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Abstract

A common type of fungal disease investigation involves hospital-associated clusters of invasive mold infections (IMIs), which typically occur
among immunocompromised patients. Responding to IMI clusters can be challenging for public health and hospital personnel for several
reasons such as difficulty of confirming the existence of an outbreak, difficulty of determining source. Although many resources exist to guide
patient notification about healthcare incidents (eg, bloodborne exposures, disease outbreaks), IMI clusters involve special considerations
related to the complex diseases, uncertain exposures, and differential benefits and risks of notification. Early, nuanced communication about
hospital-associated IMI clusters is almost always the best course of action to help reduce risks to patients’ health and foster trust between
patients and hospitals.

(Received 5 January 2021; accepted 8 April 2021; electronically published 10 June 2021)

Fungal disease outbreaks can occur in community or healthcare
settings. A common type of fungal disease investigation involves
hospital-associated clusters of invasive mold infections (IMIs).
These infections typically occur among immunocompromised
patients, such as those who have recently undergone transplants
(eg, organ or bone marrow) or invasive surgeries, and those with
other pre-existing conditions such as uncontrolled diabetes,
chronic obstructive pulmonary disorder (COPD), or other respira-
tory viral infections requiring intensive care (eg, influenza, corona-
virus disease 2019 [COVID-19]).1-8 Investigating and responding
to IMI clusters can be challenging for public health and hospital
personnel. One of the most challenging aspects of these investiga-
tions is determining specific methodologies and practices to best
notify patients who are at risk of developing an IMI that a cluster
or outbreak is under investigation.3

Many resources exist to guide healthcare facilities in patient
notification of other types of adverse events, particularly those
involving bloodborne pathogen exposures,9-13 and these resources
are also relevant to IMI clusters. However, IMI clusters often entail
additional considerations, including patient and healthcare pro-
vider lack of familiarity with fungal diseases, which can make
patient notification more difficult, even for hospitals with experi-
ence notifying patients about other types of events. We aimed to
address specific considerations for notifying patients about hospi-
tal-associated IMI clusters and outbreaks and to present strategies

that public health and hospital personnel can use when approach-
ing patient notification.

Overview of mold and IMIs

Mold is widely prevalent indoors and outdoors and can travel
through the air and persist on surfaces. In particular, molds grow
well on materials that remain moist for at least 24–48 hours.14

Molds do not cause health problems for most people, but for some,
they can cause health conditions ranging from allergies or asthma
to IMIs. IMIs are serious infections that can cause substantial mor-
bidity and mortality.1,7,15,16 Of the hundreds of thousands of spe-
cies of molds, only a small number cause most IMIs, primarily
Aspergillus species (particularly A. fumigatus) and mucormycetes,
most of the genera Rhizopus, Mucor, and Rhizomucor. IMIs are
associated with an estimated 16,000 hospitalizations and $1.4 bil-
lion in direct medical costs in the United States each year, as well as
mortality rates as high as 50% in persons with immunocomprom-
ising conditions.15,17-19 Mucormycosis (infections caused by
mucormycetes) most commonly occur in immunocompromised
patients. Invasive aspergillosis (infections caused by Aspergillus)
also occurs in immunocompromised patients, but cases have also
been reported in immunocompetent patients in the intensive care
unit (ICU) or following surgery.20-24 One study reported that∼10%
of invasive aspergillosis cases occurred in postsurgical patients.25

Overview of IMI clusters and outbreaks

The annual number of IMI clusters and outbreaks in the United
States is unknown, primarily because IMIs are usually not reportable
to public health in this country through systematic surveillance. In
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the United States, only Seattle–King County,Washington, hasmade
IMI cases reportable (starting in February 2020), and aspergillosis is
reportable in Louisiana. Therefore, routine baseline data about IMI
frequency are often unavailable. Given the absence of public health
surveillance for IMIs, most IMI investigations arise when a health-
care facility identifies a cluster of cases that share a common loca-
tion, population, or time period.

An IMI cluster is a group of 2 or more patients with IMI that
may signal an ongoing outbreak but has either not been fully inves-
tigated or lacks sufficient data to confirm the existence of an out-
break. Because of the challenges inherent in confirming IMI
outbreaks, clusters are important signals that often prompt further
investigation. An IMI cluster is considered an IMI outbreak when
the number of infections is confirmed to be larger than expected
within a defined population (ie, certain high-risk patients) over
a specific period (e.g., 6 months), or when 2 or more cases are
linked to a common source. An increased incidence over an esti-
mated baseline rate or the presence of IMI in patients who are not
considered at highest risk should also prompt evaluation by public
health and hospital personnel.24 In addition, a case of IMI with sus-
pected hospital exposure (e.g., admission>7 or 14 days before pre-
sumed IMI onset or one that is associated with surgery) should
prompt evaluation. Patient notification should be considered in
both clusters and outbreaks because clusters may later be con-
firmed as outbreaks and early notification is key to helping reduc-
ing risk to patient health; here, we refer to them collectively as
clusters for simplicity.

Because IMI clusters often involve a small number of patients
and mold exposure can occur in many settings, identifying the
exposure source is often difficult. Confirmed sources have included
construction or demolition sites, water damage, and ventilation
system deficiencies.1,18,26-30 Less common sources include hospital
linens, medications, foods, and medical supplies and equip-
ment.3,31-35 Even if the source cannot be identified, all investiga-
tions offer opportunities for healthcare facilities to inspect and
remediate possible sources to improve patient safety. When a
US healthcare facility identifies an IMI cluster, it should notify
its local or state public health department; health departments
can contact CDC (fungaloutbreaks@cdc.gov) for additional assis-
tance. Additionally, an industrial hygienist can also be contracted
to assist with the investigation in the hospital setting.

Healthcare-associated IMI clusters can attract substantial
media attention. Recent examples include a 2014–2015 mucormy-
cosis outbreak in Pennsylvania and a 2018–2019 aspergillosis out-
break in Washington state.36,37 Media coverage of these events
represent one of the few opportunities for the general public to
learn that molds can cause infections.

Communicating with the public and the media about IMI
clusters can be challenging, particularly because these clusters
involve severe infections, can be difficult to confirm, and often
involve unclear sources. Communication strategies employed
in other contexts, such as breaches in infection control and
injection safety,9,13 can be applied to IMI clusters, though addi-
tional considerations are often appropriate. One such factor is
that mold may be perceived as associated with visibly unhygi-
enic conditions, even though mold exposures can occur in the
absence of visible mold. Additionally, IMI clusters can be par-
ticularly challenging to investigate, complicating patient noti-
fications. We briefly summarize these challenges below.

Challenges to identifying healthcare-associated IMI
clusters

Several features of IMIs make them particularly challenging to
investigate, not least of which is that many infection control staff
lack experience dealing with IMI clusters. IMI signs and symptoms
are often nonspecific and sometimes insidious at the outset, mak-
ing it difficult to establish an onset date in many cases. In addition,
the incubation period for several IMIs, particularly noncutaneous
mucormycosis, is not well defined,3,38 largely because it is difficult
to ascertain an exposure date. For this reason, investigators typi-
cally use a wide exposure window (e.g., 14 days or longer) when
evaluating exposures as potential sources. Diagnosis of an IMI typ-
ically requires invasive specimens for culture or histopathology;
adjunctive tests like galactomannan, β-D-glucan, and PCR testing
can provide supportive evidence. Given the multiple testing
modalities, creating case definitions and performing laboratory-
based case finding can be complex. No simple test exists for reliably
diagnosing IMI39,40 because a positive laboratory test can signify
infection or colonization, necessitating additional contextual infor-
mation in many cases. IMIs are among the most common missed
diagnoses among ICU patients;41 delays in diagnosis can increase
the severity and mortality of IMIs. Even thorough IMI investiga-
tions may fail to identify a source, particularly for small clusters,
which have few cases to provide epidemiologic clues.3 The list of
potential mold sources is lengthy, as described above, and mold
can be difficult to detect in the environment unless visible contami-
nation is present.

Challenges to environmental sampling during suspected
healthcare-associated IMI clusters

Environmental sampling is often seen as the critical step in iden-
tifying a source of an IMI outbreak, but its utility is often overesti-
mated. It is best performed using a well-designed sampling plan in
combination with a thorough environmental assessment, some-
times under the guidance of an industrial hygienist, to most effec-
tively identify the mold source. Other important considerations
include environmental sampling equipment, experience of the per-
son performing the air sampling, and the expertise of the micro-
biology lab. Conventional microbiologic methods may not
always accurately speciate molds, which is important when com-
paring environmental sampling results with those from patients.
Additionally, the diagnostic criteria needed to distinguish invasive
infection from colonization are complex, and mycology laboratory
capacity for species determination can vary by hospital, often lead-
ing to misidentifications in clinical laboratories.3

In addition to laboratory challenges, environmental testing
results can be difficult to interpret. An environmental sample pos-
itive for mold can help identify potential targets for remediation but
such a finding cannot be interpreted as indicating a definitive source
of transmission in the absence of an epidemiologic link to patients.3

A negative result is limited in that it indicates that spores were not
present at the specific time of sampling using a specific method, but
such results cannot be used to rule out the presence of mold because
mold may not be consistently present.3 Furthermore, because envi-
ronmental conditions can change between time of exposure and
when sampling is conducted, a negative test does not exclude pre-
vious contamination of the sampled site.
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Considerations for patient notification about IMI clusters
and outbreaks

Why notify

Timely patient notification has several benefits. First, it can allow
for earlier diagnosis and treatment, which is important given that
delayed recognition is associated with poorer IMI outcomes.
Second, it can reduce the likelihood of inaccurate messages spread-
ing to patients and the public and improve trust in and credibility
of the healthcare organization.42-45 Conversely, delayed patient
notification can allow potentially false information or mispercep-
tions, speculation, or biased messaging to spread, and can have
substantial economic, legal, and reputational consequences.46

For example, a 2014–2015 mucormycosis outbreak in
Pennsylvania cost the facility millions of dollars, including two
˜$1 million settlements,37 and a long-term aspergillosis outbreak
in Washington led to 6 deaths and the closure of all hospital oper-
ating rooms.47

Messaging that is more likely to instill trust and credibility often
includes language indicating transparency, empathy, respect,
expertise, and what is being done to identify and correct the prob-
lem.10-12 Trust and credibility can also allow public health and
healthcare and hospital personnel to better persuade affected
patients to follow public health authorities’ recommendations.
For patients and the public, the first source of information can
often become the preferred source.10 Additionally, even if harm
to certain patients is unlikely, and public health, and healthcare,
and hospital personnel do not have specific actions to recommend,
patients have the right to be informed if their healthcare provider
or facility failed to meet the expected standards of care.13,43

Whom to notify

When an IMI cluster is identified, the underlying medical condi-
tions (e.g., hematologic malignancy, postsurgical, transplant) of
the patients involved and other epidemiologic factors (e.g., loca-
tions within a hospital) can be used to determine which patient
populations should be notified. Ideally, patient notification should
be guided by exposure to a suspected source; however, given the
challenging nature of detecting the source, determining which
patients were exposed can be difficult. When a source is detected,
the type of source and patient exposures should guide which
patients should be notified. When in doubt, it is preferable to
err on the side of broader rather than narrower notification. In
most cases, notification strategies should ensure patients who have
been infected are notified and counseled promptly.12,13

Notification of patients who have been exposed (or potentially
exposed) should follow as soon as possible, either simultaneously
or sequentially.12 In some circumstances, hospital personnel may
decide to prescribe additional or enhanced antifungal prophylaxis
specific to the IMI of concern, a complex decision that must weigh
the potential risks and benefits, was well as feasibility, since insur-
ers may deny enhanced antifungal therapy given the high cost.
Patients receiving this prophylaxis should also be notified.

When to notify

Similarly, regarding the notification timing, earlier is better, even if
information is incomplete; some guidance recommends notifying
patients within 24 hours of when an outbreak is suspected, although
that timeline can be challenging in IMI clusters given themany inher-
ent uncertainties.12 Still, timely patient notification can encourage
patients to seek care early if they have compatible symptoms,

potentially reducing delays in diagnosis and treatment,48,49 as well
as misdiagnosis. However, lack of perceived diagnostic benefit should
not preclude timely patient notification because other reasons may
exist. Healthcare personnel may also be hesitant to notify patients
while still gathering preliminary data or before confirming that a clus-
ter exists. Although public health and hospital personnel may have
concerns that early patient notification about an IMI cluster might
cause unnecessary anxiety or fear, waiting too long can cause even
worse fear, loss of trust, or frustration, and can lead to additional infec-
tions and deaths.9,13 Patient notification should be timed so as to allow
public health and hospital personnel to effectively manage and sup-
port an ongoing investigation, as well as give patients adequate time to
seek medical care or further information.9,12

Other considerations for patient notification

When notifying patients and staff about an IMI cluster or outbreak,
consider sharing the following information:

• Why they are being contacted
• Brief background on mold, how exposures and infections can
happen, and symptoms of an infection

• General information about the cluster or outbreak (e.g., what is
known and not known)

• What steps are being taken to investigate the cluster, to protect
patients, and to prevent similar outbreaks from occurring

• What they should do if they have symptoms of infection, and
how testing and treatment costs will be handled, and

• Who patients should contact if they have questions or concerns
(e.g., their healthcare provider, a hotline)

This information can be as simple as stating that the healthcare
facility has seen a larger number of these infections than expected,
that the healthcare facility is working to ensure a safe environment,
and that more information may become available as the investiga-
tion progresses.10,12 In some situations, it may also not be clear that
the IMIs are associated with healthcare settings, which should be
explained to patients. In general, public health personnel can assist
healthcare facilities in assessing when and how patient notification
should occur during an IMI cluster. Maintaining communication
between public health and hospital personnel is key, including in
developing overall communications and media strategies and
informing others when any group plans to share new information
from the investigation.9,12 Public health personnel should defer to
hospital personnel to notify both patients and the public about an
IMI outbreak, unless circumstances prevent them from doing so
(eg, the facility is closed or lack of cooperation or timeliness).12

Under these circumstances, public health personnel notify patients.

The importance of plain writing

Whenever possible, messaging about IMI clusters should incorpo-
rate plain writing. Plain writing is defined as clear, concise, well-
organized messaging appropriate for the subject and the intended
audience, that can be understood the first time the audience reads
or hears the information.50 This aspect is especially important for
patients and family members with low health literacy, which is
common (˜40% of US adults).51-53 Few available data clearly
describe how the public specifically understands mold and its asso-
ciated health risks. Limited research shows that people perceive the
risks of mold to their health to be relatively low, but this was spe-
cifically in the context of a postdisaster setting.18 Messaging about
IMI clusters to all patients and families should be easy to
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understand, and language and other communication barriers may
need to be addressed.51

Methods for and examples of using patient notification in
IMI outbreaks

Notification methods can include mailed documents, electronic
messages, in-person discussions, and telephone calls. Telephone
calls or in-person discussion are preferred if the number of patients
being notified is relatively small, and telephone calls may be most
feasible for patients who have already been discharged from the
facility.9,12,13 Following telephone calls and in-person discussions,
written information should be provided to patients so they have
easily accessible and accurate documentation to refer back to or
share with caregivers and other healthcare providers.

Recently, general guidance for emergency and risk communica-
tion strategies for suspected outbreaks have become available and
include the CDC Introduction to Patient Notification Toolkit9

and Crisis and Emergency Risk Communication Manual.10 The
Council for Outbreak Response: Healthcare-Associated Infections
and Antimicrobial-Resistant Pathogens’ (CORHA) Interim
Framework for Healthcare-Associated Infection Outbreak
Notification also provides guidance for notification in the context
of a suspected healthcare-associated infection (HAI) outbreak.12

The following scenarios describe fictional examples of patient
notification during IMI cluster investigations intended to represent
how notification can affect outcomes. They do not reflect actual
events.

1. Hypothetical mucormycosis cluster. A hospital identified
6 cases of mucormycosis (3 Rhizopus and 3 Mucor spp.) among
ICU patients receiving mechanical ventilation over the previous
4 months, none of whom were immunosuppressed, apart from
in-hospital corticosteroid use. Five had been hospitalized for >2
weeks before suspected mucormycosis onset. For comparison, only
2 cases of mucormycosis had been diagnosed in ICU patients over
the previous 3 years. A team at the hospital began to investigate by
reviewing patient records and taking air and surface samples for
mold spore identification. The air and surface samples identified
a relatively low level of mold spores (although no specific guide-
lines exist for healthcare settings), with few spores suggestive of
mucormycetes. The team suspected that the cluster of cases might
have reflected increased use of diagnostics to detect mucormycosis;
no patient notification was performed.

Over the next 3 months, 5 more cases of mucormycosis were
identified in ventilated patients. Environmental sampling was per-
formed again, with similar results. One patient’s family contacted a
local television news station, which aired a story about deadly mold
infections at the hospital, prompting concern from many patients
and families. National news coverage followed.

In consultation with the state health department and an indus-
trial hygienist, the hospital performed a thorough environmental
assessment and identified a likely source: water-damaged building
materials in a wall of the ventilator storage area. Previously uniden-
tified gaps in the room wall, along with unbalanced air flow,
allowed dust into the clean storage area. Targeted culture-based
air and surface samples identified high levels of mucormycetes,
and the area was successfully remediated.

2. Hypothetical aspergillosis cluster. A hospital notified their
local health department after identifying three cases of aspergillosis
over the previous 3 months in inpatients with hematologic malig-
nancies. Two of these patients had been inpatients for >14 days
before the suspected aspergillosis onset date, suggestive of

healthcare-acquired infections. On a retrospective review ofmicro-
biology and pathology data, 0–1 cases per year had been identified
over the past 5 years. Based on the cluster epidemiology and knowl-
edge of high-risk conditions for IMI, healthcare personnel created
a list of patients who had been treated for hematologic malignancy
at this hospital in the month before the first cluster case. Patients,
or familymembers when appropriate, on this list were notified at in
person-visits or by telephone and were provided a letter and fact-
sheet that described the cluster, the patients’ potential health risks,
general information about IMIs, and recommendations for
patients and visitors entering the facility. Despite thorough inves-
tigation, the source was not identified, but based on an environ-
mental assessment, the hospital made several improvements to
the ventilation system, cleaning procedures, and linen storage.
The infection control team also instituted new policies for routine
assessment of potential mold sources, including meetings with
building engineers and maintenance.

Communicating early and proactively about potential health-
care-associated IMI outbreaks is key to helping reduce additional
risks to patients’ health. Early notification can allow patients to feel
more informed about their health status and helps foster trust
between patients and healthcare facilities. Successful patient noti-
fication relies on close collaboration between healthcare facility
personnel, public health, and communication professionals. IMI
outbreaks often involve many scientific uncertainties and chal-
lenges, especially in identifying the source.More research is needed
on how and why healthcare-associated mold outbreaks occur and
on IMIs in general. Insight into the general public’s knowledge and
perceptions about mold as it relates to health is also needed.
Establishing regional or nationwide surveillance for IMIs would
also help establish the true prevalence of these infections and help
identify baseline rates and outbreaks. In summary, despite the
challenges associated with identifying and communicating about
healthcare-associated mold outbreaks, patient notifications are
an important part of the response to IMI outbreaks, allowing
patients and providers to make informed care decisions.
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Postsurgical invasive aspergillosis: an uncommon and under-appreciated
entity. J Infect 2010;60:162–167.

26. Rammaert B, Lanternier F, Zahar J-R, et al. Healthcare-associated mucor-
mycosis. Clin Infect Dis 2012;54 suppl 1:S44–S54.

27. Vonberg RP, Gastmeier P. Nosocomial aspergillosis in outbreak settings. J
Hosp Infect 2006;63:246–254.

28. Bartlett AH, Garcia-Houchins S, Marrs R, Landon E. Mold contamination
due to construction dust in ventilation system detected during routine pre-
commissioning air sampling. Open Forum Infect Dis 2017;4 suppl 1:S189–
S189.

29. Oren I, Haddad N, Finkelstein R, Rowe JM. Invasive pulmonary aspergil-
losis in neutropenic patients during hospital construction: before and after
chemoprophylaxis and institution of HEPA filters. Am J Hematol
2001;66:257–262.

30. Pini G, Faggi E, Donato R, Sacco C, Fanci R. Invasive pulmonary aspergil-
losis in neutropenic patients and the influence of hospital renovation.
Mycoses 2008;51:117–122.

31. Duffy J, Harris J, Gade L, et al.Mucormycosis outbreak associated with hos-
pital linens. Pediatr Infect Dis J 2014;33:472–476.

32. Ahearn DG, Stulting RD. Moulds associated with contaminated ocular and
injectable drugs: FDA recalls, epidemiology considerations, drug shortages,
and aseptic processing. Med Mycol 2018;56:389–394.

33. SundermannAJ, Clancy CJ, Pasculle AW, et al.How clean is the linen at my
hospital? The mucorales on unclean linen discovery study of large United
States transplant and cancer centers. Clin Infect Dis 2018;68:850–853.

34. Cheng VCC, Chen JHK, Wong SCY, et al.Hospital outbreak of pulmonary
and cutaneous zygomycosis due to contaminated linen items from sub-
standard laundry. Clin Infect Dis 2015;62:714–721.

35. Lalayanni C, Baliakas P, Xochelli A, et al. Outbreak of cutaneous zygomy-
cosis associated with the use of adhesive tape in haematology patients. J
Hosp Infect 2012;81:213–215.

36. Seattle Children’s Hospital has again shut down operating rooms due to
mold problems. CNN website. https://www.cnn.com/2019/11/12/health/
seattle-childrens-hospital-mold/index.html. Accessed April 21, 2021.

37. Mold at two Pittsburgh hospitals linked to 5 deaths. CNN website. https://
www.cnn.com/2017/01/28/health/moldy-hospital-bed-linen-deaths/index.
html. Accessed April 21, 2021.

38. Messina JA, Wolfe CR, Hemmersbach-Miller M, et al.Genomic characteri-
zation of recurrentmold infections in thoracic transplant recipients.Transpl
Infect Dis 2018;20(5):e12935–e12935.

39. Kelly BT, Pennington KM, Limper AH. Advances in the diagnosis of fungal
pneumonias. Expert Rev Respir Med 2020:1–12.

40. Farges C, Cointault O, Murris M, et al. Outcomes of solid organ transplant
recipients with invasive aspergillosis and other mold infections. Transpl
Infect Dis 2020;22(1):e13200.

41. Winters B, Custer J, Galvagno SM Jr, et al.Diagnostic errors in the intensive
care unit: a systematic review of autopsy studies. BMJQual Saf 2012;21:894–
902.

42. Zika: how to communicate effectively. Centers for Disease Control and
Prevention website. https://www.cdc.gov/zika/zap/pdfs/presentations/zap-
how-to-communicate-effectively.pdf. Accessed April 21, 2021.

43. Prouty CD, Foglia MB, Gallagher TH. Patients’ experiences with disclosure
of a large-scale adverse event. J Clin Ethics 2013;24:353–363.

44. Dudzinski DM, Hébert PC, Foglia MB, Gallagher TH. The disclosure
dilemma—large-scale adverse events. N Engl J Med 2010;363:978–986.

45. Mazor KM, Simon SR, Yood RA, et al. Health plan members’ views about
disclosure of medical errors. Ann Intern Med 2004;140:409–418.

46. Catalanello R. Children’s hospital: ‘we failed to do what we should have
done.’ The Times-Picayune, April 18, 2014.

47. Gilbert DB, Blethen R. ‘We failed’: Seattle Children’s CEO admits 6 deaths,
more illnesses due to mold in ORs. The Seattle Times, November 18, 2019.

48. JarashowMC, Terashita D, Balter S, Schwartz B. Notes from the field: myco-
bacteria chimaera infections associated with heater-cooler unit use during
cardiopulmonary bypass surgery—Los Angeles County, 2012–2016.
Morbid Mortal Wkly Rep 2019;67:1428–1429.

49. Davies L, Stiff R, Davies E, ShankarAG, Jenkins S,Mason BW.A patient noti-
fication exercise for Mycobacterium chimaera infection associated with car-
diac bypass surgery: the Welsh perspective. Public Health 2017;153:61–63.

50. Plain Language website. https://www.plainlanguage.gov/. Accessed April
21, 2021.

Infection Control & Hospital Epidemiology 875

https://doi.org/10.1017/ice.2021.174 Published online by Cambridge University Press

https://www.cdc.gov/injectionsafety/pntoolkit/index.html
https://www.cdc.gov/injectionsafety/pntoolkit/index.html
https://emergency.cdc.gov/cerc/manual/index.asp
https://emergency.cdc.gov/cerc/manual/index.asp
https://www.cdc.gov/eis/field-epi-manual/chapters/Communicating-Investigation.html#anchor_1543608940
https://www.cdc.gov/eis/field-epi-manual/chapters/Communicating-Investigation.html#anchor_1543608940
https://corha.org/wp-content/uploads/2020/04/CORHA-Policy-HAI-Outbreak-Notification-Framework.pdf
https://corha.org/wp-content/uploads/2020/04/CORHA-Policy-HAI-Outbreak-Notification-Framework.pdf
https://doi.org/10.15761/PCCM.1000114
https://doi.org/10.15761/PCCM.1000114
https://www.cnn.com/2019/11/12/health/seattle-childrens-hospital-mold/index.html
https://www.cnn.com/2019/11/12/health/seattle-childrens-hospital-mold/index.html
https://www.cnn.com/2017/01/28/health/moldy-hospital-bed-linen-deaths/index.html
https://www.cnn.com/2017/01/28/health/moldy-hospital-bed-linen-deaths/index.html
https://www.cnn.com/2017/01/28/health/moldy-hospital-bed-linen-deaths/index.html
https://www.cdc.gov/zika/zap/pdfs/presentations/zap-how-to-communicate-effectively.pdf
https://www.cdc.gov/zika/zap/pdfs/presentations/zap-how-to-communicate-effectively.pdf
https://www.plainlanguage.gov/
https://doi.org/10.1017/ice.2021.174


51. Berkman ND, Sheridan SL, Donahue KE, Halpern DJ, Crotty K. Low health
literacy and health outcomes: an updated systematic review. Ann Intern
Med 2011;155:97–107.

52. Seurer AC, Vogt HB. Low health literacy: a barrier to effective patient care. S
Dak Med 2013;66:51, 53–57.

53. Stableford S, Mettger W. Plain language: a strategic response to the health
literacy challenge. J Public Health Pol 2007;28:71–93.

Appendix A. Example Patient Notification Letter

Dear [patient/family member name],

We have recently noted a higher than usual number of infections in
patients who have received care at our facility that is caused by a
specific kind of fungus. These infections have happened in patients
who have had weakened immune systems from a recent bone mar-
row transplant, chemotherapy for leukemia, or a very low white
blood cell count (neutropenia) that lasted for several weeks or
more. This type of infection typically does not affect people whose
immune systems are healthy. As you may know from conversa-
tions with your or your loved one’s care team, the risk of infection
during treatment for cancer is a great concern due to the weakening
of the immune system that often accompanies treatment.

We are contacting you because : : : [why patient was selected to
receive letter]. We want to make sure you know how to protect
yourself or your loved one from risks from this fungus, which com-
monly lives in the soil and other places in the environment. Spores
from these fungi are common in air. People breathe in these spores
every day.

What we are doing to protect patients
To protect our patients who are at risk of infection from fungus,
our facility is taking several important precautions. These include

conducting a thorough investigation to determine whether these
recent infections originated inside the hospital and taking extra
steps to make sure the air inside is as clean as possible.

What you can do to protect yourself

At this time, we don’t know where the fungus that infected these
patients came from. We are currently assessing this issue and want
to remind you of the following ways to reduce your risk of
infection:

• Try to avoid areas with a lot of dust like construction or excava-
tion sites. If you must be outdoors near these types of sites, wear
an N95 mask. These are specialized masks that filter the air that
you breathe.

• Avoid activities that involve close contact to soil or dust, such as
yard work or gardening. Do not go inside dusty places like barns,
sheds or greenhouses, or be in the vicinity of home renovation
projects (such as tearing down walls or pulling up carpets),
mulching, plowing, or mowing.

• Take preventive antifungal medications if prescribed by your
care team.

As always, if you/your loved one notice unexpected symptoms that
could be a sign of infection, such as fever or headache that don't go
away, new cough, or sinus pain, contact your nurse coordinator to
ask whether you/your loved one should be evaluated.

If you have any questions about your risk of infection, please call
your nurse coordinator or talk to your healthcare provider at your
next appointment. Thank you for trusting us with your care. We
will keep you updated on anything we learn.

Your Care Team
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