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Housekeeping

• Please mute your line

• Have questions for our speaker? Drop it in 
the chat to be asked! 



Continuing Education (CE)

• There are no CEUs for today’s presentation



New Microlesson posted 
on the APIC-GL 
YouTube Channel

Announcements
MDHHS & MHA Project 
Firstline: IP Training

o Acute & Long-Term 
Care IP
▪ Modules 1, 2, and 6

o Staff (Direct care, 
housekeeping & food service)
▪ Modules 3, 4, and 5

https://www.youtube.com/watch?v=NAkn-WFD2eQ
https://keylearnings.mha.org/bundles/project-firstline?utm_campaign=&utm_medium=email&utm_source=govdelivery


NEW! APIC-GL Peer-to-Peer 
Mentorship Roundtable

● WHAT: 
○ A facilitated time following APIC-GL monthly 

education webinars where members will have the 
opportunity to share challenges, ask questions, 
and seek advice from fellow member IPs.

● WHO:
○ All APIC-GL members can participate and benefit.

● HOW:
○ Submit questions anonymously through Google 

Forms. Questions/situations will be presented to 
the group for discussion. 

https://forms.gle/HpqeTw9YC75mYQvw7
https://forms.gle/HpqeTw9YC75mYQvw7








https://apic.org/professional-practice/infection-preventionist-career-development-and-advancement-guide/

https://apic.org/professional-practice/infection-preventionist-career-development-and-advancement-guide/




How is the IP Apprenticeship Organized?













National APIC 2024 

Dorine Berriel-Cass



Chapter Leadership Meeting

Chapter Mentoring Program
APIC Research Center will publish staffing 

ratios for IP programs
“Infection Preventionist” is officially listed 

as a job with the Department of Labor



James Moses, MD, MPH
Healthcare Administrator of the Year!



Practice Guidance Committee















Air Quality Risk Assessment

Jennifer.Ormsby@childrens.harvard.edu

mailto:Jennifer.Ormsby@childrens.harvard.edu




Choosing Self Confidence-Lisa Sun





Thank You APIC-GL!



Transmission of New Delhi Metallo-β-lactamase Producing Escherichia 
coli through a Gastroscope from an Esophagogastroduodenoscopy 
Procedure

Jim Codman  BSN, RN, CIC
AUGUST 20, 2024



Disclosures

Nothing to disclose
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Objectives
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Identify potential sources of gastroscope contamination.
List steps in an outbreak investigation related to gastroscopes.
Consider ways to decrease risk of gastroscope contamination 

at your facility.



BACKGROUND
Transmission of multi-drug resistant bacteria, such as carbapenem-resistant Enterobacteriaceae (CRE) has been 
associated with duodenoscopes containing elevator channels. Published data on outbreaks associated with 
gastroscopes is rare.

OBJECTIVE
To investigate the transmission of New Delhi Metallo-β-lactamase producing Escherichia coli (NDM-E.coli) between 
two hospitalized patients to determine relatedness and potential sources of transmission including a common 
gastroscope
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What is the difference between an endoscope and a duodenoscope?
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Endoscope for EGD​ Duodenoscope for ERCP​

Use​ An endoscopy is a procedure where a special camera is used to 
inspect the gastrointestinal tract. An esophagogastroduodenoscopy 
(also called EGD or upper endoscopy) is a procedure that allows the 
doctor to examine the inside of the esophagus, stomach, and 
duodenum.

Duodenoscopes are specialized endoscopes that are used 
primarily for Endoscopic Retrograde Cholangiopancreatogram (E
RCP) Duodenoscopes have a lever that is used to manipulate 
an elevator located at the tip of the endoscope.

Risk 
for infection

There are few published studies documenting risk of cross transmission.​ In 2015, the FDA issued a Safety Communication to raise 
awareness among health care professionals that the complex design of 
ERCP endoscopes (also called duodenoscopes) may impede 
effective reprocessing

http://wayback.archive-it.org/7993/20170722213105/https:/www.fda.gov/MedicalDevices/Safety/AlertsandNotices/ucm434871.htm


METHODS

Case study methodology was used and involved collecting the following 
datasets:

 Chart reviews to determine possible links between two cases occurring July 2023 – September 
2023

 Whole genome sequencing (WGS)
 Unit-wide point prevalence screening
 Patient notifications of potential exposure and screening
 Infection Prevention audits on endoscope cleaning
 Scope culturing 
 Scope inspection by a third party
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RESULTS
Timeline of hospital encounters for CRE-NDM cases occurring from July 2023 through September 2023.

Timeline of patient exposures to the same endoscope and follow-up inspection and culturing of scope.
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RESULTS
Both patients had a common gastroscope used, five days apart.
 The same gastroscope was used on 83 patients prior to sequestering, 45 of whom assented to a 

screening test and were all negative.

 35 patients, admitted to inpatient units common to where  the case had been previously 
hospitalized, were screened negative . 
 Validation of cleaning and disinfection processes identified no breaches in practice.
 Scope culturing was negative.
 Third-party inspection found damage to the internal bio channel and insertion tube, suggesting 

potential causes of contamination.
39



Scope inspection findings       
(Inspection photos provided by Endoscopy Repair Specialist Inc (ERS)
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CONCLUSION

WGS results with genomic linkage and the presence of a similar antimicrobial resistance gene points 
to a plausible epidemiological linkage to the shared endoscope.

Per the Food and Drug Administration (FDA), a sampling and culturing study conducted on newer 
models of duodenoscopes found a 1.1% reprocessing failure rate with high concern organisms, 
indicating there will be an inherent risk of infection in procedures utilizing scopes.2

Health systems must consider gastroscopes as a source of contamination and validate existing 
practices. Additional studies need to be performed to assess and decrease this risk.
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REFERENCES

 Yang AF, Sherman A, Nazarian E. et al. 2023. Endoscopic Transmission of NDM producing Klebsiella 
pneumonia through a gastroscope without an elevator channel. Poster presented at 2023 ID week; 
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Outbreak Investigation of Staphylococcal 
Scalded Skin Syndrome in the Neonatal 

Intensive Care Unit Using Whole 
Genome Sequencing



Staphylococcal Scalded Skin Syndrome

● Staphylococcal scalded skin syndrome (SSSS), also known as Ritter’s disease is a blistering skin 
condition caused by Staphylococcus aureus (S. aureus).

● It usually occurs in infants and young children under the age of six.
● The main symptom of SSSS is a blister formation on the skin, which is caused by exfoliative toxins 

produced by S. aureus. 
● The toxins can lead to a range of illnesses from localized blisters to severe exfoliation covering almost 

the entire body. 
● This disease carries a significant mortality rate among neonates with secondary complications. 



https://dermnetnz.org/images/staphylococcal-scalded-skin-syndrome-images



SSSS Investigation

Case 1: On 2/18/23, a 7 day old infant was admitted from home via ED to the NICU with 
sepsis and a peeling rash. The infant expired on 2/19/23. Methicillin-susceptible S. aureus 
(MSSA) was isolated both from blood and wound cultures from the skin. The patient was 
noted to have peeling skin in the lower abdomen, scalp, fingernails, and toenails, along with 
erythema at extremities. The patient was diagnosed with SSSS.

Case 2: On 3/3/23, a second patient was identified with SSSS. This patient was admitted on 
2/21/23 and shared the same room as the previous SSSS case. This was our first case of 
hospital-acquired SSSS at our facility.



SSSS Investigation

This led to a meeting with Infectious Disease, Infection Prevention and the clinical team in 
the unit (Nursing and Neonatologists). The decision was made to conduct baseline point 
prevalence testing of S. aureus in the NICU. We also scheduled a planned meeting with the 
Michigan Department of Health and Human Services (MDHHS) and Ascension Infection 
Control Leadership.

Case 3: Patient was admitted on 2/3/2023, and tested positive during first point prevalence 
screening on 3/13/23. The patient was placed on contact precaution and received nasal 
mupirocin. On 3/16/23, the patient developed skin lesions suspicious for SSSS. This became 
our second case of hospital-acquired SSSS.



SSSS Investigation

A point prevalence screening was performed between March 13, 2023 and May 8, 2023. 
The screening was performed weekly and on admission.  Swabs were collected from the 
anterior nares in the majority of cases. Isolates with the same antibiogram were sent out for 
whole genome sequencing. Screening was performed until no new MSSA case with identical 
antibiogram was identified. Infection prevention collaboration conference calls were held 
weekly to evaluate the effectiveness of infection control measures. 



Whole Genome Sequencing

Figure 1: Strains (according to MLST) recovered over time. Figure 2. Overall phylogeny (Neighbor-Joining Mash Tree)

1. Figure 1: Multi-locus sequence typing. 21 isolates classified as 11 sequence types (ST) and one novel ST. No linkage analysis was 
performed on the novel ST because it was the only isolate of its kind. 

2. Figure 2: Neighbor-Joining Mash Tree. Genomic analysis indicates isolates belonging to four different ST showed strong genomic 
linkages: 2 ST45 isolates, 2 ST8 isolates, 3 ST398 isolates and 3 ST2276 isolates.



Conclusion

There was evidence of transmission of SSSS in the NICU.  Infection control measures to prevent transmission 
include environmental cleaning, hand hygiene, avoiding overcrowding, and isolation of positive patients in 
addition to decolonization with nasal mupirocin and chlorhexidine baths per gestation age. Whole-genome 
sequencing analysis are invaluable tools for epidemic investigation. When applying to surveillance and 
investigation in the clinical setting, this approach may provide measures for appropriate, and effective 
interventions.



References

1. Centers for Disease Control and Prevention. https:www.cdc.gov/infectioncontrol/guidelines/nicu-saureus/
2. Delaney et al., 2013 
3. Patel et al., 2003 Staphylococcal Scalded Skin Syndrome



Two Years of Zero Harm: A Multi-Faceted 
Approach for Achieving Two Years 
Without a Catheter-Associated Urinary 
Tract Infection (CAUTI)

Alex Wells, MPH, CIC; Sarah Prascius, MPH, CIC; 

Tatiana Assenova, RN, BSN, CMS-RN; Tricia Stein, MD

APIC 2024
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Background
• Facility: 191-bed acute care hospital in Metro Detroit

– Many nursing homes and skilled nursing facilities in the surrounding area

• In 2019 and 2020, CAUTIs on the rise despite weekly device audits and indwelling 
urinary catheter indication review

• Clinical team members were encouraged to use external urine collection devices 
when possible. However, available options had varying patient and caregiver 
satisfaction.

Overall 
Count

CMS Reportable 
Count

Standardized Infection 
Ratio (SIR)

2019 5 4 0.69

2020 6 4 0.60
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Objectives
1. Reduce the number of CAUTIs in a sustainable manner

2. Provide appropriate alternatives to indwelling urinary catheters (IUC)
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Methods
Electronic Medical Record (EMR) Tools - Spring 2021

• Urine culture hard stop for patients with IUCs in place for >2 hospital days
– If a urine culture is ordered and the patient has been on an inpatient unit for >2 calendar days and 

has had an IUC for >2 calendar days, the EMR will not permit the order

• Infection Control Medical Director or their designee must approve urine cultures for 
testing if clinically indicated despite the presence of the IUC (ex. signs of pyelonephritis)



57

Electronic Medical Record (EMR) Tools - Spring 2021

• Urine culture hard stop for patients with IUCs in place for >2 hospital days
– If a urine culture is ordered and the patient has been on an inpatient unit for >2 calendar days and 

has had an IUC for >2 calendar days, the EMR will not permit the order

• Infection Control Medical Director or their designee must approve urine cultures for 
testing if clinically indicated despite the presence of the IUC (ex. signs of pyelonephritis)

Alternative Device Implementation - Summer/Fall 2022

• Introduction of new condom catheter kits

• Infection Prevention (IP) and Nursing co-led trial on male external urine pouches

• Product manufacturer educators performed on-site training and trial support

Methods
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Education - Ongoing

• Registered Nurse and Nurse Assistant skills fairs and orientations
– Aseptic urine specimen collection

– IUC maintenance bundles

• Collaboration with urine collection device manufacturer educators

Methods (continued)
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Education - Ongoing

• Registered Nurse and Nurse Assistant skills fairs and orientations
– Aseptic urine specimen collection

– IUC maintenance bundles

• Collaboration with urine collection device manufacturer educators

Weekly Indwelling Urinary Catheter Maintenance Audits  - Ongoing

• Round with unit leaders to assess the following:
– Seal between the catheter and drainage tubing present

– Catheter secured to the thigh with appropriate device

– No dependent loop in the tubing

– Drainage bag below the bladder and off the floor

– Drainage bag filled with <1000cc of urine

• Findings fixed in real time as much as possible

• Data sharing with key stakeholders – leadership and frontline team members

Methods (continued)
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• The total number of CAUTIs and associated SIR 
decreased dramatically, with a 2-year (and 
counting) sustenance

• Through collaboration between Infection 
Prevention, nursing, and supply chain, new 
male external urine collection devices were 
stocked in supply rooms through all inpatient, 
emergency, and observation departments for 
easy access

Results
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• The IP and nursing team credits the sustenance of zero CAUTI-related harm to the 
culture of high reliability created by the described interventions

• Team members providing direct patient care are aware of the expectations related to 
CAUTI prevention

• The facility plans to continue preventing placement of IUCs if another viable option 
exists, educate team members on IUC maintenance expectations, and ensure all urine 
cultures ordered when the IUC has been in place for more than two days are reviewed 
by the Infection Control Medical Director for appropriateness 

• We plan to continue these interventions, continuously assess education and supply 
needs, and adjust our CAUTI prevention program as necessary

Conclusion and Future Directions
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• CAUTI Guidelines. Centers for Disease Control and Prevention. November 5, 2015.

• Photos are from Noun Project: Free Icons & Stock Photos for Everything 
(thenounproject.com)

References

https://thenounproject.com/
https://thenounproject.com/


Two Years of Zero Harm: A Multi-Faceted Approach for Achieving Two Years Without a 
Catheter-Associated Urinary Tract Infection (CAUTI)

Alex Wells, MPH, CIC, CCSVP; Sarah Prascius, MPH, CIC; Tatiana Assenova, RN, BSN, CMS-RN; Tricia Stein, MD
Henry Ford West Bloomfield Hospital, West Bloomfield, MI

Abstract
After experiencing f ive catheter-associated urinary tract 
infections (CAUTI) in 2019 (standardized infection ratio 
[SIR] 0.69) and six in 2020 (SIR 0.6), a 191-bed acute 
care hospital w as determined to f ind a sustainable w ay 
to reduce the number of infections. Several 
interventions w ere introduced to reduce the number of 
CAUTIs, consisting of education, alternative device 
implementation, and electronic medical record (EMR) 
tools. Registered nurses (RN) and nurse assistants 
(NA) w ere reeducated on the importance of aseptic 
urine specimen collection and indw elling urinary 
catheter (IUC) maintenance bundles at annual skills 
fairs. The infection prevention (IP) and nursing team 
explored alternative external male urine collection 
devices such as condom catheters and moisture-
w icking urinary pouches. The IP team performed audits 
w ith nursing unit leaders on IUC maintenance bundle 
compliance and reported the data monthly to unit staff 
and leadership. Additionally, inappropriate urine cultures 
decreased through the implementation of a urine culture 
hard stop in the EMR to ensure urine specimens w ere 
ordered and sent only if  truly indicated. After 
implementation of these interventions, the hospital had 
one reportable CAUTI in 2021. In 2022 and 2023, zero 
w ere reported. The standardized infection ratio (SIR) 
declined from 0.69 in 2019 to 0 in 2022 and 2023. 

Objectives

Methods Conclusion
The IP and nursing team credits the 
sustenance of zero CAUTI-associated harm 
to the culture of high reliability created by 
the described interventions. Team 
members providing direct patient care are 
aware of the expectations related to CAUTI 
prevention. The facility plans to continue 
preventing placement of IUCs if another 
viable option exists, educate team 
members on IUC maintenance 
expectations, and ensure all urine cultures 
ordered when the IUC has been in place for 
three or more days are reviewed by the 
Infection Control Medical Director for 
appropriateness. We plan to continue these 
interventions, continuously assess 
education and supply needs, and adjust our 
CAUTI prevention program as necessary.

References
CAUTI Guidelines. Centers for Disease Control and 
Prevention. November 5, 2015. 

Disclosures
• Reduce the number of CAUTIs in a 

sustainable manner.
• Provide appropriate alternatives to 

indwelling urinary catheters.
We have no f inancial interests or relationships to 
disclose.

Results

Education - Ongoing
• RN and NA Skills Fairs
• Aseptic urine specimen collection
• IUC maintenance bundles
• Collaboration w ith urine collection device 

manufacturer educators

Alternative Device Implementation - Summer/Fall 2022
• Introduction of new  condom catheter kits
• IP/nursing co-led trial on male external urine pouches
• Product manufacturer educators performed on-site trial and 

training

Electronic Medical Record Tools -
Spring 2021
• Urine culture hard stop for patients w ith 

IUCs in place for >2 hospital days
• Infection Control Medical Director must 

approve urine cultures for testing if  
meeting this criteria but clinically 
indicated (ex. signs of pyelonephritis)

Weekly Indwelling Urinary Catheter Maintenance Audits -
Ongoing
• Round w ith unit leaders to assess the follow ing:

o Seal betw een the catheter and drainage tubing present
o Catheter secured to the thigh w ith appropriate device
o No dependent loop in the tubing
o Drainage bag below  the bladder and off the f loor
o Drainage bag f illed w ith <1000cc of urine

• Data sharing w ith key stakeholders

• The total number of CAUTIs and 
associated SIR decreased 
dramatically, with a 2-year (and 
counting) sustenance. 

• Through collaboration of IP, 
nursing, and supply chain, new 
male external urine collection 
devices were stocked in supply 
rooms through all inpatient, 
emergency, and observation 
departments for easy access.
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The Role of Cleaning and Disinfection in the 
Prevention of Ongoing Candida auris 

Transmission in a Surgical Intensive Care Unit

Jennifer A. Madigan, MPH, CIC; Mamta Sharma, MD, FACP, FIDSA, FSHEA; Tamika N. Anderson, MT (ASCP)cm, MPH, CIC; 
Debi A. Hopfner, RN, MSN, CIC; Alysia Stewart, RN; Nicole Nomides, MT(ASCP), MS, CIC, FAPIC; Lisa K. Sturm, MPH, CIC, FAPIC

Infection Prevention and Control, Ascension St. John Hospital, Detroit, MI, US



● Candida auris (C. auris) is an emerging multidrug-resistant fungal pathogen that spreads 
easily between hospitalized patients.

● Research shows that C. auris can contaminate the environment and survive on hospital 
surfaces for over two weeks.

● On November 20, 2022, a hospital acquired C. auris infection was identified.

● An investigation was conducted to limit spread and curb transmission of C. auris in a surgical 
intensive care unit (SICU).



● 3 rounds of point prevalence screening (PPS) were performed on potentially exposed patients (3 positive patients out of 60 screened).
● Medical record was flagged for discharged patients that had contact with a C. auris case or potentially contaminated room to alert staff to screen 

upon readmission.
● 3 cases were identified via Public Health, flagged charts, or link to SICU Room X. In total, 6 additional colonized patients were implicated in the 

outbreak investigation with 5 consecutive patients linked to one SICU room.
● Line list displaying room locations and risk factors was created.
● Admissions to SICU Room X were halted.
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Further transmission was avoided after educating all staff on proper cleaning and disinfection 
methods to prevent environmental contamination and spread of C. auris.
● appropriatesignage
● removal of all disposable items
● disinfection using an Environmental Protection AgencyList P disinfectant
● use of an electrostaticsprayer
● changing cubicle curtains upon discharge



Thank you!
JenniferMadigan 

313-343-7613
jennifer.madigan@ascension.org

mailto:jennifer.madigan@ascension.org


Reforging relationships and 
infection prevention outreach amid 
high facility staff attrition
“New IP. Who dis?”

Christine White, MPH, CIC, LTC-CIP & Ruben Juarez, MPH
Infection Prevention Unit
Division of Emerging Infectious Diseases
Michigan Department of Health and Human Services 





About the MDHHS IP Unit

Infection Prevention Resource and Assessment Team (IPRAT):
• Free
• Consultative
• Non-regulatory IPC guidance & support
• Assists congregate care settings throughout Michigan

Program Mission: Provide support to long term care Infection 
Preventionists (IPs) and Directors of Nursing (DONs). 

This support includes: 

• IPC Program Assessments
• Staff Education
• Policy Review
• Infection Preventionist Mentoring



IP Turnover: A Cause for Concern
Through facility outreach, IPRAT discovered a disturbing 

trend in a number of LTCs: 

The IP which we had worked with previously had left the 

facility and a new IP had taken over the role. 

2.3 IP Leads per Facility since 2020
(min = 1; max = 5)

Some 
facilities 

experienced 
a turnover 

of 5 IPs 
within 3 
years. 



Negative Outcomes from IP Staff Turnover

Loss of 
resources 

and 
institutional 
knowledge of 
IPC initiatives

Breakdown 
in infection 
prevention 
practices

Negative 
health 

outcomes 
for residents



Project Goals

To better understand the landscape of IPC professionals in nursing homes.

Number of IPs at facility since 

January 2020
The Hand-off Process Current Infection Preventionist



Survey Methods

Goal: 1 response per facility from the IP lead.

Collection Period |

Final Valid 
Responses:

30

Target Audience | IP / DON / Admin
at 55 Nursing Homes

2 weeks in Nov 2023

Platform | Qualtrics



13% 10%

27% 27%
23%

<6
months

6
months-
1 year

1-3 years3-5 years >5 years

Years of IP Experience

Survey Results

60% Part-Time IPs 60% IPs are DONs 30% No other assigned roles

80% Completed CDC or CMS IP 
Education Module Series Training

33% of Facilities had >1 
Person Responsible for 

IP Duties



Hand-off Process Between Prior & Current IP

53% conducted a partial 
review of IPC Risk 

Assessment

73% reviewed recent 
surveys & findings with 

new IP upon hire



Conclusion

“Being an IP in LTC/SNF 
is a very challenging 

and stressful position.”

Almost 40% of IPs in this survey did NOT have any form of hand-off prior 
to serving as the primary IP.

A hand-off process should involve the outgoing IP 
and consist of:

1. A full review of the facility’s risk assessment
2. A clear outline of all areas of concern
3. Provide all recent facility surveys
4. At minimum last one week.
5. Sharing of external IPC support contacts (e.g.,  

LHD or services like MDHHS’s IPRAT Team)



Contact Information

Christine White, MPH, CIC, LTC-CIP
Infection Preventionist
Phone: 517-582-2345
whitec35@michigan.gov 

Ruben Juarez, MPH
Epidemiologist
Phone: 989-492-4369
ruben.juarez@dhs.wisconsin.gov



Please note this schedule is subject to change. All changes and additional event details will be 
communicated via email, once confirmed.

Please direct questions to Kelsey Ostergren, Chau Nguyen, or Denise Parr

Upcoming Events

October 10th – APIC-GL Fall Conference! 

“You Have Friends in IP”
To register, click or scan the QR code:

2024 APIC Great Lakes Fall Educational Conference (givebutter.com)

November 19th - TBD

https://givebutter.com/2024APIC-GL


► APIC-GL site – webinar slides
► Our Events - APIC Chapter 077 – Great Lakes

YouTube channel– webinar 
recordings
APIC Great Lakes – YouTube

Don’t forget to subscribe! 

Session Recordings  
NOW AVAILABLE!

https://community.apic.org/greatlakes/events/recentcommunityeventsdashboard
https://www.youtube.com/channel/UCOz4fmS0iC7v_OrP3eZp6dQ


► If you have an open position you would like 
to post to the APIC-GL webpage, please 
email our web master Rebecca Battjes          
(apicgreatlakes@gmail.com)

Job Postings

Link to job board

https://community.apic.org/greatlakes/resources/new-item


Thank you for joining us today!
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