
Using the national position 
statement to guide your cCMV 

surveillance

Stephanie Browning McVicar, Au.D., CCC-A
Utah Early Hearing Detection and Intervention Program



Learning objectives

● Describe the new national 
position statement for 
standardized cCMV surveillance

● Identify how to classify cCMV as 
infection vs disease

● List cCMV testing timelines 
necessary for confirmed cases



Overview: 
Utah EHDI 
programs

● Early Hearing Detection and 
Intervention (EHDI)

● Congenital 
Cytomegalovirus (CMV) 
Public Health Initiative

● Children’s Hearing Aid 
Program (CHAP)



Utah’s CMV 
screening

● Hearing targeted

● High-risk targeted



Hearing targeted
Utah CMV legislation

● 26-10-10 (now 26B-7-105) UCA, “Cytomegalovirus (CMV) Public Education and Testing” 
(effective 7/1/2013)

If a newborn fails the newborn hearing screening test(s)... Medical practitioner shall test 
the infant for CMV before 21 days of age

● R398-4, “Cytomegalovirus Public Health Initiative”
■ CMV testing if… infant fails both initial and follow-up hearing screen, or initial 

screen is failed after 14 days of age

■ Practitioners must report lab results to DHHS within 10 days of receiving them
● R386-702, “Communicable Disease Rule” (effective in 2015)

○ All laboratory results for CMV testing in infants less than or equal to 12 months of 
age must be reported to DHHS



High-risk targeted
● Intermountain Healthcare birthing hospitals + 2 others adopted high-risk testing protocol 

in late 2019 (represent about half the birthing hospitals in Utah)





● January - June 2022, all 50 state health departments were assessed regarding their 
cCMV surveillance case ascertainment methods

● Ten states were systematically collecting cCMV case data; different ascertainment 
methods were used; different data elements were collected

● A standardized public health case definition for cCMV would improve consistency in 
measuring disease prevalence across jurisdictions and over time



Position statement background
● Published by the Council of State and Territorial Epidemiologists (CSTE)

○ Position statement archive - 700+ position statements, beginning in 1980s
■ Policy statements 
■ Standardized surveillance - can be driven by variability in jurisdictional 

case definitions, unknown disease burden, need for monitoring trends in 
incidence, effective use of public health surveillance resources, and more
● Nationally notifiable conditions - can be driven by 

morbidity/mortality, availability of public health intervention, need 
for a national picture, and more - shouldn’t be driven solely for 
increased awareness

● Voted on at CSTE annual business meeting
● Authors must be CSTE members



Position statement (PS) contributors
Submitting and presenting author

● Leads discussion and writing of PS
● Presents PS on formal discussion webinars
● Presents PS at roundtable and voting session at annual CSTE Conference

Co-authors

● Participate in discussions, writing, and revisions of PS

Subject matter experts

● Don’t have to be CSTE members
● Advise authors on content development
● Participate in discussions and review edits made to PS



Position statement (PS) contributors
Utah team

● Stephanie McVicar (presenting and submitting author), Max Sidesinger, 
and Jacinda Merrill

CDC team

● Kristen Nichols Heitman, Tatiana Lanzieri, Kelley Raines, Ashrita Rau, and Jessica Leung

SMEs

● 24 nationwide researchers, clinical practitioners, and professionals working on CMV

Core working group (CWG)

● 13 public health officials in jurisdictions conducting active CMV surveillance

Co-Authors

● 20 from the above groups

Large working group (LWG)

● 65 individuals, including all listed above, plus additional jurisdictional partners with 
experience or interest in CMV surveillance 



Position statement contents

I. Statement of the problem
II. Background and justification
III. Statement of the desired actions to be taken
IV. Goals of surveillance
V. Recommended data sources and methods for surveillance

● Table V - recommended sources of data, surveillance methods, and extent of coverage for 
ascertainment of cases

I. Criteria for case ascertainment
A. Narrative - includes clinical, laboratory, epidemiologic linkage, and other reporting criteria
B. Disease-specific data elements to be included in the initial report
● Table VI - table of reporting criteria

I. Case definition for case classification
A. Narrative - includes clinical, laboratory, epidemiologic linkage, and other classification 

criteria
B. Criteria to distinguish new cases from recurring, duplicate, or relapse cases
● Table VII - classification table

I. Period of surveillance
II. Data sharing and release criteria

X - XIII. Revision history, references, coordination, and author information



Table V



Table VI

NAAT = nucleic acid amplification testing (PCR)



Clinical signs survey

1. Which is the best way to categorize cCMV cases?

➢ Symptomatic/Asymptomatic or Infection/Disease

2. Please rank the following CMV laboratory results based on the definitions below: 

Confirmed laboratory evidence - Specified laboratory results that are consistent with the 
diagnosis of a cCMV infection and are part of the confirmed case classification. 
Presumptive laboratory evidence - Specified laboratory results that are consistent with the 
diagnosis of a cCMV infection and are part of the probable case classification. 
Supportive laboratory evidence - Specified laboratory results that are consistent with the 
diagnosis of a cCMV infection and are part of the suspect case classification.

➢ 23 different laboratory results to classify

3. Please rank the following clinical signs/symptoms based on how strongly you feel it aligns with a 
clinical presentation of cCMV

➢ 23 different clinical signs to rank on a scale of 1-5



Clinical signs with strongest association 
with CMV testing and highest positive 
predictive value (PPV) for cCMV diagnosis 
were intracranial calcifications, 
chorioretinitis, hepato(spleno)megaly, 
microcephaly, and petechiae.

Liver disorders, hyperbilirubinemia, or 
thrombocytopenia very common in infants 
testing negative for cCMV, resulting in low 
PPV.



Clinical criteria



Laboratory criteria



Table VII
N = All “N” criteria in the same 
column are NECESSARY to 
classify a case. 

O = At least one of these “O” 
(ONE OR MORE) criteria in each 
category (categories=clinical 
evidence, laboratory evidence, 
and epidemiologic evidence) in 
the same column—in 
conjunction with all “N” criteria in 
the same column—is required to 
classify a case.



Case 
classification 

summary

Confirmed:

● cCMV infection: meets 
confirmatory laboratory 
evidence

● cCMV disease: meets 
clinical criteria AND 
confirmatory laboratory 
evidence

Probable:

● cCMV disease: meets 
clinical criteria AND 
presumptive laboratory 
evidence



Case classification practice!

Category choices:
● confirmed infection
● confirmed disease
● probable disease

CASE 1:
Infant with +CMV PCR via urine <21 days

CASE 2:
Infant with +CMV PCR via urine at age 27 days; 
periventricular calcifications (with no other 
known etiology) 

CASE 3:
2-wk old infant with +CMV culture on CSF; ABR 
(auditory brainstem response) test showed 
moderate unilateral sensorineural hearing loss

CASE 4:
One week old infant with +CMV PCR via saliva

CASE 5: Infant with cCMV+ via saliva PCR at 
age 20 days,  born with hepatosplenomegaly 
and petechiae with no other known cause

CASE 6:
Six week old infant with CMV detected in 
amniotic fluid sample, born with microcephaly

CASE 7:
Neonate with +CMV PCR on saliva at day 1 of life; negative 
CMV PCR on urine at day 10 of life; thrombocytopenia 
and hyperbilirubinemia



Utah’s cCMV cases



234 cases

135 cases

False positives, 
outside 42 day 

time frame, 
presumptive lab 
results with no 

clinical evidence

7/1/2013 - 3/30/2023



72 ca se s

Confirm e d  
d ise a se

53.3%

● Confirmatory 
laboratory evidence

● Clinical evidence

20 ca se s

Probab le  d ise a se

14.8%

● Presumptive 
laboratory evidence

● Clinical evidence

43 ca se s

Confirm e d  
in fe ct ion

31.9%

● Confirmatory 
laboratory evidence

68.1%



Position statement (PS) authors

Co-Authors
Max Sidesinger, MPH (UT)
Chas DeBolt (WA)
Elizabeth Dufort, MD (MN)
Tory Kaye, MPH (MN)
Jessica Kumar, DO, MPH (NY)
Nicole Longcore, MPH (NY)
Maryrose McInerney, PhD, CCC-A (NJ)
Sondra Rosendahl, MS, LCGC (MN)
Presenting and Submitting Author
Stephanie McVicar, Au.D., CCC-A (UT)

CDC Team
Tatiana Lanzieri, MD, MPH (Primary SME)
Kristen Nichols Heitman, MPH (SME)
Jessica Leung, MPH
Kelley Raines, MPH
Kate Russell Woodworth, MD, MPH

SME
Suresh Boppana, MD
Gail Demmler-Harrison, MD
Karen Fowler, DrPH
David Kimberlin, MD
Pablo Sanchez, MD
Mark Schleiss, MD



Thank you to my presentation co-authors

Jacinda Merrill, MPH, CHES
CMV Epidemiologist

SET-NET*

Max Sidesinger, MPH
EHDI Epidemiologist

CMV Data Coordinator

*Surveillance for Emerging
Threats to Pregnant People 
and Infants Network



Questions?

familyhealth.utah.gov/cmv
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