COVID-19 Physician Advisory Group
Minutes 4/9/2020
 
1. CDC guidance for return to work for essential employees: https://www.cdc.gov/coronavirus/2019-ncov/community/critical-workers/implementing-safety-practices.html 
1. Faye/Molly/Michelle-Our first responders are worried about losing critical workforce to the 14 day PUI quarantine. We can just test them and allow them back to work if their test is negative. Timing of the test is debatable. I was wondering maybe 5 days. I am unable to just tell them to follow our institutional  guidelines where they can work with a mask even after an exposure. I am not sure what other states are doing and I really don’t want to give them a guidance that may conflict with DoH guidance so I would like us to discuss a potential solution so we can keep our essential services staffed adequately.
2. Dr. Nagpal visited with police force who have low numbers and feel like quarantine would result in too low of numbers to function.  He provided close contact definition education, which helped a bit, but this is still an issue
3. Mylynn says that now the exec order says every contact needs to stay home for 2 weeks.  Should it be essential workers or just HCW?  Would we include first responders and daycare workers
4. Paul feels like we should limit exclusion to HCW and first responders
5. Molly is opposed to the CDC guidance because she feels like close contacts will increase spread of Covid- Smith foods have had 80 cases and shutting down plant. Sherry from Dickinson agrees with Molly.  
6. Paul suggests doing high volume testing twice in these areas that are critical-
7. Dr. Nagpal suggests middle road of 5-7 day quarantine with PCR test at day 7?  
8. Shorten it if there is a critical infrastructure need... 
9. Recommendation: At this time, ND critical infrastructure workers, excluding first responders and HCW, should continue to abide by the ND executive order for 2 weeks of quarantine if meet criteria for close contact with a Covid patient.  Consideration for exemption from this executive order will be considered by the health department on a case-by-case basis in circumstances where this mandate prevents a critical infrastructure business from functioning due to excessive absence of critical employees.
2. HCWs working in multiple facilities and testing
1. Michelle says that greater risk if numerous facilities.  All asked to mask.  
2. Paul says that they should notify all facilities of the facilities in which they work. Cites Rosewood Nursing home with positive MN test, and told NH in Fargo she was positive.  
3. Michelle thinks they should report to the facilities that they worked in positive NH. MN posts facilities with Covid.  
4. REcommendation for onus of employer- would need guidance to get off list too... 
5. Recommend that ND develop a Covid+ Facility List (like MN) to be used by facility administration so that they are aware when one of their employees, who should be mandated to provide a list of all other facilities in which they are employed, may have been working in a Covid+ environment. Guidance will need to be developed for facilities, cross-working HCW to come off of the list
3. Close contacts admissions to LTC and guidance (high, medium and low risk exposures)
1. Michelle says that they are implementing the LTCF recs and having questions
1. Close contact to confirmed Covid- needs 1 negative with high risk exposure-
2. Field brings up examples of patients in his hospital/LTCF, and the confusing and prolonged hospitalization resulting from the current guidance 
3. Paul says 2-test criteria should be used for known covid patient going back to NH
4. We recommended that any admit to NH be treated as a 14 day quarantine in single room without testing... 
5. For contact to exposure, should go into quarantine
6. REcommend removing criteria of 1 test
7. Dr. Nagpal is weighing don’t test approach vs 1 test (12 HCW positive in his institution) so recommend a negative test- maybe repeat in 1 week... 
8. Recommend that the current guidance be modified to eliminate the need for 1 negative test in the case of a presumed Covid- patient being (re)admitted to a LTCF, even in the situation where the patient meets criteria for close contact to a Covid+ person. As per the guidance, all patients admitted to the LTCF should be housed in a single room with a 14 day quarantine, ideally with droplet precautions 
4. Process for testing guidance in congregate settings with cases
1. Each situation different... can separate into units... will work on internally
2. Paul says Start local on unit, then expand if necessary.  
3. Maybe if worker is positive, test all units (s)he has been on for last 48 hours
4. Recommend that in case of Covid positive patient/HCW in facility, start with testing those (patients and HCW) on the units where the positive has been in the previous 48 hours.  If multiple positives are discovered on said unit(s), consider extending testing to addl units/entire facility.  
5. Questions from funeral home directors regarding patients who die of Covid
1. Altru- requesting Covid patients have tag on body bag.  Need guidelines from ND
2. Tim says that we have had weekly meeting with funeral homes and have guidelines.  This week discussed if they would be notified if body is Covid+.  
3. Illinois recommending nasal/oral cotton disinfectant-should look under HCP for funeral and families in funeral under public-guidance should be provided
4. Recommend that every corpse should be presumed to be covid positive and treat them accordingly- decisions about Covid-specific policies, including disinfectant cotton plugs for nares/mouth, body bag tags, etc should be made by funeral home directors during their weekly meetings
6. SIP and whether to advise the governor to issue an order?
1. Paul says that we should not do that right now.  We are 10 highest testers in nation and lowest case counts/death rates. We have flat curve.  We need to protect most vulnerable cases- NH, comorbidities.  Need herd immunity for this- active or vaccination.  Would recommend that if our numbers shift, we would reconsider this... 
1. Should set trigger... exponential growth- when we hit... when the black curve has positive slope for multiple consecutive days (5-10)-assuming we have test/contact
2. Opioid risk increased 3.4 % for every 1% increase in unemployment
2. Need crisis counseling down the line, particularly if you have numerous deaths
1. Should ease restrictions when have high capacity for testing with contact tracing and hospitals continue to handle surge of patients.
7. Physician Advisory Group as sounding board re: Allocation of Resources during surge-Tim Wiedrich
1. State medical cache has limited resources... a.  not how a facility distributes it b. how resources get distributed across the state- 2 week burn rate can be requested by a facility... c.  decided to push the PPE out (40%)
2. When medical cache is being depleted, how do we make decision re: allociation of resources?
1. Currently based on need... During N1H1- Vaccine provided to LPH who gave to CDC recommended groups; this was based on honor system.. 
1. Tim has applied laugh test to these requests- would modify if seemed unreasonable...
3. Paul recom being more prescriptive... base on bed size, number workers, census...
1. Tim discusses CDC estimator from Ebola times- used that to request supplies from govt and applied to number PPE/pt. - model uses hefty stores so may need to consider conservation measures we are expecting... 
2. Paul says that the calculator would overestimate due to our recommendations for PPE conservation measures (repurposing/reuse) 
4. Recommend that Medical Cache resources be allocated based on need of facilities (considering census of Covid patients/number HCWs in facility etc, maybe using CDC estimator that was created during Ebola crisis, with modification of calculation to account for current PPE conservation practice recommendations). The Physician Advisory Group is interested in participating in this decision-making process
8. Convalescent plasma update
1. FYI- Joan encouraged passing relevant email info  onto those within this group’s facilities who may be interested in using convalescent plasma and providing their contact info to her so she can get them on the distribution list.  She also encouraged facilities to share information/progress on this project so that we can meet the goal of the convalescent plasma being available to all patients who may benefit, no matter where they are being hospitalized. 
9. Antibody testing- Cellex now FDA EUA approved-
1. Paul reports that State Lab ordered rapid antibody test kits from Canada and another place –Kits not FDA-approved but are approved in other countries
1. Mylynn reports that Dr. Giroir-federal testing czar-(former pediatric intensivist) says that currently available antibody tests not reliable and should not be purchased.  He recommends waiting for a few more weeks when he expects FDA to approve one for more mass market...He warns that we should be careful what we buy for couple weeks to months
2. Paul put list of priorities of use of Antibody testing:  1. HCW on Covid units 2. any HCW with resp tract infect in last 3 mos to get on front line 3. HCW who interface with >=10 pt/day 4.  test asx and household contacts ...5. congregate living.... 6. samples of population... 
10. For next time- determination of death/covid- Mylynn will send us article

