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MY BUGABOO

A microbiological

overview of

BY IRENA KENNELEY, PhD, RN, CNE, CIC, FAPIC

GREETINGS FELLOW INFECTION PREVENTIONISTS!
The science of infectious diseases involves hundreds of bacteria, viruses, fungi, and protozoa. The amount of information available about microbial
organisms poses a special problem to infection preventionists (IPs). Obviously, the impact of microbial disease cannot be overstated. Traditionally, the
teaching of microbiology has been based mostly on memorization of facts (the “bug parade”). However, too much information makes it difficult to tease
out what is important and directly applicable to practice. This issue’s My Bugaboo column features information about the human pathogen Brucella. The
intention is to convey succinct information to busy IPs about this cause of relevant recent outbreaks.

Please feel free to contact the author with questions, suggestions, and comments at irena@case.edu.

Brucella is an important zoonotic patho-
gen that occasionally causes human disease.
It is a gram-negative coccobacillus that grows
slowly in the laboratory (taking about a week
or more to grow) and requires complex
media.! The Centers for Disease Control and
Prevention (CDC) categorizes brucellosis as
a Class B agent of bioterrorism.?

Brucella is named after Sir David Bruce,
who first identified the organism as the cause
of undulant fever. Currently, four species
are known to be associated with brucellosis
in humans:

e B. abortus: In humans, this species causes
a mild disease with pyogenic formation
(pus). It is also associated with abortion
in humans and animals.

* B. melitensis: This species was discov-
ered on the island of Malta, where the
first outbreak was recognized by Bruce;
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it causes severe, acute disease, often with

complications.

e B. suis: This pig (swine) pathogen causes
chronic, pyogenic, destructive disease.

e B. canis: This dog (canine) pathogen is
associated with mild disease with pyogenic
formation.

After initial exposure, the organisms are
phagocytosed by macrophages and mono-
cytes and become intracellular parasites of
the reticuloendothelial system. Phagocytes
carry the bacteria to the spleen, liver, bone
marrow, lymph nodes, and kidneys.!

Brucellosis is a bacterial disease that
affects many kinds of animals, including
sheep, goats, cattle, deer, elk, pigs, and dogs.
In humans, brucellosis can manifest with
flu-like symptoms, such as fever, sweating,
headaches, back pain, and generalized overall

weakness. Symptoms begin anywhere from 5
to 60 days after exposure.'? In serious cases,
the central nervous system and the lining of
the heart may be affected, and one form of
the disease may cause long-lasting symp-
toms, such as recurrent fevers, joint pain, and
fatigue. Brucella can also cause miscarriage
and other pregnancy complications.

Recent brucellosis outbreaks have
occurred in the United States. In November
2017, the CDC reported that people in four
states—Connecticut, New Jersey, New York,
and Rhode Island—became infected with
B. abortus from ingesting raw milk.?

Brucella may be spread from animals to
people in three main ways:
* Ingestion: Brucella bacteria in the raw
milk of infected animals can spread







to humans who ingest unpasteurized
milk, ice cream, butter, and cheeses.
Transmission can also occur by ingesting
raw or undercooked meat from infected
animals. This is one reason why pregnant
women should not consume dairy prod-
ucts made with raw milk or eat under-
cooked meats.

Inhalation: Brucella bacteria spread
quickly and easily in the air. Farmers,
laboratory technicians, and slaughterhouse
workers can inhale the bacteria.

Direct contact: Brucella in the blood,
semen, or placenta of an infected animal
can enter a person’s bloodstream through
a cut or other wound. Regular interac-
tion with pets and other animals, such as
touching, brushing, or playing, does not
cause infection, and people rarely get bru-
cellosis from their pets or animals at a pet-
ting zoo. However, immunocompromised

individuals should avoid contact with dogs

known to have the disease.!

Brucella is not transmitted from person to
person except, rarely, via banked spermato-
zoa or sexual contact.*

INDIVIDUALS AT HIGHER RISK
Individuals who work with animals or

come into contact with infected blood with-

out barrier precautions are at higher risk of

brucellosis."? People at higher risk include:

* Veterinarians

* Dairy farmers

e Ranchers

¢ Slaughterhouse workers

e Hunters

* Microbiologists

COMPLICATIONS
Brucellosis can affect the reproductive sys-
tem, liver, heart, and central nervous system.

3D illustration of Brucella bacteria. These gram-negative pleomorphic bacteria can be transmitted by direct contact with infected animals or by ingesting contaminated milk.

Chronic brucellosis can cause complications
in just one organ, or systemically.! Potential
complications include:

¢ Endocarditis: An infection of the heart’s
inner lining, endocarditis is one of the
most severe complications of brucellosis.
If untreated, the heart valves can be dam-
aged or destroyed, which is the primary
cause of brucellosis-related deaths.

e Arthritis: Joint infection produces pain,
stiffness, and swelling in the joints, espe-
cially the knees, hips, ankles, wrists,
and spine. Spondylitis, a specific type of
inflammation of the joints between the
vertebrae of the spine or between the spine
and pelvis, can be particularly hard to treat
and may cause lasting damage.

¢ Inflammation and infection of the tes-
ticles (epididymo-orchitis): If infection of
the epididymis occurs, it can spread to the
testicles, causing severe swelling and pain.
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¢ Inflammation and infection of the
liver and spleen (hepatosplenomegaly):
Brucellosis causes these organs to enlarge.

¢ Central nervous system infections:
Brucellosis complications can include
life-threatening illnesses such as menin-
gitis and encephalitis (inflammation of
the brain).

Table 1 summarizes the laboratory crite-
ria for diagnosis. According to the CDC,
a case may be considered probable if it is
epidemiologically linked to a confirmed
human or animal brucellosis case, or there
is presumptive, but not definitive, laboratory
evidence of infection.’

According to the CDC guidelines for
isolation in healthcare settings, patients
hospitalized with brucellosis need standard
precautions. The CDC also recommends
provision of antimicrobial prophylaxis to
individuals subject to laboratory exposure
(inhalation).>’ If brucellosis is diagnosed,
the recommended treatment is generally
the antibiotics doxycycline and rifampin
in combination for at least 6 to 8 weeks.®

To reduce the risk of getting brucellosis,
the following precautions are recommended:
¢ Avoid raw milk and unpasteurized

dairy foods. As noted, a few outbreaks

of brucellosis in the U.S. have been linked
to raw dairy products from domestic
farms. Unpasteurized milk, cheese, and
ice cream from other countries should
also be avoided.

¢ Cook meat thoroughly. Meat should be
cooked until it reaches an internal tem-
perature of 145°F to 165°F (63°C to 74°C).

When dining out, order beef and pork that

is at least medium-well done.

* Wear gloves. Standard Precautions are
recommended for veterinarians, farmers,

Table 1. Laboratory criteria for diagnosis®

e Culture and identification of Brucella spp. from clinical specimens

e Evidence of a fourfold or greater rise in Brucella antibody titer between
acute- and convalescent-phase serum specimens obtained greater than

or equal to two weeks apart
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hunters, and slaughterhouse workers, espe-
cially when handling sick or dead animals
or animal tissue or when assisting an ani-
mal giving birth.

* Take safety precautions in high-risk
workplaces. Laboratory workers should
handle all specimens under appropri-
ate biosafety conditions. Lab personnel
who have been exposed must be treated
promptly.

* Vaccinate domestic animals. In the
U.S., brucellosis has nearly been elimi-
nated due to aggressive vaccination
programs of livestock. The brucellosis
vaccine is a live vaccine; anyone who has a
needle stick while vaccinating an animal

should be treated.

Brucellosis has been a nationally notifiable
disease since 1944. It is a Class B reportable
disease, which means it must be reported
to the local public health department where
the patient resides by the close of the next
business day after the case or suspected case
presents and/or a positive laboratory result
occurs. If the patient’s residence is unknown,
report the confirmed or suspected case to the
local public health department in which the
reporting healthcare provider or laboratory
is located.” P

Irena Kenneley, PhD, RN, CNE, CIC, FAPIC,

is a professor at Case Western Reserve University,

Frances Payne Bolton School of Nursing in

Cleveland, Ohio. She serves on the APIC Board of
Directors and is a past member of the Prevention

Strategist editorial panel.
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Crafting a shared vision

of the future of the infection preventionist

Consensus conference brings diverse stakeholders together

BY JENNIFER J. SALOPEK

n a hotel ballroom, under a ceiling covered

in gold sequins, 43 participants gathered in

November 2018 in Crystal City, Virginia—coin-

cidentally, the same week Amazon announced
its new headquarters location there—to craft a
shared vision of the future of infection preven-
tion and control (IPC). “The Role of the Infection
Preventionist in a Transformed Healthcare System:
Meeting Healthcare Needs in the 21st Century”
convened internal and external stakeholders for two
and a half days of discussions about their changing
profession as a graphic recorder documented the
conversation in illustrated form. In the context
of healthcare costs that continue to represent an
increasing share of gross domestic product, an aging
population, pressing concerns about quality and
safety, and payment reform, participants considered
how the changing role of infection preventionists
(IPs) can help to surmount these challenges. The
conference was both an end and a beginning: the
culmination of a year of planning and the forerun-
ner to a strategic planning exercise designed to
guide APIC and the profession until 2025.

APIC’s current strategic plan has guided the
organization for the past eight years and extends
to the end of 2019. Organizational leadership
wanted to build on its successes as they formulate
their next one, according to Katrina Crist, MBA,
CAE, APIC’s chief executive officer. “While our
current plan has helped us to move the needle in a
larger way, we want to continue that thinking and
focus on advancing its components more quickly,”
she said. In December 2017, the APIC Board of
Directors approved the budget for a consensus
conference that could imagine the future of the
profession more broadly and inform the organiza-
tion’s next strategic plan.

Linda Greene, RN, MPS, CIC, FAPIC, was
president of APIC’s board in 2017. “We had a desire
to map out the future and knew that we wanted
it to be more than just ourselves. We needed a
30,000-foot view,” she said.

A steering committee was formed:

* Mary Lou Manning, PhD, CRNP, CIC,

FAAN, FAPIC
* Denise Murphy, RN, BSN, MPH, CIC,

CPPS, FAAN, FAPIC
e Elizabeth Wallace, MPH, CIC, FAPIC
* Marc-Oliver Wright, MT(ASCP), MS,

CIC, FAPIC

The group retained Silver Pennies
Consulting to help formulate the structure
of the conference. Although Silver Pennies
Principal Jann Skelton had extensive prior
experience in planning consensus con-
ferences, she found APIC’s vision “fantastic and
unique.”

“The APIC board and conference steering com-
mittee wanted to create an opportunity for confer-
ees to set the future direction and provide input
on the future role of IPs, with no preconceived

The Whole Group-conferees,
steering committee, board
members, facilitators, and
staff.

Consensus Conference
Steering Committee.
From L-R: Marc-Oliver
Wright, Beth Wallace,
Mary Lou Manning,
Denise Murphy.
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notions,” she says. “They truly embraced the pro-

cess. It can be difficult for organizations not to be
prescriptive. The board, the committee, and the
staff were willing to let things evolve.”

Planning began in earnest in March 2018. It
was informed in part by a spring research proj-
ect conducted by APIC, that strove to understand
how C-level hospital executives view IPC, and their
expectations for the future. The survey revealed:

The steering committee,
which met every

two weeks, began
brainstorming: Whom
to invite? Guided by

the four overarching

. ¢ Patient safety and quality is a top concern for
themes, committee aueny P

hospital executives.

members mapped out ¢ The influence of the IP appears to be increasing
representation, seeking in many hospitals.

halance between and * Nearly all respondents (97 percent) expect their
within workgroups. facility’s IP(s) to track and monitor activities to

identify hospital-associated infections (HAIs).
Working with Skelton, Crist, and Carlos Fulcher,
MBA, CAE, APIC’s executive vice president, the
steering committee devised four major themes for
discussion by participants:
1. Reimagining the IP Role: The Future of IPC
in a Transformed Healthcare System
2. Preparing IPs for Enhanced Leadership Roles
Across the Continuum of Care
3. Developing Strategies that Support the IP’s
Practice Across the Continuum of Care
4.Building the Business Case for an Enhanced
IP Role
Quickly, the idea of involving multiple
stakeholders, including those outside APIC
membership and even outside the profes-

sion, became a priority.

“Wee felt that the participation of invested
stakeholders would bring diversity of thought
and perspective, lend credibility, and increase
the likelihood of success,” Crist said.

The steering committee, which met every two
weeks, began brainstorming: Whom to invite?
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Guided by the four overarching themes, commit-
tee members mapped out representation, seeking
balance between and within workgroups. “We were
seeking collective wisdom, a cross-fertilization that
would benefit the individuals as well as APIC,” said
Mary Lou Manning, PhD, CRNP, CIC, FAAN,
FAPIC, who served as conference chair.

“The unique composition of those groups was
meaningful and very effective,” said Skelton. “A
lot of resources were put into those decisions, and
the outcomes were really strong.”

Through an invitation process Crist described
as “high-touch,” featuring much one-on-one con-
tact, stakeholder participants were recruited to
come to Crystal City. The 43 attendees included
representatives from medical centers, government
agencies, ambulatory care, long-term care facili-
ties, dialysis centers, home care, and professional
societies. Each was assigned to one of four work-
groups. They were provided with information and
materials in advance, including a curated collection
of articles. “We tried to put everyone on the same
page,” Crist said.

Although current APIC board members attended
the consensus conference, they did so only as
observers. This was a unique twist, said Skelton.

“Not including board members as participants
was a very brave decision and a demonstration of
real leadership,” she said.

“The payment structure in healthcare is likely
to change radically,” said Janet Haas, PhD, RN,
CIC, FSHEA, FAPIC, 2018 APIC board president.
“We realized that we may not have our fingers on
the pulse of that change as well as others on the
business side.

“We also knew we needed to get out of the ‘echo
chamber,” she continued. “Even so, it was a little
hard to sit on our hands.”

LOOKING INTO THE FUTURE

Express Scripts Senior Vice President and Chief
Medical Officer Steve Miller, MD, MBA, delivered
the conference keynote address, kicking off the








discussions with a review of the contributions of
IPs to healthcare over the past century. Noting that
infection control is essential in every healthcare
service and specialty, he also emphasized that it
is critical both to patient safety and to reining in
costs. HAIs result in direct medical costs of at least
$28.4 billion each year, as well as 72,000 patient
deaths. Conditions are favorable for underscoring
the importance of IPC, as value-based reimburse-
ment drives cost-reduction initiatives in hospitals
and infection becomes even less acceptable.

“Avoiding HAIs is critical to improving health-
care,” Miller said.

He also addressed the topic of antibiotic resis-
tance and urged attendees to assume responsibility
for antibiotic overuse. Resistance has caused at least
2 million illnesses and 23,000 deaths, according
to CDC estimates.

The future of IPC, he said, rests on creating
a business case tied to national competition and
capitated bundles. That change requires leadership,
and developing the necessary skills to drive change:
¢ Mission focus
¢ Trust and belief in people
¢ Training and measurement systems
¢ Communication and empathy
* Fewer meetings, more work

Next, each of the four steering committee mem-
bers partnered with two workgroup colleagues to
provide an overview of each of the four main top-
ics, charging their fellow participants to answer its
“Golden Question.” For example, for Workgroup
#1, Reimagining the IP Role: The Future of IPC
in a Transformed Healthcare System, the question
was, “‘How could the IP’s role be reimagined to
provide more broad-based, value-driven contribu-
tions to the healthcare system?”

In her introduction, Manning noted that there
are some things IPs take for granted: how the
healthcare professional workforce is educated,
settings in which IPs care for patients, and times
when IPs care for patients. All of these paradigms
are shifting, noted Mike Bell, MD, deputy director,
CDC Division of Healthcare Quality Promotion.

There is a shift toward extreme high acuity in
hospitals, he said. “IPs can be co-located with those
patients and lend valuable expertise. IPs should be
patient advocates and protectors and can serve as
the principal allies of frontline nurses.”

For Workgroup #2, Preparing IPs for Enhanced
Leadership Roles Across the Continuum of Care,
the question was, “How can we identify and
develop leaders and keep them in the field at all
levels of practice?” “It’s important to recognize
the profession’s strengths and successes as we look
into the future. We have an opportunity to lead as
a country and to help other countries improve in

this time of globalization,” said Lisa Maragakis,
MD, MPH, FSHEA, FIDSA, associate professor of
medicine at The Johns Hopkins University School
of Medicine in Baltimore.

Workgroup #3 was focused on Developing
Strategies that Support the IP’s Practice Across
the Continuum of Care. Its question: “How can
IPs leverage data, emerging technologies, and their
unique knowledge and skills to improve effective-
ness and patient safety as the healthcare environ-
ment expands beyond traditional settings?” Carolyn
Kiefer, BSN, RN, CIC, an IP at Carilion Medical
Center in Roanoke, Virginia, noted that opportuni-
ties for ambulatory infection prevention extend even
to such nontraditional settings as health clinics in
truck stops. Key skills will include disinfection/ster-
ilization, injection safety, surveillance, antimicrobial
stewardship, and case management.

.

The future of IPC,
Miller said, rests on
creating a business
case tied to national
competition and
capitated bundles.
That change requires
leadership, and
developing the
necessary skills to
drive change.

Express Scripts Senior

Vice President and Chief Medical

Officer Steve Miller, MD, MBA

www.apic.org | 55







“It makes you pause
to see what was
produced in only two
and a half days. You
could see and feel
the pride in the room
at the end, and that
people felt their time
was put to good use,”
Crist said.

Silver Pennies Principal
Jann Skelton.

The fourth workgroup considered Building
the Business Case for an Enhanced IP Role as
it sought to answer the question, “How can
IPC programs position themselves to leverage
their value and create opportunities for revenue

generation?” Data is key here, noted Timothy
Wiemken, PhD, MPH, CIC, FAPIC, asso-
ciate professor in the Center for Outcomes

Research at St. Louis University.

“Data is important to making our jobs more
efficient, but data alone is meaningless. We need
robust analytics to generate actionable intel-
ligence.” Gathering data can be expensive, he
allowed, but he observed that IPs can use the data
they already have to facilitate decision making and
educate physician leadership.

STRATEGY SESSIONS
AND STICKY NOTES

Over the next 48 hours, the workgroups would
strive to answer key questions in a series of three
strategy sessions, rolling up to recommendations
that would help to answer the Golden Question
for each. Skelton and her colleagues facilitated the
strategy sessions, using creativity and innovation
tools designed by Bob King of Goal QPC. These
included brainwriting, affinity diagrams, and an
interrelationship diagraph.

Sarah Smathers, MPH, CIC, FAPIC, par-
ticipated as a member of Workgroup #1, which
focused on reimagining the role of the IP. “It was

\ really smart to invite nonmembers,” she said. “It

was a chance to generate new ideas, and they were
pushing us to think differently.”

In the brainwriting exercise, each participant
silently filled one sticky note after another with
ideas. All of these ideas—Iliterally hundreds in
total—were recorded and categorized. One of the
challenges of the imagining process, Smathers
noted, was to focus on generating recommenda-
tions without getting bogged down in the specifics
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of how they would be realized and implemented.
“We had to get out of our own way to envision the
ideal,” she said.

Hilary Babcock, MD, MPH, FIDSA, FSHEA,
who was a member of Workgroup #3, observed,
“Managing a lot of professional people with a lot
of opinions is challenging, but the facilitators did a
great job of making sure we made good use of our
time and ensured sufficient discussion,” she says.
Babcock is an associate professor of medicine in
the Division of Infectious Diseases at Washington
University School of Medicine, and president-elect
of the Society for Healthcare Epidemiology of
America. Attending the conference was relevant
for her work back home, she says. “A lot of APIC’s
topics are issues for us here as well, especially the
challenges of expanding infection control to out-
patient settings. The discussions really resonated
with me.”

Smathers agreed. “So often, we are just reacting to
stimuli in our organization. Attending the conference
gave me some new ideas to implement at CHOP
[Children’s Hospital of Philadelphia]—for example,
patient consults. That would be really fulfilling.”

COMING TO CONSENSUS

On the third and final day, representatives from
each workgroup presented conference conclusions
and proposed recommendations for consideration
by the entire attendance. All participants had the
opportunity to ask questions and make comments.
A total of 30 recommendations were presented and
discussed; 28 were accepted by the group through
a democratic voting process. The adopted recom-
mendations will be published in the April issue of
the American Journal of Infection Control.

“I'm not sure everyone appreciated the signifi-
cance of this,” said Skelton. “That was a massive
number of recommendations, and they are thought-
ful, forward-reaching, and will push the profession.
It was pretty extraordinary.”

“It makes you pause to see what was produced

in only two and a half days. You could see and feel








APIC commissioned a graphic recorder to illustrate the consensus conference. These illustrations replicate the
evolution of the discussion and major points that were made.

The 28 adopted
recommendations
from the consensus
conference will be
published in the
April 2019 issue

of AJIC.
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In his keynote address,
Steve Miller, MD, MBA,
chief medical officer

at Express Scripts,
described the current
healthcare landscape and
opportunities for IPs to
lead into the future.

FFI'-"F

Ty, Tdian
el Tram b

] [ i1--'-.-':! @
AL, (i), g -
Misimir? eredrdpe, mlgdsh
:.J:"d!;ll 1 gty |'-_l|-
'r‘q:\..'!' |"|'i.w.¢ﬁ|‘.:r|3i| [Pl
et UURTIY bl

thampmard Bt prograe,

After two days of
workgroup discussions,
participants reconvened

to report out on the key
considerations and goals
for their topics. These
aspirational statements
were arrived at through

a series of creativity
exercises designed to help
drive consensus.
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Each workgroup

presented specific,
concrete recommendations
designed to meet the
aspirational goals. All
participants had the
opportunity to discuss
these recommendations
and vote on them.
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Curiosity and compassion:

A CONVERSATION WITH ELAINE LARSON

ELAINE LARSON, PhD, RN, CIC, FAAN, FAPIC,
will retire as editor-in-chief of the American Journal
of Infection Control (AJIC) effective December

31, 2019. Dr. Larson has served as editor of
APIC's peer-reviewed journal since 1995. In this
conversation, she reflects on her distinguished
career as an infection preventionist (IP) and shares
insights abouth the past, present, and future of

infection prevention and control (IPC).

LET’S START AT THE BEGINNING. YOU
BEGAN YOUR CAREER AS A REGISTERED
NURSE. HOW DID YOU GET STARTED?

I was one of the first women in my family to finish
high school and the first woman in my family to go
to college. Education was not something emphasized
in my family and I didn’t have any other role models,
so I didn’t know much about my options. I applied
to just one local college. In college, I was dating the
man who is now my husband—we’ve been married 55
years—and we decided together to go into the health
professions. I thought nursing was a wonderful, help-
ing profession—and I still think so.

HOW WERE YOU MOTIVATED TO
PURSUE EDUCATION?

I wanted to find a way to make a significant con-
tribution and be useful in the world.

AND THEN YOU CONTINUED ON TO
OBTAIN YOUR PhD. WHAT LED YOU IN
THAT DIRECTION?

I got hooked on writing the first year after gradu-
ating from my nursing program. I was working on a
medical unit and had a patient in her 30s who had
a heart problem. When she called me into her room
and said she didn’t feel very well, I took her blood
pressure, listened to her heart, and so on, but I didn’t
notice anything concerning. This was before we had
so many types of monitoring. I set her up with a pillow
on her bedside stand, but within a half-hour she died
from acute pulmonary edema. While I didn’t think
I’d made a mistake, I obviously hadn’t picked up on
the problem.

PHOTO COURTESY OF COLUMBIA UNIVERSITY SCHOOL OF NURSING.

Elaine Larson, Editor-in-Chief, American Journal of Infection Control, is also Professor of
Epidemiology, Columbia University Mailman School of Public Health, and Anna C. Maxwell
Professor of Nursing Research, Senior Associate Dean for Research, and Professor of Therapeutic
and Pharmaceutical Research, Columbia University School of Nursing.
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“Every step of
my educational
career has been

because of
things | noticed
as a clinician
that made me
curious and
concerned
for patients or
staff.”

Afterward, I researched all I could about pul-
monary edema and wrote a paper about it,' which
I sent to the American Journal of Nursing—one of
only a few nursing journals around in the 1960s.
The journal editors replied that they wished they
received more papers from working staff nurses. I
was hooked. I started down the path of trying to
answer problems I was encountering in my clini-
cal practice.

From the beginning, I believed in the role of a
nurse as a problem solver and a scholar. And that
translated into IPC. Clinicians encounter problems
every day, but we don’t have the luxury to stop and
do a research study every time we encounter a prob-
lem. However, some of us do need to stop and take
the time. I made the choice early on that I wanted
to be someone who helped to answer questions.

HOW DID YOU GET INTERESTED IN IPC
AND HAND HYGIENE?

There weren’t any IPs in the 1960s—the spe-
cialty just didn’t exist. I was working in a hospital
where there was a physician epidemiologist. The
hospital wanted to see if a nurse could do the job
and asked me if I was interested. I said, “Sure!”
My title was epidemiologist, but essentially, I was
the first IP in that hospital. To do my job well, I
realized I needed to know more about microbiology
and epidemiology, so I went on to get a master’s
degree in microbiology and critical care nursing.

YOU ARE QUITE A PROLIFIC
RESEARCHER AND WRITER. CAN YOU
TALK TO US ABOUT HOW YOU STARTED
DOING IPC RESEARCH AND WHAT HAS
KEPT YOU GOING?

My hospital had an intensive care unit (ICU)
that was typical in the 1970s and ’80s, with five
patients in one large room in a circle of beds around
the nurses’ station. This ICU had one sink on each
side of the room. One sink was usually hooked up
to the dialysis machine, which left only one sink
for handwashing. The hospital decided to build a
new, state-of-the art 12-bed ICU, all private rooms
with anterooms. A colleague of mine was a student
in the school of public health. He and I decided
we would study the impact of this architectural
change on infection rates. We published a paper
on this study in the American Journal of Medicine
in 1981,? reporting that there was no difference
in infection rates between the old and new units.
While doing this research, even though it wasn’t
an issue we intended to study, we found that hand-
washing rates didn’t improve in the new ICU, even
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though there was the anteroom with a sink where
you could wash your hands before going into a
patient’s room.

I went to the medical director of the ICU with
our study results to discuss the poor handwashing
in the unit. My thought was, “Isn’t this terrible,”
but he asked, “So what? What’s the evidence that
handwashing does any good?” At first, I was sur-
prised by his response, but then I realized that I
didn’t really know whether there was any evidence
for a link between handwashing and infection.

And that’s how I got hooked on IPC research
and hand hygiene in particular. I decided that I
needed to go back for a PhD in epidemiology to
learn methods to continue these studies. When I
started my PhD program, I told my advisor that
I wanted to study handwashing. He said there
wasn’t anything new, we already knew everything
there that we needed to know about the topic, and
that such studies would not really be epidemiol-
ogy. I pushed because it was an important clinical
issue and was able to get the go-ahead to study
handwashing.

For my PhD dissertation, I got a $1,200 grant
from the American Nursing Foundation, and cul-
tured the hands of about 950 personnel in the
ICU—physicians, nurses, everybody—after they
washed their hands. I wanted to find out if the
organisms on staff hands were similar to those
causing patient infections. My first paper published
in AJIC (1981),® which was based on my PhD dis-
sertation, showed that one-third of the organ-
isms that caused infections in patients were on the
“clean” hands of healthcare personnel. So, every
step of my educational career has been because of
things I noticed as a clinician that made me curious
and concerned for patients or staff.

HOW MUCH PROGRESS HAVE WE
MADE IN HAND HYGIENE SINCE YOU
PUBLISHED YOUR FIRST PAPER ON
THE TOPIC IN 1981?

In many ways we haven’t made a lot of progress.
But, here’s the good part: The first time I gave
a talk on hand hygiene at APIC, only six people
were in the audience. The topic was of little inter-
est. Europe was decades ahead of us in terms
of research, and my early colleagues were from
Austria, Germany, and the United Kingdom, not
the United States. I hope that my efforts helped
bring attention and focus to the importance of
hand hygiene to this country.

The bad part is that now we're focusing a little
too much on the wrong things. Regulations about







PHOTOS COURTESY OF BEVIN COHEN, PHD, AND STEVEN LARSON, MD.
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monitoring requirements have made hospitals risk
averse, and the methods used for monitoring are
overestimating compliance. That reinforces to
people that hand hygiene doesn’t work, because
the high reported rates of hand hygiene aren’t asso-
ciated with changes in infection rates.

There are some serious downsides to where
we are right now. We're thinking about things
in silos. Sometimes we focus on hand hygiene
at the expense of related issues—standard pre-
cautions, general patient safety, adverse events,
patient needs and experiences. We need to think
more broadly about how hand hygiene and other
IPC practices fit into the work culture so that
people in the work setting “own” the idea of IPC,
feel that they’re part of it and contributing. Even
IPs aren’t thinking broadly enough about the cul-
ture and environment where we’re working. The
mindset of frontline staff sometimes focuses on
doing single tasks rather than being aware of the
whole interaction with patients and each other.
We’re not in a good place. There’s been a lot of

progress in some ways, but we haven’t found the
solutions for changing the culture.

CAN YOU EXPAND ON THE DIFFERENCES
BETWEEN BEING TASK FOCUSED AND
BEING CULTURE FOCUSED?

If you're focused on a safety culture, you don’t
change the task—you change your mindset. Hand
hygiene should not be regarded as an extra step or
isolated task. Instead, it’s part of the patient care
process and, as a care provider, you do it because
you're concerned about the safety of the patient. We
haven’t been successful yet in making IPC strategies
part of the practice pattern. They're still perceived
as extra things that cause extra work.

WAS THERE A DEFINING MOMENT
IN YOUR CAREER?

I have described some of the moments that set
me on my career path. First, the patient who died
of pulmonary edema and jump-started my interest
in writing about clinical issues. Second, when my

Elaine’s (totally subjective) Top 10 AJIC Articles*

June 1996 Measuring antibiotic use in a long-term care facility. Mylotte Thinking of long-term care and antibiotic stew-
ardship before those topics were “cool.”
April 1997 Collaborating across organizational boundaries to improve  Plsek Highlights role of collaboration in improving
the quality of care. patient outcomes.
October 1997 Use of scrubs and related apparel in Belkin State-of-the-art review and historical perspec-

health care facilities. tive on an ongoing issue, still unresolved.

December 1999  Emerging infectious diseases and professional integrity: ~ Vermund
Thoughts for the new millennium.

Raises global and ethical issues which continue
to emerge (e.g., Ebola, MERS).

December 2000  Turning information into knowledge to prevent health care—  Olmsted
associated infections and other adverse events: The elec-
tronic ICP as an agent of change.

Anticipating the information age and flood of
data science.

April 2002 The business of infection control and epidemiology. Murphy Makes a business case for IPC.
April 2008 Economics of infection control surveillance technology: Cost- ~ Furuno Help getting our priorities straight.
effective or just cost?
November 2011  Practically speaking: Rethinking hand hygiene improvement ~ Son Demonstrates need for a long-term, sustained
programs in health care settings. effort to affect culture and behavior change.
February 2013 Perceived strength of evidence supporting practices to pre-  Saint Examines whether status quo practices are
vent healthcare-associated infection: Results from a national based on sound evidence.
survey of infection prevention personnel.
March 2016 Followership characteristics among infection Greene Demonstrates characteristics of IPs associated

preventionists in U.S. hospitals: Results of a national survey. with patient outcomes.

*Excludes editorials, articles with Larson as author, and "official" APIC or governmental publications.
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colleague and I decided to see whether an architec-
tural change in the ICU would make a difference in
infection rates. Overall, I think I've been motivated
by curiosity as well as a desire to be prepared and
to have an impact when possible.

YOU HAVE SO MANY AWARDS,
HONORS, AND TITLES, | CAN’T EVEN
KEEP TRACK! ARE THERE ANY THAT
ARE MOST MEANINGFUL?

First, there are those honors that are most
meaningful to me as an IP and member of APIC.
I received the Carole DeMille Achievement Award
from APIC in 1996—that’s a highlight for any-
one. Then in 2002, the APIC Board of Directors
established the Elaine Larson Lectureship, which
is now the Distinguished Scientist Award. Being
awarded the Kass Lectureship from IDWeek in
2012 was special because it was cross-disciplinary
recognition. I was very grateful for that.

As a nurse, a couple of awards have been the
most meaningful. In 2003, I was the first nurse
to receive the Pathfinder Award from the National
Institute of Nursing Research, and in 2017 I was
designated as a Living Legend from the American
Academy of Nursing.

Finally, in 2018, I was honored to be the second
nurse to receive the Walsh McDermott Medal from
the National Academy of Medicine. My “home” is
in IPC, but it was wonderful to be acknowledged
by the National Academy, which represents indi-
viduals who have contributed to multiple health-
care disciplines.

WHAT DOES LEADERSHIP
MEAN TO YOU?

I have been influenced by the book Stewardship:
Choosing Service Over Self Interest, by Peter Block,
which I recommend to others. I truly believe that
we are not the owners of anything; rather, we are
the stewards of what were given. When we pass
along something of value, it should be better than
when we got it. For example, I feel that I've been a
steward of AJIC for 25 years. I am confident that
the next leaders of the journal will do even more
and even better. My advice is to think about the
fact that we're “holding what’s important in trust
for other people.” That’s what I think leadership is.

I've also learned the hard way that you have
to listen to people. Try to help them understand
themselves and what they really want, not what you
think they should want. You can’t put the fire in
the belly of someone who doesn’t want it. You just
can’t create passion.

YOU WERE QUOTED IN T/IME MAGAZINE
IN 2016 AS SAYING YOU ONLY NEED

TO SHOWER ONCE OR TWICE A

WEEK. WHILE YOU ADDED THAT YOU
MEANT BACTERIOLOGICALLY, DID YOU
RECEIVE ANY BACKLASH FROM

THAT COMMENT?

No, I never received any backlash. Those find-
ings were based on rigorous research. When I was
a doctoral student, the chair of the microbiology
who let me work in his lab was conducting research
on skin flora. He found that after two or three
days, your own microbial flora equilibrates and
you don’t really get any microbiologically “dirtier.”
Generally, we take frequent showers for aesthetic
reasons, not for infection control.

LET’S SHIFT GEARS MORE TOWARD
APIC. YOU’VE BEEN A MEMBER SINCE
1981. HOW HAS YOUR EXPERIENCE
WITHIN APIC TRANSLATED TO YOUR
WORK AS AN IP AND THROUGHOUT
YOUR CAREER?

In many ways, APIC is the “founder” and
leader of the discipline of IPC in the United
States and increasingly in the world. The orga-
nization provides a foundation and support for
me and others practicing in the field. Early on, I
knew that you learn from and lean on your col-
leagues, and joining APIC would allow me to do
that through the conferences, networking, and
other opportunities.

AS EDITOR OF AJIC FOR 25 YEARS,
WHAT HAVE BEEN YOUR PROUDEST
MOMENTS? WHAT DO YOU HOPE
THE NEXT 25 YEARS BRING TO THE
PROFESSION AND TO THE JOURNAL?

AJICstarted as a newsletter and has been a part
of one-third of my life. You asked me to select my
top 10 articles, and it took me eight hours to do
that because there are so many! (See Elaine’s Top
10 articles on page 56.)

One highlight has been having A//C become
more integrated with APIC, making sure that we
are going down the same path with our missions
and goals. For some years, A/IC and APIC were
more separate; now, the A//C editor goes to the
APIC Board with strategies and is a nonvoting
member of the Research Committee, prompt-
ing greater collaboration. For example, I love
the journal club articles written by members of
the Research Committee that are now published
in AJIC.

“In many ways,
APIC is the
‘founder’ and
leader in the
discipline of IPC
in the United
States and
increasingly in
the world. The
organization
provides a
foundation and
support for
me and others
practicing in
the field.”
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“I like to
encourage
women who
are trying
to decide
between career
and children...
you can do both
if you choose!”

I hope in the next 25 years that more IPs dis-
seminate what they learn in their practice. Don’t
discover something but then let it die with you—
consider publishing your findings! To me, one
of the most important competencies for APIC
members that we need to grow and develop is the
ability to take what is discovered in research and
find effective ways to make these innovations and
practice changes work in a real-life setting—that
is called implementation science.

YOU’VE MENTORED AND TAUGHT SO
MANY LEADERS IN THE FIELD. WHAT
DREW YOU TO TEACHING

AND MENTORING?

When I was a doctoral candidate, the physi-
cian who was chair of microbiology became
one of my first mentors. Lots of people think
you should look within your own professional
discipline (nurses, IPs), but that’s too siloed. The
priority should be interdisciplinary work and
education. We all need different perspectives,
and our work is better for it.

I did not take a traditional “academic” job
until many years after receiving my PhD because
I wanted to continue to work as a clinician scien-
tist. Then I was accepted into a program funded
by the Robert Wood Johnson Foundation that
was designed to train scholars who could help
bridge the gap between clinical practice and
academia so that they would work on issues
likely to make a difference in practice. After that
program, I because a faculty member for the first

time because we needed people in academia who
knew what was going on in practice.

WHAT ADVICE OR ENCOURAGEMENT
WOULD YOU GIVE TO OTHERS
ABOUT MENTORING?

Don’t be siloed and don’t hesitate to find and
ask for what you need wherever it takes you.

WHO HAS HELPED YOU ALONG
YOUR JOURNEY?

I already mentioned my first mentor, the chair
of microbiology. Also, many of my colleagues
have helped. Some were not necessarily experts,
but they were people with whom I could share
information and brainstorm. I¢s really important
to have mentors, but we also need colleagues who
we can trust with whom we can take risks, make
mistakes, and be accepted.

If T could change something from the past, I
might try to take more risks. I would not try so

hard to be safe or to be liked.
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WHAT INSPIRES YOU?

People who care about issues but are willing to
give and receive and be trustworthy.

Persistence, not giving up.

WHAT IS THE BEST LESSON OR ADVICE
YOU HAVE EVER RECEIVED?

I can tell you about one of the hardest lessons,
where I learned a lot. When I was doing preliminary
work for my dissertation, I wrote a paper about the
different methods for culturing hands. I thought
the paper was terrific and felt ready to submit it for
publication. But my mentor in microbiology pointed
out the deficiencies in the paper and refused to pub-
lish it with his name on it. Of course, it was never
published, but I was shocked and upset. In fact, it
took me years to recover. [ still have a draft of that
paper and re-read it last year. I still don’t think it’s
that bad because the research was solid, but it needed
a lot of work to be publishable. What I learned was
that you have to accept and learn from critique. A
quote I read recently says it all: “Honest criticism
is hard to take, especially from friends, relatives,
coworkers, or strangers.” Your ability to take honest
criticism will make or break you.

ANYTHING ELSE OF IMPORTANCE
YOU’D LIKE TO SHARE?

After my doctoral degree, I took five years off
to have children and spend their early years with
them. I like to encourage women who are trying
to decide between career and children...you can
do both if you choose! For some, working is easier
than staying home, but returning to the workforce
after a five-year hiatus was also tough. So, each
person has to decide what path to take because
there is no single right or wrong way for anyone.
And don’t feel guilty—embrace your decision and
move forward.

It never occurred to me that I couldn’t make
choices. I just thought, “This is what you do.” A
message | would share with other IPs is, “Never
feel that you can’t do it.” Py

Interview by Elizabeth Garman, CAE, APIC Vice President,
Communications and Practice Resources; written and edited by
Rickey Dana, APIC Associate Director, Communications, and

Elizabeth Nishiura, contributing editor.

References

1. Larson EL. The patient with acute pulmonary edema. Am J Nurs, 1968;
68(5):1013-1018.

2. Preston GA, Larson EL, Stamm WE. The effect of private isolation rooms
on patient care practices, Colonization and infection in an intensive care
unit. Am J Med, 1981; 70(3):641-645.

3. Larson EL. Persistent carriage of gram-negative bacteria on hands.
Am J Infect Control, 1981; 9(4):112-119.















Infection
Prevention

a |

Measles (rubeola): A vaccine-preventable disease

Measles, also called rubeola, is a serious respiratory illness caused by the measles virus. It is a highly contagious virus
that lives in the nose and throat mucus of an infected person. Measles can be spread even if the infected person is no
longer in the room.

How is measles spread?

The measles virus is spread through the air, or by direct contact, by infectious droplets. The infected droplets may also land
on a surface, where they remain contagious for several hours. You can contract the virus by touching these surfaces and
then putting your fingers in your mouth or nose or rubbing your eyes. The measles virus can remain in the air for up to two
hours after a person with measles has occupied the area.

How long can an infected person carry measles?

A person can spread the measles virus from just before the onset of the fever (usually four days prior to rash onset) to
four days after the appearance of the rash. Immunocompromised patients may spread the virus for the duration of their
illness.

Who gets measles?
People of any age can get measles. Measles is more severe in young children and adults. Once a person has had
measles, they cannot get it again.

What are the symptoms of measles?
Fever is one of the earliest symptoms, and can reach as high as 104°F; it lasts about a week. As the virus continues to
spread, some individuals become sensitive to light, referred to as photophobia.

Measles symptoms usually appear in two stages:
e In the first stage, most people have a fever, runny nose, redness of the eyes, and cough.
¢ The second stage can begin anywhere between days three to seven when a red blotchy rash begins to appear on
the face and spreads over the entire body. The rash generally lasts five to six days. Small white spots, called
Koplik spots, also may be seen on the gums and inside of the cheeks.

Symptoms may begin within 7-21 days after exposure, with an average of 10 days after exposure. The rash usually
appears within 14 days of exposure.

What are the complications associated with measles?

Middle ear infections, pneumonia, croup, and diarrhea commonly occur in young children. Encephalitis (inflammation of
the brain) can occur in a small percentage of cases. Death due to measles is very rare in the U.S. One or two deaths
occur for every 1,000 cases.

What is the treatment for measles?

There is no specific treatment for measles. Treatment focuses on relief of symptoms as the body fights the virus. This
may include fluids and medications to control fever or pain. Because measles is a virus, antibiotics are not effective
against the virus, but may be prescribed to treat secondary infections from bacteria.

How can measles be prevented?

Vaccination is the best way to prevent measles. Two doses of measles vaccine are recommended for all children. The
first dose of the measles, mumps, rubella vaccine (MMR) should be given at 12—15 months of age and the second

frﬁ m' Association for Professionals in
Infection Control and Epidemiology







Infection Prevention and YOM

dose before a child enters kindergarten (4—6 years of age). Two doses of MMR vaccine are about 97% effective at
preventing measles; one dose is about 93% effective.

There are additional recommendations for adults and those who are traveling outside of the U.S., including infants as
young as 6 months of age.

When to see a healthcare provider

Call your healthcare provider if you think you may have been exposed to measles or if you have symptoms
corresponding to measles. Follow the instructions given by your health department for if you have been exposed
and/or are currently being tested. If you have not received a measles vaccine, and you come into contact with an
infected person, receiving MMR within 72 hours after exposure may be effective in preventing infection.

Resources

CDC—Measles www.cdc.gov/measles/about/index.html

CDC—Vaccines and Preventable Diseases: www.cdc.gov/vaccines/vpd/mmr/public/index.html

Immunization Action Coalition—Measles, Mumps, and Rubella: www.immunize.org/askexperts/experts_mmr.asp
NFID—Measles: http://www.nfid.org/idinfo/measles

WHO—Measles Fact Sheet: www.who.int/en/news-room/fact-sheets/detail/measles
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WHAT IS RSV?

Respiratory syncytial virus (RSV) is a virus that infects the respiratory tract. RSV is the most common cause of
bronchiolitis and pneumonia in children under 1 year of age. Most children will have been infected with the virus
by their second birthday. Humans are the only known source of RSV.

How is RSV spread?

RSV is spread by contaminated secretions and surfaces. You can get RSV by touching a contaminated surface
and then touching your eyes, nose or mouth. RSV can live on contaminated hands for up to 30 minutes but can
survive for several hours on solid surfaces such as doorknobs and telephone handsets.

= Droplet spread occurs by contact with large-particle droplets, usually 6 feet or less from patients.
= Contact spread occurs when infected people cough or sneeze onto surfaces, or touch surfaces with
unwashed hands.

What are the symptoms for RSV?

Symptoms may include coughing, wheezing, sneezing, runny nose, fever, and a decrease in appetite. Young
infants may also experience irritability, decreased activity, and breathing difficulties. Some adults may have more
severe symptoms consistent with a lower respiratory tract infection, such as pneumonia.

= The incubation period ranges from 2—-8 days, however 4-6 days is most common.
= Once infected, viral shedding occurs for 3-8 days. In infants or immunosuppressed patients, viral shedding
may continue for 3—4 weeks.

Get more infection prevention and control resources online at www.apic.org/patientsafety








Anyone can become infected with RSV. Those at high risk for severe iliness from RSV include:

= infants and young children

= older adults, especially those 65 years and older
= adults with chronic lung or heart disease

= adults with weakened immune systems

There is no treatment for RSV other than over-the-counter medication to manage symptoms. It is important for
people with RSV infection to drink enough fluids to prevent dehydration.

Researchers are working to develop RSV vaccines, but none are available yet. A drug called palivizumab (pah-
lih-VIH-zu-mahb) is available to prevent severe RSV illness in certain infants and children who are at high risk for
severe disease. The drug can help prevent serious RSV disease, but it cannot help cure or treat children already
suffering from serious RSV disease, and it cannot prevent infection with RSV.

= washing your hands well and often with alcohol-based hand rub or soap and water.

= avoiding contact between your face and unwashed hands.

= avoiding close contact with sick people, such as kissing, shaking hands, sharing cups or eating utensils.
= coughing and/or sneezing into a tissue or your sleeve, then wash your hands after.

= cleaning and disinfecting all surfaces on a regular basis.

Wear a mask when coming into contact with people with RSV who are coughing and/or sneezing. If you need to
stay in the hospital, ask for a private room. If a private room is not available, you may be paired with another
patient who has RSV.

ADDITIONAL RESOURCES

CDC—Respiratory Syncytial Virus Infection (RSV): https://www.cdc.gov/rsv/index.html

CDC—Handwashing: Clean hands save lives: https://www.cdc.gov/handwashing/when-how-
handwashing.htmI?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Ffeatures%2Fhandwashing%
2Findex.html

Red Book. 31st Edition—Respiratory Syncytial Virus pp. 682-692
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GATEWAY
CANYONS.
Introduction
2009

Welcome, Media and Journalists,

Colorado is known for many natural wonders. It has surprised many visitors to learn that some
of the most amazing vistas are not from the peaks of the Rocky Mountains, but are in the tower-
ing red rock canyons of the rural, western part of the state.

The history of the Dolores River Valley and the adjacent canyons is representative of the saga of
the great American expansion West. First settled in the late 1800s by homesteaders looking for
the chance to own land for farming and ranching, the big prosperity came later with the discov-
ery of uranium ore. It was the success of the local mines that opened doors for other vendors and
tradesmen to move into the area, and the population grew for many decades. But then the rich
veins of ore tapped out, mines started to close down and opportunities for making a living began
to dwindle. By the mid 1950s the region was back to the way it began, with agriculture as the
primary business.

Four decades later, newcomers to the region envisioned a new type of future for this visual wonderland, and a commitment was made to preserve
land, to create a sustainable, scenic-based recreation economy to replace the long-lost mining economy and to highlight the traditional agricultural and
ranching roots of the Gateway region.

Through several years of careful planning and deliberate business development, the Gateway Canyons area now has more than 6,000 acres planned for
conservation along with the community infrastructure and the Gateway Canyons Resort as they appear today. There have been many permanent and
seasonal jobs created as a result, and both the management and the staff practice and support the principles of human enjoyment in one of the region’s
most treasured landscapes.

To help introduce this awe-inspiring part of Mesa County, Colorado, this press kit contains:

H A General Description

H A Resort Fact Sheet

B About the Gateway Colorado Auto Museum

H A Calendar of Events and Educational Programs

m Other Area Attractions

® Outdoor Activities and Adventures from The Resort

m Gateway Canyons Story Ideas

H Lodging and Activity Packages

® Facilities and Amenities for Leisure and Corporate Groups
H A General Area Overview

Media and journalists are encouraged to contact Gateway Canyons Resort for more information; contact Rickey Dana, Gateway Canyons Sales and
Marketing Coordinator at 301.755.2061, rickey.dana@experius.com, or Vicky Nash, Public Relations Representative with Resort Trends, Inc. at
970.948.4923, Vicky @ResortTrends.com or visit online at www.gatewaycanyons.com.

-end-

MEDIA CONTACTS:
Rickey Dana | Sales and Marketing Coordinator | Gateway Canyons Resort | 301.755.2061 | rickey.dana @experius.com
Vicky Nash | Public Relations Representative | Resort Trends, Inc. | 970.948.4923 | Vicky @ResortTrends.com

1 hour southwest of Grand Junction, Colorado on Scenic Highway 141. Daily flights from Denver and Salt Lake City.
43200 Hwy 141, Gateway, CO 81522 | www.gatewaycanyons.com | 970.931.2458








CANYONS

General Description 2009

Gateway Canyons Resort: Scenery, Solitude, Soft Adventure

In the remote southwestern part of Colorado, protected in the winding canyons that run between
the Uncompahgre Plateau, Pifion Mesa and the La Sal mountains, is an adventure resort that
reflects the heart of the American West.

Gateway Canyons Resort is built where West Creek joins the Dolores River. Tall cottonwood
trees and irrigated green fields contrast with the vivid blue sky and the red walls of the canyons
that were once home to the Anasazi.

As is practical for the climate, Gateway Canyons Resort is constructed entirely in adobe-style
Southwestern architecture, with graceful arches and high ceilings. The Dolores River Inn and the
Kiva Lodge offer accommodations that range from standard rooms to premium suites. There is a
large outdoor pool and clubhouse courtyard, wireless Internet access, group meeting rooms, and
spa treatments are available.

Adjacent to the lodge rooms are four options for food. The Paradox Grille features Colorado cuisine that includes locally grown produce and meats.
There is also a selection of handcrafted Colorado beers and a wide selection of wines. The Kiva Café is a smaller venue serving light fare such as
salads, sandwiches and burgers, (hours vary depending on the season and special events). The Paradox-To-Go deli and coffee bar has fresh-made sand-
wiches, pastries, espresso, and other grab-and-go items appropriate for the car or for the trail. This is located in The Outpost General Store, which has a
wide selection of quality meats and produce and serves as the grocery for local residents as well.

Daily entertainment includes hiking, biking, rafting, fly fishing, horseback riding, guided Jeep and ATV tours, climbing and for winter, snowshoeing
and cross country skiing. Outdoor gear and equipment are provided, and the resort houses a full retail store with clothing, accessories, and abundant
resources to enhance any adventure.

Not to be missed is a trip to the Gateway Colorado Auto Museum, which houses the Hendricks Collection — 60 cars, 45 on display at all times. The
collection includes rare and classic American cars, ranging from the vintage 1910 Hupmobile to a 2006 Chip Foose Mustang Stallion. The centerpiece
of the collection is the $3.2 million 1954 Oldsmobile Concept Car—the F-88.

Currently under construction are the state-of-the-art Palisade Event Center and the Mission Bell outdoor amphitheater, opening late summer 2009.

-end-

MEDIA CONTACTS:
Rickey Dana | Sales and Marketing Coordinator | Gateway Canyons Resort | 301.755.2061 | rickey.dana @experius.com
Vicky Nash | Public Relations Representative | Resort Trends, Inc. | 970.948.4923 | Vicky @ResortTrends.com

1 hour southwest of Grand Junction, Colorado on Scenic Highway 141. Daily flights from Denver and Salt Lake City.
43200 Hwy 141, Gateway, CO 81522 | www.gatewaycanyons.com | 970.931.2458
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FiSCA Recognizes Five Industry Leaders
for Their Efforts and Dedication to
Improve Local Communities

2013 ACTIVA AWARD WINNERS EXEMPLIFY COMMUNITY COMMITMENT

It's no mistake that the term “service” is used repeatedly
throughout this issue. While FiSCA is rolling out confer-
ence materials and writing good business practices, we're
always cognizant of keeping “service” in the theme.

What better way to remind everyone of the importance of “service”
than to highlight those that are continually “doing good in the
neighborhood” and serving others.

Each year, FiSCA honors chosen member companies for providing
outstanding community service, civic improvement, and charitable
donation programs designed to positively impact the neighborhoods
in which these members conduct business with its Activa Awards.
Last fall at the 25th Annual Conference in Marco Island, Florida,
FiSCA announced and recognized the five recipients of the Activa
Award.

ACE CASH EXPRESS - Irving, TX
In May 2013, ACE associates

szng Back from each major market where the
AV’ c  J E company'’s stores are located selected
. a local charity to support for its Give
Comm”mfy Fund a Little Campaign, ACE’s nationwide

ACE Cash Express has even
gone so far as to create a
logo to brand its community
fund program.

point — of — sale fundraiser. Volunteers
assisted in teaching students financial
literacy, helping others get back into
the workforce, providing children with
schools supplies, and many others.
During the events and activities, more than $130,000 was raised
and donated to the various charities.

ADVANCE FINANCIAL - Nashville, TN

Advance Financial launched its Friends Helping Friends
Community Engagement Program in 2013. The company — wide
initiative promotes employee volunteerism, charitable support, and
community involvement. The program began in January with the
hiring of the Vice President of Community Outreach. With three
main areas of focus: Children & Youth, Health & Wellness;, and
Education & Financial Literacy, Advance Financial hosts bowling
with Big Brothers Big Sisters, gathers and donates backpacks and
school supplies, offers scholarships to women to complete their
high school education, and has even formed a track team that
participates in a race at least once a month.

CHECK CENTER - Oakland, CA

Check Center's community program, “Caring about Our Children,
Our Community, Our Future,” joined forces with The Muscular
Dystrophy Association (MDA) to send kids affected with muscular
dystrophy to summer camp. Check Center offered the program in
each of its 18 California locations in conjunction with a telethon
over Labor Day weekend. Team members also volunteered at the
camp to assist with the camp carnival and other activities. The
camp provides a week full of fun and safe outdoor experiences, as
well as a chance to meet other campers that share the same needs.

MONEYTREE, INC. - Seattle, WA

MoneyTree sponsored the National Kids Day Blood Drive in
August 2012. Blood donated during the event was donated to
pediatric patients in the San Diego area, many of whom are battling
life — threatening diseases such as leukemia, bone cancer, and
heart disorders. Since their initial partnership with the Blood Bank,
MoneyTree has donated nearly $80,000 to support their programs.
In addition to the San Diego Blood Bank, they also support various
health and child — centric programs throughout California, Colorado,
Idaho, Nevada, and Washington state.

PH FINANCIAL - Fenton, MO

PH Financial partnered with community organizations to help
promote the importance of understanding personal finances.
Beginning in January of 2012, PH Financial volunteers assisted
over 80 adults and young adults with understanding their overall
knowledge of finances, fiscal outlook, and financial services. The
program is currently active in the greater St. Louis area; however,
PH Financial has created financial education brochures and also
placed them in their locations in Illinois, Louisiana, Missouri,

New Mexico, and Virginia.

Bringing attention to these regulated companies and the programs
that they support not only leads to industry recognition, but can also
help to bring awareness of FISCA members to the general public. As
Senior Vice President of ACE Cash Express, Eric Norrington, stated,
“A successful program means that everyone wins.”

Letting the public know that the FSC community places a high
value on service is one aspect of representing the FiISCA members as
multifaceted companies. Norrington articulated this sentiment quite
well, “Serving a vibrant community requires the active involvement
of residents, employers, and worthy non-profit, community-based
organizations. Remember to recognize those employees who
effectively create goodwill for the company. You want to create a
culture that values service to the community.” l
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WHAT'S
YOUR ROIFR?

Simply stated, it's
Return On Investment
of Fraud Reduction.

Counterfeiting and fraud

of negotiable instruments
hurts profitability and erodes
consumer confidence.

As America’s leading
producer of high security
documents for MSBs, let us
print your documents and
increase your ROI by reducing
counterfeiting, tampering and
fraud exposure.

Let us help you:

* Reduce Fraud
* Contain Costs
» Control Inventory

Contact us today for a free
document security audit.

info@dbpchicago.com
312.263.1569 ext. O

dbp|chicago~

is an authorized agent of:

PAS

NORTHSTAR

Money Orders

Checks

Critical Documents
Inventory Management

dbpchicago.com/secure.htm
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Who are the Customers
of Financial Service Centers?

CONSUMERS CHOOSE WHAT WORKS FOR THEM | BY RICKEY DANA

There have been several
studies completed over the
years to determine who FSC
customers are, and who
FSCs target.

Unbanked households
are those that lack any kind
of deposit account at an
insured financial institution.
Underbanked households
hold a bank account, but
also rely on alternative
financial services (AFS) providers. Fully
banked households are those that have
a bank account of any kind and have not
recently relied on any AFS providers.

Per the 2011 FDIC National Survey of
Unbanked and Underbanked Households,
more than one in four American households
(28.3 percent) are either unbanked or
underbanked, conducting some or all of
their financial transactions outside of the
mainstream banking system.

The FDIC also reports that 8.2 percent
of U.S. households are completely without
a bank account, while 20.1 percent
are underbanked, and 29.3 percent of
Americans don’t have a savings account.
That means that 10 million U.S adults
don’t have a bank account and are finding
new ways to manage their money, such as
utilizing alternative ways to pay bills, find
loans and use prepaid debit cards.

The underbanked are not a one-size-
fits-all market, but a collective of multiple
groups: the tech-advanced, who rely heavily
on their smartphones for bill pay; the
tech-challenged, who use prepaid products
with no contracts; the unemployed; and
the immigrants, who typically are sending
money back to a home country. The highest
unbanked and underbanked rates are found
among non-Asian minorities, foreign born
non-citizens, unmarried families, less
educated households, younger households,
unemployed households, non-homeowners,
and lower-income households. Close to
half of all households in these groups
are unbanked or underbanked. However,
other aspects of the underbanked, such
as employment and income, are similar to
fully banked households.

According to the FDIC survey,
minorities were “over-represented” as
the most unbanked, with black and
Hispanic households at 34 and 28
percent respectively. However, the report
identified whites as being at over 33
percent unbanked. The numbers change

slightly with the underbanked,
as Hispanics drop to 16.2
percent and blacks to 22.5
percent. However, whites
jump up to 56 percent of the
underbanked, and even further
at just over 78 percent as fully
banked.

While more than three-
quarters of unbanked
consumers do not have any
education beyond high school,
over 20 percent have a college education,
and that doubles for the underbanked at 46
percent. Over half of those customers are
gainfully employed.

SO WHY NOT JUST GO TO THE BANK...

Clarity Services, who also conducted
consumer research in 2011, found that the
population using an AFS loan product is
largely those who have a short-term need
for cash, but may not be able to get credit
through the traditional channels; tend to be
renters; have experienced a recent job loss;
and are typically single. Clarity also found
that there is a new segment of the non-
prime consumer who are stable, employed
Americans, but have been negatively
affected by the economy over the past four
years, or have had a negative interaction
with a bank. For those people, they’'ll do
whatever they need to do as long as they
don’t have to deal with banks and their
charges, fees, overdraft penalties, and low
return rates on savings selections.

The most common reason a household
doesn’t have a bank account is because
they feel they do not have enough money
for an account i.e., to keep @ minimum
balance or pay the fees. Households that
utilized a payday loan say their primary
reason was to catch up on unpaid bills.

There has been the idea that everyone
needs a banking affiliation to conduct
their monetary needs, yet the FSC
industry conducts more than 350 million
transactions each year, providing an
estimated $106 billion in various products
and services to an estimated 30 million
customers. So it seems that consumers
have chosen what works for them. The
belief that banks will provide services
more cost-effectively to the underserved
consumer clearly has not been proven. B

Rickey Dana is Communication Manager
for FISCA, and may be contacted at
rdana@fisca.org.
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For the best experience, open this PDF portfolio in
Acrobat X or Adobe Reader X, or later.

Get Adobe Reader Now!
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[bookmark: _GoBack]AH&LA’s official app will keep you up-to-date on all lodging industry happenings.  
Know about the latest events on Capitol Hill, have access to our information center, and see the schedule of all AH&LA events, including Fall Conference, the largest event of the year!  

Information about the speakers, sessions, and the exhibitors will be right at hand.  Locations for sessions and exhibitors will be listed, as well as a map of the convention center so you know where you’re headed.  

Be in the know with real time alerts for times changes, special presentations, or need-to-know updates. 


















Back to Basics with Anthony Melchiorri


[bookmark: _GoBack]New technology is appearing every day that can save time and effort in running a successful operation. While distribution, QR codes, social media, and mobile apps should be viewed as an investment into the future of your property, let’s face(book) it, they can’t replace the basics. At this keynote luncheon, learn how the experts are increasing both revenue and guest satisfaction. Anthony Melchiorri of Hotel Impossible will help you learn how use today’s technology and social media to effectively apply it to the basics of guest fulfillment. 
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Monday, November 12,2012
6 p.m.— 8 pm.
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Business attire.

Please secure your place with an RSVP
to Rickey Dana at rdana@ahla.com or
(202) 289-3160 by November 7.

355 West |6th Street
New York, NY [00] |

Between 8th and 9th Avenues

MEDIA:

Get face time with industry influencers
and broaden your contacts.

SENIOR EXECS:

Connect with the people who tell your
company’s story every day.

This is your formal invitation to enjoy seasonal cocktails and hors
d'oeuvres with the industry's top executives, public relations
professionals, and members of the media at the exclusive AH&LA
Press Reception—the lodging industry's most well-attended media
event, held during AH&LA's annual Fall Conference.
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