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APIC 2017 Linda Stein  

Speaker Topic Summary 

Linda Green National APIC National APIC President, welcomed 4700 attendees to the National 
Conference. Congratulations to the 2017 FAPIC awardees; Announced that 
National will be implementing a “Program of Distinction Award” applications 
will be taken in the fall 2017, this is similar to facilities receiving MAGNET 
nursing recognition. Talked about the Vision-Healthcare without infections, 
Mission, create a safer world through infection prevention and hitting the 
“sweet spot”-the intersection of science and art where infection prevention 
is truly everyone’s responsibility. Discussed the call to action, RECRUIT-
MENTOR-harness their passion, 46% of IP’s are >56 yrs. of age. Need to 
foster the profession forward. 

Kristina Sokol & 
Lisa Lande-Mayo 
Clinic 

Assessing PPE 
Competence in an Online, 
Interactive Format 

This was a fascinating presentation. During the EBOLA outbreak it was 
identified that we had a knowledge gap in applying & removing PPE with 
cross contamination. Had been using a checklist with a two man monitoring 
approach. Face to Face 46% compliance rate. Developed an interactive 
online activity that used a model for dressing and undressing using the 
correct order. And if you answer incorrectly, it gives you the rationale as to 
why it was incorrect. (Similar to dressing the paper doll). Has been received 
well by associates and hope to address learning teaching additional topics 
in a similar manner moving forward. 

Terri Bogue & Sherri 
Atherton 
Portland, VA 

Unbundling the Bundles: Using 
Apparent and Systemic Cause 
Analysis to Prevent Healthcare-
associated Infections 

The consistent use of a combination of ACA and SCA was completed for 
one year in a pediatric hospital. This practice was combined with the 
implementation of a HAI Clinical Nurse Specialist (CNS) role. During this 
time 56 central line associated blood stream infections (CLABSI), nine 
catheter associated urinary tract infections (CA-UTI), and 12 ventilator 
associated pneumonia (VAP) were reviewed utilizing the ACA and SCA 
methodology. Results: The results of the systematic review of every 
infection utilizing the ACA/SCA processes demonstrated the ability of this 
process to not only determine potential causes but it also impacted 
changes in practice that resulted in improvements. Out of the 56 CLABSI 
36 were found to have causes that were preventable and resulted in 
changed practices that reduced same cause infections. The review of CA-
UTI identified product issues that influenced insertion related CA-UTI which 
included 71% of all CA-UTI. The review of VAP cases identified issues 
related to oral care and positioning. Conclusions: 
This study found that the use of ACA and SCA to review HAIs leads to a 
better understanding of practices and processes in a facility that result in 
infections. This understanding of causes provides detailed information that 
leads to practice changes that impact the incidence of HAI and provides 
necessary support to staff. 

 


