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Agenda
• President’s Update

• Webmaster Update

• Education Update

• CAUTI: Prevention and Management Dr. Jonas Marschall, MD

• Healthcare Supply Chain 101: Suzi Collins, FAHRMM, CMRP



President’s Update

Upcoming Education
● APIC National Conference | June 15–18 | Nashville
● APIC GC Mini-Conference | Aug. 28, 2026 | Flagstaff
● SSI Journal Club with Dr. Edmiston (Google Meets)
● APIC GC Fall Conference | Oct. 16, 2026 | Phoenix

National APIC News
● New MIFU toolkit released
● CBIC board position open

Grand Canyon Chapter News/Communication Updates
● Chapter updates sent on the 6th & 20th
● Q2 Newsletter coming June 2026

Volunteers Needed
● Northern Mini-Conference
● Fall Conference
● Special Election Opportunities

https://www.cbic.org/?utm_source=chatgpt.com
https://www.cbic.org/?utm_source=chatgpt.com


Webmaster Update
New Chapter Email Address

- New support email: info@apicgrandcanyon.org
- use for all chapter communications going forward

Chapter Website
- temporary website live at www.apicgrandcanyon.org
- main page redirects to our official chapter website 
- continue to using chapter website for all updates still

mailto:info@apicgrandcanyon.org
http://www.apicgrandcanyon.org


Nominating and Awards Update
Special Election Announcement 

- Nomination period: May 25th - June 5th 
- open to all eligible chapter members 

Open Positions
- Member at Large
- Recording Secretary 
- Membership Secretary 

Communication will be sent on May 25th. 



Education Update
• Q2 Newsletter coming in June
• July Webinar hosted by UVDI- July 17th



Membership Committee Update
• Outreach and Recruitment
• Brochures are now available! 



CAUTI 
prevention and management

Jonas Marschall, MD

Division of Infectious Diseases

May 22, 2026

AZ APIC Chapter

No conflicts of interest to declare



Diagnosis? Cause?

• 59-yo obese F with poorly controlled diabetes and chronic renal 
insufficiency, with hematopyuria x weeks 

• Got 1 week of ciprofloxacin, then 10 days of Bactrim

• Cystoscopy, coagula seen, catheter placement

• The next day, fever, nausea, abdominal pain

• CT: gas, left kidney
textbook

our patient



CAASB

CAUTI

Bacteriuria in a catheterized individual

Outpatient

Home care

Long term care

Hospitalized

Critical care



Risk factors for CAUTI – modifiable or 
not?
• The catheter

• Unnecessary placement

• Prolonged catheterization

• Improper insertion
• Lack of hand hygiene

• Incorrect technique

• Improper maintenance
• Not keeping a closed system

• Not securing the catheter 

• Older age

• Diabetes

• Female sex

• Structural urological 
abnormalities



Surveillance - a key CAUTI metric  

Gastmeier et al, J Hosp Infect 2011; 78:41-44.

• Requires standard  
definition (eg, CDC 
NHSN)

• Measurement over time

• Basis for benchmarking

• Figure shows CAUTI 
surveillance curve based 
on 267 ICUs in Germany

https://www.cdc.gov/nhsn/pdfs/pscmanual/7psccauticurrent.pdf



“Next generation surveillance”



• Before/after prevention studies

• Stratified by countries’ economic 
status

🡪 42% of CAUTI “preventable” 

Schreiber et al, Infect Control Hosp Epidemiol 2018:39:1277–

1295.   



The life cycle of the urinary catheter …and how to 

disrupt it



• Part of the 
SHEA/IDSA/APIC 
compendium of 
prevention strategies

• Succinct source of 
guidance on 
preventive measures

Patel et al, Infect Control Hosp Epidemiol 2023; 44: 

1209



One of the earliest indication lists, in an 
ED

• Why? Because up to 50% have no 
indication 

Gokula et al, AJIC 2007; 35: 589. 



Ann Arbor criteria for appropriate use…

Meddings et al, Ann Arbor criteria for appropriate urinary catheter use in hospitalized medical patients, Ann Intern Med 2015.



Houdini criteria for justified urinary 
catheterization
✔ Gross Hematuria

✔ Urinary Obstruction

✔ Urologic surgery

✔ Open sacral Decubitus ulcers in incontinent patients 

✔ Need for tracking Ins & outs (I&O) for instability 

✔ “No code”/comfort care/hospice care

✔ Immobility due to physical constraints

(a nurse-driven intervention)

Trovillion et al, SHEA Spring Meeting 2011, Dallas TX (abstract 

#592)



Teaching the right insertion technique

• Key points:

• Educational videoclips: Available from 
Youtube et al



Evaluating the catheter: 
Reminders & stop orders

Meddings et al, Clin Infect Dis 

2010;51:550.
(Re-catheterization rates similar across groups)



30 included studies

Effect of ICU rounds:

↓ in-hospital mortality

↓ LOS

↓ 30-day mortality 

↓ CAUTI rate

↓ CLABSI rate

MacKinnon et al, Crit Care Explorations 2024.





A new alternative to Foleys

Uhr et al, Can J Urol 2021;26(3):10670.



Not recommended: coated catheters

• Antibiotic 
prophylaxis at 
catheter insertion

• Catheter irrigation

• Routine catheter 
exchange

Gauhar et al, J Clin Med 2022;11:4463. 

Pickard et al, Lancet 2012 (no difference with silver coating, slight but not clinically meaningful difference with 

nitrofurazone).



CAUTI bundles!

• Avoid unnecessary catheterization

• Aseptic insertion technique

• Proper catheter maintenance

• Daily catheter assessment

Meddings et al: Systematic Review of Interventions to Reduce Urinary 

Tract Infection in Nursing Home Residents. J Hosp Med 2017;12(5):356-

368.

Saint et al, NEJM 2016;374:2111-9.



At BUMCP, HAI dashboard:



• Geriatric patient population in a 
Berlin medical center, part of the 
German KISS system

• Champion-led intervention

• Feedback of surveillance

• Training in aseptic insertion & 
maintenance

• Daily assessment and timely 
removal

• Catheter utilization dropped by 20%

Mrziglod et al, BMC ID 2023;23:94.



CAUTI intervention tools – Switzerland
Intervention manual
Materials: Indication list, pocket card, eye catcher, training video
Application (“CCM-CAUTI”) for observation of catheter insertion
Train-the-trainer workshops, group coachings

training video
smartphone app 

CCM-CAUTI

eye catcher

indication list

pocket card
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Incentiziving preventive measures

• Centers for Medicare and 
Medicaid Services (CMS.gov) 
changed their approach in 2008

• Reduction in reimbursement to 
hospitals depending on their 
reported CAUTI rate

• Triggered more systemic quality 
improvement initiatives

https://www.cms.gov/medicare/quality/value-based-programs/hospital-acquired-conditions



Device 

stewardship

Diagnostic 

stewardship
Antimicrobial 

stewardship



CAUTI: Management

• Urine culture

• Treat if significant 
bacteriuria & 
signs/symptoms 
present

• Don’t treat CAASB

• Treat for 7-14 days

• Remove the 
catheter (and 
replace if needed)

https://www.ecdc.europa.eu/en/publications-data/directory-guidance-prevention-and-control/healthcare-associated-

infections-2



• Prospective study in 12 Michigan nursing homes

• 182 clinically diagnosed CAUTIs
• 28% mental status changes

• 21% febrile

• 13% leukocytosis

• Only 32% met NHSN criteria (fever >38.0°C, suprapubic tenderness, 
costovertebral angle pain or tenderness, urinary urgency, frequency, or dysuria)

Armbruster et al, J Am Geriatr Soc 2017;65:395–

401.



Presentation in critically ill patients…

• Dysuria, hesitancy, urgency 🡪 cannot be used with catheter in 
place

• Suprapubic tenderness 🡪 able to report?

• Flank pain 🡪 able to report?

• Fever

• Hypotension



Getting a sample (if symptoms c/w UTI)

• Aspect of sample

• Microscopy

• Dipstick test

Courtesy of 

uptodate.com

File:Pyuria2011.JPG

File:Pyuria.JPG
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NHSN surveillance definition, simplified

• Catheter: placement is day 1, earliest CAUTI event on day 3             
(if catheter removed, event can be day after removal)

• Clinical: fever, (dysuria/urgency/hesitancy), flank pain, 
suprapubic tenderness

• Microbiological: 1-2 bacteria, at 10^5 cfu/ml each

https://www.cdc.gov/nhsn/pdfs/pscmanual/7psccauticurrent.pdf



Urine culture: The “uropathogens”

NHSN, 2011-14

Foxman B. The epidemiology of urinary tract 

infections. Nature Rev Urol 2010; 7:653–660.

Weiner et al, Infect Control Hosp Epidemiol 2016;37:11.



National data, Switzerland 2019

• National antibiotic resistance center, 
one calendar year

• CAUTI=urine culture from patient 
with catheter in place

D’Incau et al, Antimicrob Steward Healthc Epidemiol 2023;3:e55.



Clinical manifestations of urogenital infections

Urethritis    Cystitis    Prostatitis    Pyelonephritis     Abscess       Urosepsis

Increasing severity



What treatment to start empirically?

• Recommendations for CAUTI usually follow those 
for “complicated UTI”

• No systemic illness: Ciprofloxacin, levofloxacin; 
alternatives are nitrofurantoin or TMP-SMZ; 
ceftriaxone if no oral intake

• Systemic illness: ceftriaxone, piperacillin-
tazobactam, cefepime, ertapenem/meropenem, 
ceftazidime-avibactam

• Know your local resistance epidemiology!

NICE guidelines, UK: Urinary tract infection (catheter-associated) – antimicrobial prescribing, 2018. 

EAU guidelines: Urological infections, 2017. Many other sources of guidance….!



Consult 
Banner 
antibiograms! 
(here, BUMCP)

• Educates on 
local resistance 
epidemiology

• Can inform 
empiric 
treatment



Resistance, urinary E. coli isolates among adult 
inpatients – Switzerland, 2024
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Comparative effectiveness of antibiotics for 
uncomplicated UTI: A network meta-analysis

Knottnerus et al, Family Practice 2012; 29:659-

670. 



One of very few RCTs…
• Small (n=55) non-

inferiority trial, 10% 
margin

• All achieved clinical 
cure

• More recurrences in 
those with short 
treatment & catheter 
exchange
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Darouiche et al, 

Arch Phys Med 

Rehabil 

2014;95:290.

5 days, catheter out 10 days, keep catheter



Does the Foley need to be 
removed/exchanged?
• Prospective, non-interventional study

• 315 patients, average age 79

• Indwelling catheter for min 7 days and diagnosis of symptomatic UTI

• 98 had catheter replaced - 217 did not

Babich et al, J Am Geriatr Soc 2018;66:1779-84. (recommendation to exchange based on Raz et al, 

2000)



Head-to-head trials in CAUTI? None
• Data from a population-based cohort of non-hospitalized adults

Langford et al, Antimicrob Stewardship & Healthc Epidemiol 2023;3: e132, 

1–8.



Duration of treatment for febrile UTI and 
pyelonephritis

Schneider-Smith et al, IDweek Boston 2023 (poster 1214). Eliakim-Raz et al, JAC 

2013;68:2183.

• Odds ratio of treatment 
failure after short vs long 
antibiotic course

• OR <1 favors short course

• Most compared 7 to 14 
days of treatment

(not focusing on CAUTI)



7 days of treatment 
for BSI is non-inferior 
to 14

• Multicenter, non-inferiority 
trial

• 74 hospitals, 3,608 
patients

• 55% in critical care units

• Urogenital source in 1,523 
(42.2%) 

• E. coli and Klebsiella 
responsible for 60%

• 7 vs 14 days

Daneman et al, N Engl J Med 2025;392(11):1065-1078..



Advani et al, ICHE 2024. Schweiger et al, J Hosp Infect 2020. 

Just infection?



Take home messages

• The topic CAUTI combines opportunities for diagnostic, device and 
antimicrobial stewardship

• Preventive measures can be bundled and often address 1) catheter 
indication, 2) proper technique, and 3) daily reevaluation

• Treatment includes urine culturing, catheter removal and empiric 
antibiotics for UTI – with a duration as short as 7 days if prompt 
clinical response

• It’s time to get familiar with AI in infection prevention 

Trautner and Gupta. CAUTI in adults. Uptodate.com.

Scruggs-Wodkowski E, Kidder I, Meddings J, Patel PK. Urinary catheter-associated infections. Infect Dis Clin N Am 2024; 38:713-729.



Thanks!

jmarschall@arizona.edu



Presenter Evaluation



Healthcare Supply Chain 101
Suzi Collins, FAHRMM, CMRP



What is Supply Chain?

Merrium-Webster defines it as: 

the chain of processes, 

businesses, etc. by which a 

commodity is produced and 

distributed : the companies, 

materials, and systems 

involved in manufacturing and 

delivering goods



What and who is supply chain? 

Supply 

Chain 

Site 

Leader(s)

Corporate Supply 

Chain – Senior 

Leaders

Value Analysis 

Physicians

Manufacturer 

Representative

Nursing

Who are all the players? 

Supply Chain is a team sport! 

The collaboration between all 

the different players is critical 

for success in supply logistics, 

sourcing, procurement and 

contracting.



Daily operations

Where does it begin? 

This is a chicken and the egg 

situation.  

It truly begins with 

collaboration, then product 

arrives at the hospital and then 

supply chain team associates 

get those products to where 

they are needed.



How do supplies arrive?
Warehouse/Stock items- 90% come from 

distribution partner such as Medline or Cardinal. 

• May have daily deliveries

• Carry the commonly used items stocked 

everywhere in pars

• Stocked and delivered inside the 

hospital

• Norm is a 2 week on hand level

“Non-Stock”- just like it sounds; items that come 

from the outside and directly to the department

• Physician preference

• Higher dollar

• Can have several sizes of the same 

products and all sizes are “needed” 

• Often left to the departments to manager 

but not their expertise

Where does it all come from?  

Distribution

OEM- Original 

Equipment Manufacturer

Self Distribution



• GPO (Group Purchasing Organization)

– Hospitals have a cost in working with a GPO 

– Saves hospitals from negotiating everything 

from gauze to $12,000 mesh

– Includes capital and purchased services

– HSCA, Healthcare Supply Chain Association 

suggests they decrease spend by $55B a year

– Compliance is the only thing that makes this 

work because without compliance the wheels 

come off the bus

How do we contract?

GPO

Contracting Team

Collaborate with others



Staffing

Many different 

types of budgets.

Operational 

Supply Costs

How do we operate? 

• Most Supply Chains report up 

through finance

• Understanding budgets for 

departments is key

• Managing the vendor 

relationships 

• Knowing our physicians and 

collaborating with them



Q1 Q2 Q3 Q4

Capital Needs

• Must be planned and 

budgeted

• Follow policy to avoid 

missing the opportunity for 

amortization of assets

• Coordination with finance 

and C-Suite

• Need to understand cost of 

the disposibles



How to help get a real roi 
▪ Get the true total cost of ownership from the vendor

▪ Service agreements

▪ Ongoing support costs

▪ Disposables and/or consumption agreements

▪ Understand how often the supply will be used and will it generate new 

revenue?

▪ Do your own research and not just marketing information from vendor

▪ Is this net new or replacing something.  If net new and something isn’t 

leaving the shelf; it is adding “cost” to that service line 

▪ Are there additional needs after the use? 

▪ Example- Patient wound vac used in the OR case only to then convert 

patient to “at home” wound vac.  Adds cost of the internal rental which 

could have been avoided with going directly to “at home” vac.

▪ Example- During value analysis; it is only going to be used with knees 

cases and then scope creep happens with other types of orthopedic cases.  

Usages goes beyond planned use and coding may not get done accurately

▪ Focus on the pillars of telling the story or the want.  Did they answer the 

people, problem/solution, purpose and payoff.  Must be more than “Dr. 

Jones wants to use this…”

The Details Matter!

• Total cost of ownership

• Support

• Potential negative revenue

• FDA compliance does NOT 

equal insurance companies 

approving/paying for use



This Photo by Unknown Author is licensed under CC BY-SA-NC

Low hanging fruit…

• Linen

• Trash

• RT products

• Stored records past their 

holding time

• Review of slow turning 

inventory 

Savings opportunities!

https://www.flickr.com/photos/gem66/2398853037/
https://creativecommons.org/licenses/by-nc-sa/3.0/
https://creativecommons.org/licenses/by-nc-sa/3.0/
https://creativecommons.org/licenses/by-nc-sa/3.0/
https://creativecommons.org/licenses/by-nc-sa/3.0/
https://creativecommons.org/licenses/by-nc-sa/3.0/


How can you help us? 

▪ Waste is prevalent when you don’t have dedicated 

processes

▪ Lack of time may add to over ordering

▪ Expiration management isn’t proactive

▪ Let us be your partner in improving outcomes!

▪ Collaborate with the Value Analysis team so we don’t bring 

in products that impact infection control but also you 

ensure vendors know to follow the process for bringing in 

new items

▪ Gatekeepers

▪ None of us want vendors bringing in products that are not 

approved or using non-approved products in cases

Why should Supply Chain be 

involved in your clinical care?

• We know the processes that help 

support lowering cots

• Systems and technology to 

support inventory management

• We can be gatekeepers

• Our teams do supply chain 

everyday and just like physicians 

have specialties it is we are the 

best at management of logistics



Partnering with Supply Chain

• Schedule quarterly meetings with 

your supply chain team

• Help educate supply chain team 

members when new products are 

coming in and not just the clinicians

• Celebrate wins on product 

conversions 

• Create an environment of supporting 

the goals of both patient care as well 

as financial outcomes. 



• Local AHRMM chapter

• AHRMM Affiliated Chapters | AHRMM

• WAHRMM - Arizona

• Follow folks on social media like Power 

Supply, Beyond Clean and First Case

• Listen to podcasts on Power Supply- great 

conversations

• Look for groups on LinkedIn focused on 

Supply Chain

• Educate yourself and understand healthcare 

supply chain

• Google alerts for healthcare supply chain 

and/or vendors

• Follow me! Suzi Collins, CMRP or 

#suzidoessupplychain

How can you learn more? 

• Podcasts about Supply Chain

• LinkedIn groups

• Follow me! 

• Google alerts

• Local chapter of supply chain 

professionals

https://www.ahrmm.org/ahrmm-affiliated-chapters
https://www.ahrmm.org/ahrmm-affiliated-chapters
https://www.wahrmm.org/ahmma
https://www.wahrmm.org/ahmma
https://www.wahrmm.org/ahmma
https://www.wahrmm.org/ahmma


Q & A

This Photo by Unknown Author is licensed under CC BY-SA

https://www.picpedia.org/chalkboard/t/thank-you.html
https://creativecommons.org/licenses/by-sa/3.0/
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https://creativecommons.org/licenses/by-sa/3.0/


Presenter Evaluation



SSI Questions for Dr. Edmiston



This Photo by Unknown Author is licensed under CC BY-SA
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