify evidence-based “Core interventions” that will 
decrease Blood Stream Infections in the outpatient dialysis setting.   The Network of New 
England will be the NHSN (surveillance data system) Group Administrator for the project, enroll 
dialysis providers, conduct administrative functions such as training and user support with CDC, 
assure the correct submission of accurate data into the NHSN data system, and submit lessons 
learned from the Network and facility perspective to CMS and CDC.   
 
Personnel        $102,339 
 
1.  Vacant, HAI/ESRD Project Coordinator (1 FTE, 12 months)  ($83,200) 
($40/hr x 40 hrs/wk x 52 weeks) 
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This individual will be the Group Administrator for the New England Dialysis Program Group, 
communicate with dialysis providers and encourage enrollment and retention in the project, 
perform site visits, train dialysis providers in surveillance and data entry in compliance with 
NHSN protocols and requirements, perform data validations, offer individual and group 
technical assistance and assurance of correct data collection and entry analyze data, and lead 
preparation of reports (programmatic, fiscal, and surveillance). 
 
2.  Vacant, Administrative Assistant (0.4 FTE, 12 months)   ($19,139) 

($23/hr x 16 hrs/wk x 52 weeks) 
 

This individual will assist the project coordinator with communicating with dialysis providers 
when the coordinator is traveling, will assist in training materials preparation and other meeting 
logistics, assist in the preparation of reports, and filing and other clerical tasks. 
 
 
Fringe Benefits        $28,297 
 
The contractor calculates fringe benefits at 20% over gross wages plus employer FICA at 7.65% 
(6.2% SSA plus 1.45% Medicare) = $20,467 + $7,829 
 
 
Travel          $10,820 
 
In-region (New England) travel      $7,320  
(GSA domestic per diem $61/day x 12 days x 10 mos)    
 
Mileage (700 mi/mo x 10 mos) x $0.50/mi           ($3,500) 
 
Funds are required to support the cost of in-state travel, including parking, to healthcare 
facilities. These funds would permit staff to travel to prevention collaborative meetings and 
workshops that would be held around the state to recruit collaborative participants and 
implement collaborative activities.  
 
 
Training         $600 
 
Training dialysis facility staff to use CDC’s National Healthcare Safety Network data system and 
end of year learning session on project results (2 meetings @ $300 each) for meeting space 
rental, development of materials, publicity to meeting, and AV equipment.  
 
 
Supplies         $2,000 
 
Office supplies: paper, covers, fasteners needed for preparation of reports and planning 
documents; computer supplies will be needed, include compact disks; and printing costs include 
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copying costs for printouts of documents, and mailings; and materials for the preparation and 
participation in collaborative meetings and workshops.  
 
 
 
Indirect Costs        $34,939 
Based on the ESRD Network of New England fixed direct and administrative costs (wages and 
fringe benefits excluded). 
 
 
 
 
YEAR 2 PROJECTION 
 
 ACA Funding Non-ACA  

Federal Object Class Activities 1,2,3 Activity 4.a. Activity 4.b. Total  

Personnel $120,962 $68,321  $189,283
Fringe $73,859 $41,717  $115,576
Travel $4,400   $4,400
Equipment $0   $0
Supplies $1,210 $1,210  $2,420
Other $3,050  $3,050
Contractual   

Total Direct Cost $203,481 $111,248  $314,729

Indirect Costs $43,788 $24,732   $68,520

Total  $247,269 $135,980  $383,249
 
 



Revised 7/23/2009 
*Place holder for2008surveillance reports  

 

1

Publications         

Thigpen MC, Richards CL, Lynfield R, Barrett NL, Harrison LH, Arnold KE, Reingold A, Bennett 
NM, Craig AS, Gershman K, Cieslak PR, Lewis P, Greene CM, Beall B, and Van Beneden CA for 
the Active Bacterial Core Surveillance/Emerging Infections Program Network. Invasive Group A 
Streptococcal Infection in Older Adults in Long-term Care Facilities and the Community, United 
States, 1998-2003. Emerging Infectious Diseases 2007;13:1852-59. 

Robinson KA. Rothrock G. Phan Q. Sayler B. Stefonek K. Van Beneden C. Levine OS. Active 
Bacterial Core Surveillance/Emerging Infections Program Network. Risk for severe group A 
streptococcal disease among patients' household contacts. Emerg Infect Dis 2003;9(4):443-7. 

Skoff TH, Farley MM, Petit S, Craig AS, Schaffner W, Gershman K, Harrison LH, Lynfield R, 
Mohle-Boetani J, Zansky S, Albanese BA, Stefonek K, Zell ER, Jackson D, Thompson T, and 
Schrag SJ. Increasing Burden of Invasive Group B Streptococcal Disease in Nonpregnant Adults, 
1990-2007. Clin Infect Dis 2009 Jul 1; 49(1):85-92. 

Klevens MR, Morrison MA, Nadle J, Petit S, Gershman K, Ray S, Harrison LH, Lynfield R, 
Dumyati G, Townes JM, Craig AS, Zell ER, Fosheim GE, McDougal LK, Carey RB, Fridkin SK for 
the Active Bacterial Core surveillance (ABCs) MRSA Investigators. Invasive Methicillin-Resistant 
Staphylococcus aureus Infections in the United States. JAMA 2007; 298(15):1763-71. 

Klevens MR, Morrison MA, Fridkin SK, Reingold A, Petit S, Gershman K, Ray S, Harrison LH, 
Lynfield R, Dumyati R, Townes JM, Craig AS, Fosheim G, McDougal LK, Tenover FC, for the 
Active Bacterial Core Surveillance of the Emerging Infections Program Network. Community-
associate Methicillin-resistant Staphylococcus aureus and Healthcare Risk Factors. Emerg Infec Dis; 
2006;12:1991-3. 

Greene CM, Kyaw MH, Ray SM, Schaffner W, Lynfield R, Barrett NL, Long C, Gershamn K, 
Pilishvili, Roberson A, Zell ER, Whitney CG, Bennett NM for the Active Bacterial Core 
Surveillance Program of the Emerging Infections Program Network. Preventability of Invasive 
Pneumococcal Disease and Assessment of Current Polysaccharide Vaccine Recommendations for 
Adults: United States, 2001-2003. Clinical Infectious Diseases 2006;43:141-50. 

Robinson K, Baughman W, Rothrock G, Barrett N, Pass M, Lexau C, Damaske B, Stefonek K, 
Barnes B, Patterson J, Zell E, Schuchat A, Whitney C. Epidemiology of Streptococcus pneumoniae 
infections in the U.S., 1995-1998 – Opportunities for prevention in the conjugate vaccine era. JAMA 
2001;285:1729-35. 

CDC. Preliminary Results: Surveillance for Guillain-Barré Syndrome After Receipt of Influenza A 
(H1N1) 2009 Monovalent Vaccine — United States, 2009–2010. MMWR 2010;59(21):657-661 

Dawood FS, Fiore A, Kamimoto L, Nowell M, Reingold A, Gershman K, Meek J, Hadler J, Arnold 
KE, Ryan P, Lynfield R, Morin C, Baumbach J, Zansky S, Bennet NM, Thomas A, Schaffner W, 
Kirschke D, Finelli L. Influenza-Associated Pneumonia in Children Hospitalized with Laboratory-
Confirmed Influenza, 2003-2008.  Pediatr Infect Dis J 2010;29:585-590.  

TF Jones, LA Ingram, PR Cieslak, DJ Vugia, M Tobin-D'Angelo, S Hurd, C Medus, A Cronquist, 
FJ Angulo. Salmonellosis Outcomes Differ Substantially by Serotype. J Infect Dis. 2008;198:109-
14.  

http://www.cdc.gov/eid/content/13/12/1852.htm
http://www.cdc.gov/eid/content/13/12/1852.htm
http://www.cdc.gov/eid/content/13/12/1852.htm
http://www.cdc.gov/ncidod/EID/vol9no4/02-0369.htm
http://www.cdc.gov/ncidod/EID/vol9no4/02-0369.htm
http://www.journals.uchicago.edu/doi/full/10.1086/599369
http://www.journals.uchicago.edu/doi/full/10.1086/599369
http://www.cdc.gov/nciDOD/dhqp/pdf/ar/InvasiveMRSA_JAMA2007.pdf
http://www.cdc.gov/nciDOD/dhqp/pdf/ar/InvasiveMRSA_JAMA2007.pdf
http://www.cdc.gov/ncidod/eid/vol12no12/06-0505.htm
http://www.cdc.gov/ncidod/eid/vol12no12/06-0505.htm
http://www.journals.uchicago.edu/doi/full/10.1086/505117
http://www.journals.uchicago.edu/doi/full/10.1086/505117
http://www.journals.uchicago.edu/doi/full/10.1086/505117
http://jama.ama-assn.org/cgi/content/full/285/13/1729
http://jama.ama-assn.org/cgi/content/full/285/13/1729
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5921a3.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5921a3.htm
http://journals.lww.com/pidj/Fulltext/2010/07000/Influenza_Associated_Pneumonia_in_Children.2.aspx
http://journals.lww.com/pidj/Fulltext/2010/07000/Influenza_Associated_Pneumonia_in_Children.2.aspx
http://www.journals.uchicago.edu/doi/pdf/10.1086/588823

	NGA - EIP Complete.pdf
	EIP Complete

