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The RAISIN Working Groupl

Eurosurveillance, Volume 14, Issue 46, 19 November 2009 Surveillance and
outbreak reports“RAISIN” — a national programme for early warning, investigation
and surveillance of healthcare-associated infection in France

Surveillance activities

Prevalence surveys
Incidence surveillance networks

Since 1993, five incidence surveillance networks of voluntary HCF were set
up: (the first two networks use the methodology proposed by the United
States National Nosocomial Infections Surveillance System (NNIS) system and
produce standardised indicators ).

Surveillance of surgical site infections (SSI): the ISO-Raisin network
Surveillance of HAI in intensive care units (ICUs): the REA-Raisin network

Surveillance of blood and body fluids (BBFE) exposure: the AES-Raisin
network

Surveillance of bloodstream infections (BSI): the BN-Raisin network

Surveillance of hospital-acquired multidrug-resistant bacteria (MDRB):
the BMR-Raisin system

Notification of HAI, alert and response to outbreaks



The RAISIN Working Groupl

TABLE 3

Annual participation and trends in healthcare-associated infections incidence through RAISIN (Réseau d’alerte, d’investigation et de
surveillance des infections nosocomiales) incidence surveillance networks, France, 1999 - 2006

Surveillance Metwork

2001

2002

Year of Surveillance

2003

2004

1s0-Raisin (surgical site infections)

Healthcare Facilities (n) 230 248 g2 303 27 340 425 568
surgical wards (n) 811 1,027 1,331
Procedures [n) 79,803 82,348 109,419 | 114,579 107,576 126,451 150,008 193,948
overall 551 incidence (%) " 2.0 1.8 1.7 1.5 1.5 1.6 [1.59] 1.37 [1.24] 1.26 [1.26]
overall 551 incidence (%) (NNIS-0) T 1.1 0.9 0.9 0.8 0.9 0.9 [0.93] 0.78 [0.73] 0.74 [0.58]
REA-Raisin [infections in intensive care units)

Intensive care unit wards [(n) 116 141 158
PME per 1,000 intubation-days 171 17.4 16.1
COL per 1,000 catheter-days 5.86 5.56 4.87
BSI per 1,000 patient days 3.32 3.35 3.27
UTI per 1,000 urinary catheter-days .05 794 194
AES-Raisin (blood and body fluids exposures)

Healthcare facilities [n) 228 228 crpl 385 518
BEFE per 100 beds * 6.9 5 8.9 [79] 8.8 [ 78] 8.0 [72]
BN-Raisin (bloodstream infections)

Healthcare facilities (n) 268 137 286

BSI per 1,000 patient days 0.60 0.62 0.45

BMR-Raisin (multidrug-resistant bacteria)

Healthcare facilities [n) 478 4E8 527 589 675
MRSA cases per 1,000 patient days * 0.63 0.68 [0.71] | 0.62 [0.68] 0.58 [0.63] 0.55 [0.60]
ESBL cases per 1,000 patient days ' 0.13 0.14 [0.17] | 0.15 [0.18] 0.16 [0.20] 0.17 [o0.19]

BBFE: blood and body fluids exposures; BSI: bloodstream infections; COL: central venous catheter colonisation with or without catheter-related

infection/bacteraemia [CRI/CRE);

ESBL: extended-spectrum beta-lactamase, MRSA: methicillin-resistant Staphylococcus aureus; NNIS: National Nosocomial Infections Surveillance System

[REF]; PNE: ventilator-associated pneumonia;

551I: surgical site infections; UTI: urinary tract infections (UTI) associated with indwelling urinary catheter.

% Results within brackets calculated for cohort of 374 surgical wards participating in the 551 survey from 2004 to Z006.
Results within brackets calculated for cohort of 173 healtheare facilities participating in the BBFE survey from 2004 to 2006.
Results within brackets calculated for cohort of 255 healthcare facilities participating in the MRSA survey from 2003 to 2006,

t Results within brackets calculated for cohort of 228 healthcare facilities participating in the ESBEL survey from 2003 to 2006.




* AUyovuotoc 2001-AskéuBploc 2008

504 avadopec VRE amno 195 voookopeia
2475(243/2232) holpwéelc/amnotkiopot
74 emeloodLa KAWVIKAC SLOOTIOPAC

s 2004-2005 tpelg LEYAAEC EMLONLLES
Noplol/Clermont-Ferrand/Nancy
2007-2009 £Aeyxoc emdNULWV
2008 erudnpuiec otnv vntodoutn MoAAia

Meiwon apBuol emdnuiwv/mAnpng EAeyxog Twv
HEYAAWV ETUSNULWV
Avénon aplOuov voookopeiwv pe kpovopata VRE
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* 902 oteAexn VRE oe daotnua 3 eTwv
 93/2006-137/2007 - 672/2008
e 46% amo emdnuieg (>2) 54% omopadLKA EPLOTATLKA
* 6,4% untevOUVa yLa AOLUWEELC
» 855 E. faecium /41 E. faecalis

3 E. avium/2 E. durans/1 E. hirae
e E.faecium:66% vanA, 34% vanB, 2% vanD

>tadlakn avénon tou vanB peoca otnv TPLETLO

e KAwvLKN 6La0nopa SLaPOPETIKWYV OTEAEXWV OTA
vooomuaa 1 nepmrwon netadopac KAwvou armo
VOOOKOUELO OE VOOGOKOUELD



Percentage of resistance

E. faecium (n=602) E. faecalis (n=30)
Antibiotic vanA (n=441) vanB (n=161) vanA (n=23) vanB (n=7)
Ampicillin 93.7 100 0 0
Streptomycin (high 515 77.4 54 57
level)
Kanamycin (high level) 78.5 99.4 70 86
Gentamicin (high level) 21.8 23.6 61 57
Chloramphenicol 2.5 1.2 30 29
Doxycycline 63 4.7 87 86
Tigecycline 0 0 0 0
Erythromycin 99.1 100 96 71
Clindamycin 95.5 95.7 100 100
Pristinamycin 0.7 0 100 100
Levofloxacin 91.8 97.5 70 43
Linezolid 0 0 0 0
Trimethoprim/sulfame 67.6 90.7 61 43
thoxazole
Teicoplanin 100 0 100 0
Rifampicin 8.8 1.9 0 0

Fusidic acid 0 0 0 0
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Prevalence of vancomycin resistance among clinical Ernferococcies
Jaecizzrrzr isolates in Europe, 2007

=l 9
A =59
S —-10 %

[T

= 30 %

\!

The estimated rates were mainly based on results of EARSS reportin
resistance 1n Invasive [(Dloodstream) isolates. For single countries also data
from other surveillance schemes have been considered and an estimated
average prevalence rate is presented. Countries with prevalence data are
coloured in OGght blue, countries with no reliable data are shown in white.
See Figure lLlegend code I to VI for vancomycin resistance rates among

E. Soecium. The authors would LUike to advise using the presented data In
this figure cautiously and recommend not to overestoimate results for single
European countries (see also critical comments stated in the EARSS annual
reports [(25)])).

10 - 20 =
20 - 30 %



Baowa otoweia

* Anuiovupyla Eldkng Emtpornnc yia tnv
dlaxeiplon tng ertbnuioc VRE

* Ekdoon €BvikoU 0dNYyoU HE TIPOAKTLKEC KOLL
Aemtopepelc odnyiec

* Alota pe voonAevutika tOpupata BeTka yio
VRE-eBdopadiaia avadopa



Ot FxAAkEG KatevOuvTRPLEC 0ONYLEC yLa TNV
EMITAPNON Kot Tov EAey)0 tNC dtaomopac tov VRE

* EdAv oto voonAeuTLKO 6pupa ev umtapyxet dStaomopad amno evav KAwvo VRE

O YVvotnua gykalpng avixyveuvonc (oo to epyactriplo otnv ENA)
KAwika detypato-6eiypoata amno ¢opeic (screening)
Tunuota vPnAou kKwvduvou
(veppoAoyika, atpodLuAlong, LETALOOXEVONC, XELPOU pYLKA, MEQ)

EvNUEPWON AUECA UYELOVOLLLKWYV OLPXWV YLOL KAOE TEKUNPLWLEVO KPOU T
Aolpwénc/amokiopou

Edappoyn HETpwY eAEyYOL eTtadnC yLo KABe acBevn e
Aolpwén/amokiopo

JUOTNHATLIKA KaBnuepvn amoAvpoaven ayjpuyou neptBaAloviog
‘EAgyxo¢ anolkiopol acBsvwv ntov RpOav o€ emadn(ovvocuvnAeia)
Evtatikomolnon UYLELVAC TWV XEPLWV

Ertitipnon Karava)\wor]q QVTLULKPOBLaKWYV Ttapayovtwy (YAukomemtidia,
KEPOAAOOTIOPLVEC Y YEVEAC, KPPBATIEVEUEC, AVTL-AVOEPOPLOL TTAPAYOVTEC)

ocoood O O



Ot FoAAKEC KaTEUOUVTAPLEG 0ONYIEC YL TNV
gmITAPNON Kot Tov EAey)o tn¢ dtaomopac tov VRE

* Edv oto voonAeuTtiko bpupa vrapyet dStaomopa-srmdnpuia ano
EVOV OUYKEKPLUEVO KAWVO

d Apeon evnuUEPWON TWV UYELOVOULKWVY apXWwV
[ AmnootoAn kKAwikwyv oteAexwv oto AMR/Enterococci NRC

J Mpoodloplopoc acOevwv Kat KAWVIKWV THRRATwY unAou
KivéUvou ko epappoyn ocvuotnuotikol screening-opOiko
EMIXPLONA OTNV ELoaywyn Kot eBdopadiaia povo otnv MEO

O Enaveloaywyn yvwotwv popewv
d Zuotnuatikn epappoyn LETpwV eAEyxou yio MDR

 Meploplopog petadopac aobsvwv pe avénpevo kivbuvo
pnetadoonc-6lappotkd cuvdpopo/deppatikec PAABEC

J Meploplopog xpriong oVTLULKPOBLAKWV



Métpa eAgyxov yiao MDRB

Baolkec mpopulaelc kat mpodulacelc emadnc
Edappoyn aAkooAoUXwV aVTLONTTTLKWY SLOAULATWVY
Movwoelc/Zuv-voonAeia

EkroitdeULEVO VOONAEUTLKO TTIPOCWTILKO
KaBnpuepvoc kabaplopoc meptfailovioc

‘EAgyxo¢ amolkiopol acBsvwyv o€ enadn/ouv-
VOONAEVOUEVWV

EvnuEpwon yla acBeveic mou petadepovTal
Eknaidbevon npoowrikou

[MeplopLOMOC ELoAYWYWV O LOPUHATO UE ETUONULEC
ALoAoynon edpoppoynC LETPWV EAEYXOU



ErunpocOeta petpa eAgyxov

H voonAeia twv acBevwv yivoviav o€ TPELC TOUELC
e 1°topeac VRE Betikot

e 2% toupeac VRE Oetwcol ya enadn

e 3% tonpeac VRE apvntikot

EBSopadiaioc EAeyxoc amolkiopov twv VRE
Betikwyv yLa emadn aocbevwv

Metadopd Twv acBevwyv PETA A0 3 APVNTLKEG
eBOopadLalec KAAALEPYELEC OTTOLKLOMOU.

Evnuepwon Alotac VRE Betikwv aioBevwv



Zupnepaocpata

Efforts deployed to control outbreaks, including major outbreaks,
were successful, confirming that active infection control
intervention can eliminate the transmission of VRE in healthcare
facilities.

However, an increasing number of hospitals previously

free of VRE reported isolation of VRE and sometimes outbreaks.
VRE will probably be impossible to eradicate completely

from French hospitals .

Both surveillance and early warning systems remain

useful at local, regional and national levels, since the occurrence
of outbreaks is always unexpected, cannot be predicted and
requires rapid intervention.



Controlling healthcare-associated infections in the
NHS

Brian Duerden
Inspector of Microbiology and Infection Control, Department of Health
Clin Med 2008;8:140-3

DH/HPA/NINSS/NHS trust

Success stories about control of nosocomial
antimicrobial resistance — yes, we can!

20th Eccmid
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* AAAayn cupnepLpopac
* Eknmaidevon
 KaBodnynon

* Tiote otnv TUYXN...

* Enmikevtpo o acBevnc!!!



2003-2004 7.700 Baktn
2006-2007 6.381 Baktr

2008-2009 2.933 Baktr
* NINSS
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» 1997 Baktnplatpiec/AolpweeLc xelpoupyLkou
niedlov (eBelovtikn dnAwon)

» 2001 Baktnplatpiec MRSA
(vtoxpewTKWCS dSnAovpevo voonua)
» 2004 Aopwéelc amo CD os aoBeveic >65 eTtwv
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M OU\OCOoDLO TNC EMLITNPNOCNC

2002 HCAI péyioto mpoBAnua dnpootac vyeiog

2003 dnuocicsuon TG oTPATNYLKNC 0€ €OVLKO Ttimedo yLo Tov EAEYXO TWV
VOOOKOMELAKWV AoLtpwéewv aro to CMO(Chief Medical Office)

DH-oxebloopoc mAdvou dpaonc e otoxo to 2008

The aim of the HCAI programme can be seen as changing the
mindset of clinicians and managers in the NHS from a focus
that creates an expert system to deliver specialist clinical care
within which measures should then be taken to prevent infection,
to a system that initially provides a safe environment for
patient care and then delivers the specialist care within that
environment. This needs to be coupled with improving clinical
and management practices.



o 1 & NI
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crTnpnon

EridnuLloAoyikn emtpnon

MPpWTOKOAAA LATPOVOONAEUTLKWY TIPAKTIKWY auénuevou Kvduvou
YYLELVI] TWV XEPLWV

KaBaplopoc/amoAUpavon neptBaAlovioc

Exnaidsuon

National Patient Safety Agency’s (NPSA) cleanyourhands
Patient Environment Action Team inspections for cleanliness in NHS trusts
The Saving lives toolkit was first issued in June 2005 and revised in 2007
The insertion and management of central vascular catheters,
Peripheral venous lines, and haemodialysis catheters
Management of surgical sites
Urinary catheter insertion and care
Ventilation management
The prevention and control of CDI.

Essential steps, issued in 2006, provides a similar approach for healthcare
Infection control guidance for nursing and care homes



* Updated guidance on Controlling healthcare-associated
infections in the NHS-March 2006

» MRSA diagnosis,
» Treatment
» Prevention and control

* Evidence-based practice in infection control (EPIC)
guidelines on preventing HCAI was published in February
2007

* A further approach to breaking the chain of transmission of
MRSA was advice on screening for carriage in patients
entering hospital, issued in October 2006

* Guidance on antimicrobial stewardship - June 2007



AN\oyn Sopwv opyaviopwyv SnUooLac UYELOC UE
ETILKEVTPO TOV EAEYXO Kal TNV poAnn Twv
VOOOKOMELOKWV AOLLWEE WV

Department of Health-DH

. NHS

. Strategic Health Authority -SHA
Enyspnolakn Zuvtoviotikn Emttponn

Juvepyooia MeE OLOLKNOELC VOOOKOUELWY

EmiokePelc ota voookopela StnpePeC kat culntnon Ue
LOLTPOVOGONAEVUTLKO TIPOOWTILKO

2UVEPYOOLO LE TIOALTLKEC TOTILKEC OLPXEC




MpoAnwdn voocokopelakwv Aotpwéswv

* BoiolkO KOpUATL TNC eKTtaidevonc OAwvV Twv
ETIOYVEALLOTLWYV UYELAC O€ OAQ TAL EKTTOLOEUTLKAL
otadlo

* BoioLKO TPOOOV TIPOOCWTILKNAC ETIAYYEALLATIKNC
e€eAEnc oL Spaoelc tou oxetill{ovtol YUE TNV
npowBnon twv apxwv tng npoAnyPnc twv NA

* ElOLKO povtelo mpowBnoNng TNC UYLELVAC TWV
XEpLwV (OxL ypaBatec, kovta vuyLo ,0xL
KOOUNMOTO) TTOU TIPETEL VA ULoBEeTE(TAL OTTO

OAoUC TOUC €L8LKOUC-KALVIKOUG LOTPOUC, OLKOUN
KOlL WC TIOPAOELYLLATIOMO VL0l TOUC VEWTEPOUC



NHS

What are we trying to do and why?

e Save lives.

e Improve quality of care and the safety of patients.

e Improve patient confidence.

* Reduce length of stay and bed utilisation.

® Reduce the cost burden of treating HCAIs.

Success across England — what have we achieved?

* A 57% reduction in cases of MRSA bacteraemia
between 2003/04 and 2007/08.

* The prevention of around 5,000 patients developing an
MRSA bacteraemia.

* The prevention of around 1,500 deaths.

® A 47% reduction in Clostridium difficile infection over
a 17 month period.

How have we done this?

¢ A national strategy, an infection target and leadership.
e A comprehensive implementation plan.

¢ A national, web-based data system.

e Legislation.

® Regulation.

e Targeted support to organisations.

Healthcare-acquired Infection (HCAI)

and Cleanliness Division







KPC

Potential Role of Active Surveillance in the Control
of a Hospital-Wide Outbreak of Carbapenem-Resistant

Debby Ben-David,Yasmin Maor, Nathan Keller, Gili RegeYochay, llana Tal, Dalit
Shachar, Amir Zlotkin, Gill Smollan, Galia Rahav

infection control and hospital epidemiology june 2010, vol. 31, no. 6

Success stories about control of nosocomial antimicrobial
resistance yes, we can!

20th Eccmid



Xapaktnplotika Emtnpnong

* Apeon epappoyn
* OWKOVOMLIKN Evioxuon



MéxpL to 2006 omavia n epdavion otedexwv K.pneumoniae KPC

To 2006 —emubnuia ano oteAexn K.pneumoniae KPC ota
VOOOKOMELO OANC TNG XWPOC

[EVETLKA TTOLPOOLO LE TO OTEAEXOC TNC eMdNuiag otig US
EvawoBnoia og apwvoyAikooideg kal KoAlotivn

OLnpoomaBeleg amo 1o HeEXPL TOTE EBVIKO ZUotnpa Yyelag
amETUYAV Va EAEYEOUV TNV EEATTAWON TOUG

T€Aog tou 2006 pe apyec tou 2007 n epdAvion VEWV KPOUOHLATWVY
ouEAveTaL :

2006- 700 meploTATLKA
1/1/2007-30/4/2007-600 TtepLOTATLIKA
Ovntotnta otic 30 nueEpeg 30%-otic 180 nueEpec 40%



Navon Venezia et al AAC 2009
* Edappoyn nmpopulaéewyv enadnc



Amox/clav

Ampicillin
Aztreonam
Cefazolin
Cefpodoxime
Cefotaxime
Cetotetan
Cefoxitin
Ceftazidime
Ceftriaxone
Cefepime

A X0 O 0 40 X0 0 4O A0 U U

Ciprofloxacin
Ertapenem
Gentamicin
Imipenem
Meropenem
Pipercillin/Tazo
Tobramycin
Trimeth/Sulfa
Polymyxin B
Colistin
Tigecycline

A O X0 O O 4O O U

MIC >4ug/ml
MIC >4ug/ml
S




dNoonAela oe MEO
dANYN aviBotikwy, dBoploklvoAovec-KopBameVEUEC

(J AoBeveic LLE OpyaAVLIKH) QVETIAPKELDL

e Ovntotnta acBsvwv pe K.pneumoniae KPC 44% vs
13% Bvntotnta acbevwyv pe evaloBeTo oTEAEXOC

K.pneumoniae .

Schwaber et al. AAC 2008



*p <0.001
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Patel et al. Infect Control Hosp Epidemiol
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Patel et al. Infect Control Hosp Epidemiol
2008;29:1099-1106




Pre-infection LOS
Mean

Median
Range

25.1 25
21
0-129

6.44 10
1
0-59

p<0.001




NPA.IEN2.

KOLL ETILOTNUOVLKNG KOLVOTNTOG
(infection control professionals)

 Maptioc Tou 2007 to YIToOupyeio avaKOLWVWVEL 0ONYIEC
yla TNV OVTIHETWTILON acOevwv UE
Aolpwén/amoKIGHO

1. Duolkn AMONOVWOT AIOLKIOMEVWV aLleBevVwV
2. EKMOLOEVHEVO TPOOWTILKO

e Juotaon €0LkNC EMLTtpomnc yia TNV AVTLLETWTILON TWV
NMOAUAVOEKTLKWV TTABOYOVWV Kol ToV EAEYXO TNG
dLaoTIopAC TOUG, UTTO TNV EMiBAedn TNC TTOALTIKAG
nveciog tov Yrnoupyeiov.



Touc (ocuvoAwka 28)

Aopec-\ettoupyia

Yrinpeoleg eAEyxou AOLUWEE WV

OdNYLEC yLa TNV AMOOVWOoN TwV AoBevwv
Exnaidbevon mpoowriikou

MukpoLoAoyLKO EpyacTtnpLo
Emtidnuioloyika 6edopeva pexpt to 2005



Ovopa-AM acBevwyv

Huepopnvia etloaywyng

Huepopnvia mpwtng amopovwong

BloAoyko deiypa

Edappootnkav ta pEtpa eAEyxov emadnc?

Elvai Sta0€opa yaviia-modLeg?

O aoBevi¢ Bpioketal o€ pOVWON-ouv-voouviAeLa pe aAAoug ¢opeic?
Yriapxel pia e101ka ekmatdsvpévn voonAeutpla o€ Kabe Bapdia?
MBavo voonAeuTtiko (dpupa amolklopou?

KavoUpyla mepLoTaTLka

Evnuépwon oe mepimtwon €€066ou armod to VOOOKOWUELD | 0€ iepimTwon
HeTOKiVNoNG o€ AAAO VOGOKOLLELO.



TOL VOOOKOUELDL

* Tnv 0La nuEPa T voosokopeila Aappavay
amavTnNon HE oONYLEC-MTPOTACELC-KPLTLKN

* Aev éekivnoayv OAa T VOGOKOUELD UE TNV LOLAL
dtaBeon....



ErunAg€ov petpa eAgyxou

* Anuwovpyia Ou&&m; Yl TNV QVTLUETWILON sm&numv (S.W.AT)
* 2008 £kdoon €BvVIKWV KATELOUVTHPLWY 0ONYLWV EVEPYNTLKAC
ETUTAPNONC-EAEYXOC QATTOLKLOLOU

(active surveillance)
Alepelvnon aocBevwv nov Npbav oe emadn UE
apPXLKO emiBeBalwpevo Kpouopa
AoBeveic e mapayovieg KvdUVOU oTNnV ELoaywyn
AoBeveic e mapayovieg KlvOUVOU 0TO VOOOKOUELOLKO
XWPOo
AlakoTtr) EebopUOoYN G ATTOUOVWONG

EvepynTlkn emitipnon o€ lOpUu AT XPOVIWV TIOLOXOVTIWV

0 00 O



urteuBuvouc kabe voookopeLlou

ErtlokePELC TTEPLOOLKA OTO KALVIKA TLAOTOL
ErmtiokePelc ota pkpoPLloloyka epyaocthpLa
Etnola emionun eniokedn oe kaBe voonAguTIKO
16pupa

Meta amo kaBe eniokePn pia avadopa LLE TLG
nopatnPnosLc arnooteAAovtayv otnv SLolknon tou
VOOOKOLLELOU KaBWC Mmiong Kal oto YIoupyeLo
Mnviaia qva¢opd 0€ OAOUC TOUC ALOLKNTEG TWV
VOOOKOUELWV



Tanp WTO OLTTOTEAEOD Hota

QU EAVOLLEVN TAON EMLITTWONG

e |kavr Kol adlaKoTn AELTOUPYLKOTNTA KALVIKWVY
TUNMATWY UE EAa)LOTOTIOINON TWV TIPOBANUATWV

e JUVEXLON EAEYXOU OTTOLKIOMOU PETA TNV £€060.
|6pUupoTa XPOViwV TOLCXOVIWV

* H enmimtwon Tou amolklopov Oev e€aleldeTal yLo TOUC
£€N¢ Aoyouc

1. Aduvapuia amopovwong OAwv Twv GopEwWV

2. Aduvapuia dtayvwong OAwV TwV ATOLKLOUEVWV
aocBevwv



Summary of intervention results to date:
Rise in incidence halted; decrease over time observed

L ..u”“"“l I”’“i““”l!l!”lll||||||||u|.|.




BaoLlKEG QLPXEG ETILTUXLAG

* Alepevvnon yla tBavo amolkKlopo 0owv
npBOav oe emadn padll Toug

* Edappuoyn HETPWV EAEYXOU

e YtOo)Y0C 0 tolerance amolkiopov yia KaBe
VOOOKOUELO

* AECUEUON KOIL EVEPYOTTOLNON OITO UEPOUC TWV
vnAwv kKAluokiwyv oxedlacuou ToALTLKNC oTo
XWPO TtNC ONUOCLOC UYELOC



Tel Hashomer, Israel.

» MNepilodoc mpLv tnv napepBaon/kataypodn
acBevwv pe K.pneumonia KPC

» Neplodoc mapepfaonc/Tov Mato touv 2007
nopAaAAnAa pe tnv epapuoyn Twv
npodulatswv emadnc, epapuoletal
OUOTNMOTLKOC EAEYXOC aToLKLopoU o€ upnAou
Klvouvou tunuata (eloodo-eBdouadiaia)



H emimtwon tTwv Aolpwéewv ano carbapenem-resistant K. pneumoniae auénbnke
6.42 dopéEc armod to 1o tpipunvo tou 2006 peExpL TNV Evapén tng mapéuBaonc.

To 2006, 120 acBevwv ta Blodoyikd deiypata sival BeTikd yia carbapenem
resistant K. pneumoniae, 67 (56%) avéntuéav Aoipwén. 20% otnv MEO - 40% ota
KALVIKA TUApOTAL.

Kata tnv Stapketa tng meplodou napepPaonc carbapenem-resistant
K.pneumoniae o d&iktng aoBevwv Pe opOLKO amolklopo Atav 9%(204).

Ao touc 390 aoBeveic pe Aolpwén/amolkilopd and carbapenem-resistant
K. pneumoniae 204 (52%) pe APn anolkiopwyv ota nAaicla Tou screening.
4% KATA TNV ELCAYWYN EVW oL UTIOAOLTTOL €ixav ECO Opo voonAeiag 12 nuépec.

>T1¢ 12,391 nuépeg edappoyng npodpuldatewv emadn 4,713 (38%) npooteOnkav
WC ATIOTEAECA TNE ETUTAPNONG TWV ATIOLKLOUWV.

Metd tnv edpappoyn Twv HETPWV EAEYXOU TtapATNPRONKE pial onpavtiki peiwon
NG EMMTwonG Twv Aolpwéewv amo oteAéxn carbapenem resistant K. pneumoniae

‘EAeyX0G ATOKLOUOU pall pe ebappoyn LETPWV EAEYXOU UTTOPEL va eival
QTIOTEAECHATLKOG O0TOV EAEYXO TNC SLaoTtopdc Twv oteAexwv K.pneumoniae KPC

Infect Control Hosp Epidemiol 2010; 31(6):620-626
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Scatterplots showing the change in the number of clinical cases of infection with carbapenem-
resistant Klebsiella pneumoniae per 10,000 patient-days, before and after the intervention,
implemented in month 17.



Bacteria

KPC Enterobacteriaceae
Metallo-3- .

P. aeruginosa
lactamase
OXA Acinetobacter spp.

SME Serratia marcesens




CLABSI

CAUTI

VAP

Pooled

Carbapenem
resistant

K. pneumoniae

11%

9%

4%

8%

Hidron, A et al Infect Control Hospital Epidemiol. 2008;29:996
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Hospital-Acquired, Community-Onset, and Active Surveillance Cases
Jan 2006 - Sept 2008
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1vAcinetobacter.
2, Pseudomonas
3.Klebsiella

1.Mvevpovieg,
2.MKPOPLOLILLEG

3.\OLLWEELG OUPOTIOLNTLKOU CUOT.

4. \OLUWEELG XELPOUPYLKOU TTESLOU

1SATGIKATH G/AVOITANPWTHG
2IPOEOPOGENN
SYAVTUTPOEOPOGEN/
ASNOGHAEUTH GETILTLPN G GAOLIIWEEDY.

1.EmidnLoAoyLKN EMLTAPLON
KAwikn-Epyaoctnplokn

2.Enitnplon epappoyns HETPWY
EAEYXOU AOLLWEEWV

3.Eykaipn dLayvwon cuppowy

ALEPELVNON KOL OWVTLILETWITLGH TOUG.

4.Emtikowvwyvio e YHE-YYKA-KEATINO




Ertithpnon

1. AOIMQEH

AdYOp1OpNOC UVTIUETOMLONE AGHEVOVE IE AOIN®EN GO TOLVUVOEKTIKG

Gram gpvinTiKa wtafdoyova.

Klaviké Tufqpa
*  Auym Prodoyik@y SstypdTov
® LETCQOPE OTO LUKPOR1oA0YIKO EpYOoThplo

Amopdveaon oteléyoveg Acinetobacter,
Pseudomonas W Klebsielln avOsKTIKO OTIS
Koppomevepes amd KAviko deiyua

Klwvikn S1ayvoo LITEnmar
ey _K-Q P _ " Opadog Aroyeipiong
BEBRIS AORTSIS Emtpomic NOCGOKOUEIOKDV AOIUOEEDV

K Avikol TUnipetog

1.65pUMEVTIKY] OVTILETMIICT)
2_epoppoyn Pucikdv pETpov

TPOQUACENS Kol LETPOV
TPOPUAUENS ENAPTS

Mikpoproroyiké
EPYACTI PLO
1.mpocdoptouog
QUIWVOTOTTOV UVTOYNS
2.@UAhaln GTEAELOLC

Kl Siayvoon roipméEng mov smampeitat
(KUT.GVOTVEVGTIKOV, OVPOTOL TIKOD ,
pKpofraipise, yE1povpyiKov TEdiow)

Opasdo Awaygsipione Kiaviko Tpipa
1.cvuIAnpoor Tov dsAtiov SNA®ong Ing 1.8pUmELTIKT
AoipmENS KUl dTOGTOAY] TOU GTO CVTILETMOTLCT
KEEATINO ce gfdopadiaio facm. 2.eQupUOYY) POCIK®OV
2 _EMTN PO TNS COGTNS SQUPUOYNS TV HETpOV TpoPOAUENS
HETP®V TPOAT WS Kl EAEYYOL AOIUOEEDV KUl PLETPOV
oo TOAVOVEEKTIKG Tafoyova TPoPVUAAENC ETAOT|C.
3.amoGTOAY TOL iS1ov dshtiov petd amd 28
TMUEPESG LE CUUTAT PO UEVT) TNV TEALKT)
éxfoon tov acBevoic.

4. d1epevVI|ON CLPPONG KPOVGUATOV

5. "EAEYY0G UMOIKIGUOYV GUV-

VOGTAELO LEVEV 0COEVOV TToL Ppickovial
otov 1610 8GA0U0.

Kowormoinon
QTIOTEAECUATWY QKON Kall
TWV OTIOLKLO LWV

Yulntnon KAwikoL
ouvOpOOU KoL
avaykootntog ebappoyng
LETPWV €AEYXOU

H tputAéta acBevnc —
Aolpwén—rmoAuvavBekTLkO
no.Boyovo yvwoToTmoLelTol
Kol €lval mAéov euBuvn
OAWV paG

Enavatpododotnon
nAnpodopiog




KEEATINO

YUPPOEC aoBevwv pe Aolpwén/amolklopo amno
rnoAvavOektika maboyova

YyLewn Xeplwv

Ataxeilplon avtPLOTIKWY GTOV VOOOKOUELOKO
XWpPO
TPUTAETEC



Emimrwon Aoipwicwy amo moAvoavBekTind aboyova

[MooooTO CUPPOPPEWOTNG ETTONEAPOTIWY UVEITG

OTV UVIEIVI] TWV XEPILIV




1. AITOIKIXMOZX

Alyop1Opog avTIPETAOMIONG 000EVOVS PE ATOIKIGHO 06 TOAVOVOEKTIKG,
Gram apvntikd Tafoyovo.

Erciyovra sEotepka
wrpeia (Yo acevr| mov
npoKeLtal va elcaydel 6to
VOGOKOUELD)

Khviko Tpnipo

Néec eloaymyég

1) Acbeveig pe yvootd amokiopd amd
TOAVOVOEKTIKO GTELEYOG OV EmITNPeiTaL

2) Acbeveig pe 10topkd voonheiog Katd v
omoia éhafe Oepaneia pe kopPanevéueg o
televtaio 6uNvo

3) Acbeveic ue wotoptcd voonheioc ce ME®

Afym opBkod kot
QOPLYYIKOD EMYPICUOTOG

AAyopLOLOG OLAXELPLONG
0lGBEVOUG IE QITOLKLIG|LO
OTTONTOAU VD ERTIKO!
IO OY VD]

Mukpofroroyukod epyacTtiipro
Amnopdveon otehéyovg Acinetobacter, Pseudomonas 1 Klebsiella avBextixé otig
KopPomevipeg (GOUPOVA UE TIG TPOTEWVOUEVES LIKPOPLOAOYIKES [EBOSOVG)

Evnpépoon
o Oupadag Aayeipiong
e Emrtpomig
Nocokopelokdv
Aopméemv
KAviko0 tpfiporog

, Opada Avaygipiong .,

Mucpofotoyucd LEmtipnon mg cwoths epapuoyns gm““’ THING

gpyactnpro TOV HETPOV TPOAYNG KoL EAEYYOV paproyn Ba,cm(ov
Lmp (?o&oplcu 05 AodEEDV amd TOAMVOEKTIKA HETpQV TP o<p13ka§ng ot
(powvéTuTOV noBoyove: pétpav TPoPLAAENG
aVToxTS 2/E\eyy0G OmOKIGUOV Enagns
2'(’)1’7,‘&%“ GLV-VOONAEVOUEV®V 0GHEVAOV TTOV
0TeEXOug Bpickovtor otov 1610 Oddapo.
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Hospital programmes of infection control (IC) should include
surveillance to detect common source outbreaks, identify problem =
areas, help set priorities for infection control activity, and meet

national standards. Surveillance can also provide data to help

convince clinicians and managers of the need for improvements in
infection control practices. Surveillance must be performed in a
systematic way with the aim of reducing rates of hospital infection.

Surveillance results should be fed back to clinical and
managerial staff and should lead to action

Gaynes RP. Surveillance of nosocomial infections. In, Bennett JV, Brachman PS (eds)
Hospital Infections, 4 th Edition. Philadelphia: Lippincott-Raven, 1998






