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«Ecnn a9 ornsiHycb Ha knagbuua,
1€ CXOPOHEHbI 3apaXkeHHble B
rocnutansax, To He 3Hato, Yemy

bonbLue yanBnaTbCS: CTOULMN3MY NN
XUPYPros, Nin JOBEPULD, KOTOPLIM
NpoaoMmKaT NONb30BaTLCH
rocnuTann y npaBmTenbCcTBa U
obwecTtBa. MoxHo nu oxxnaaTtb
NCTUHHOIO NMporpecca, noka Bpayu
He BCTYNSAT Ha HOBbIW NYTb U HE
npuMyTCs O6LLIMMU cunamm
YHUUYTOXaTb UCTOYHUKM
rocnuTasnbHbIX MUA3M?»

[Muporos H.N. Hayana obwen BoeHHo-noneson xupyprun. — M. —J1., 1944
rog



Notes on Matters
Affecting the
Health, Efficiency
and Hospital
Administration of
the British Army,
1858

Notes on
Nursing: What It
Is and What It Is
Not, 1860

3ameTkn 0 hakTopax,
BNUSIOLMX Ha
300pOBbE,

9P EKTUBHOCTb 1
ynpasneHune
rocnnTansamu
BputaHckon apmum

Kak Hy>HO
yXakuBaTb 3a
OONbHbLIMU

dnopeHc HantuHrenn
12 maga 1820 - 13 aBrycTta 1910

«Yxoa OOMmKeH ObITb Ppa3yMHbIM, U, B
CYLHOCTH, OH CBOOUTCS K BHELUHEe
Mano3aMeTHbIM, HO Ype3BbI4YauHO BaXXHbIM

RAQ TFMMAUDRA NN
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CDC|NHSN Surveillance Definition of Healthcare-Associated Infection and
Criteria for Specific Types of Infections in the Acute Care Setting, 2009
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15% nauneHTOoB Nociie NOCTaHOBKN
LEHTpPanbHOro BEHO3HOro KaTteTepa
CTpagatoT OT UHPEKLUNOHHBIX,
TPOMOOTUYECKUX N OPYTNX OCIOXHEHUN,
TpeOyroLKMX ero yaaneHus

McGee D, Gould M. Preventing complications of central venous
catheterization. N Engl J Med 2003; 348: 1123-33
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TpyoHoCTU Knaccudpukauum

KONOHNU3NpOBaHHbLIN KaTeTep
MHdbeKLuna mecTa BBEOEHUA KaTeTepa
KapmaHHaa nHekyus

TyHHenbHasa NHeKkuuna

NHdekuna, ceBasaHHasa ¢ UHYy3nen

KaTeTep-accounnpoBaHHasa nHdeKuuns
KPpOBOTOKa

bepexaHnckun b. B., )KeBHepeB A. A. KaTteTep-accoummpoBaHHble
NHekunm kpoBoToka //KnnH. MMKpoduon. aHTUMUKPOO.
XummoTep. —2006. - T. 8. — Ne. 2. - C. 130-144.



CDC/NHSN surveillance definition
of health care-associated infection
and criteria for specific types of

infections in the acute care setting

Teresa C. Horan, MPH, Mary Andrus, RN, BA, CIC, and Margaret A. Dudeck, MPH
Arlanta, Georgia

BSI Bloodstream infection
LCBI Laboratory-confirmed
bloodstream infection
CSEP Clinical sepsis

Horan T. C., Andrus M., Dudeck M. A. CDC/NHSN surveillance definition of health care—associated
infection and criteria for specific types of infections in the acute care setting //American journal of
infection control. —2008. — T. 36. — Ne. 5. — C. 309-332.



A. lNepBn4yHan UKP B. BropuuHasa UKP

dnedut NMoaTBepxaeHHas
BTOpU4YHaa bakTtepuemus
JTabopaTtopHo BeposaTHaa BToOpu4Has
noaTBepXgeHHas 6e3 OakTepunemus
KITMHUYECKUX MPU3HAKOB
TabopatopHo JTabopaTopHO
noaTBepXXaAeHHasa c noaTrBepXxneHHas ¢
KITMHUYECKUMU KINTMHUYECKUMU
NnpuU3Hakamum NnpuU3Hakamum
Knnuunyecknm cencuc Knnuunyeckum cencuc

AcnaHoB b.W., 3yesa J1.I., lTnbnmosa A.B., Konocosckas E.H. n gp.
anmaemMmuonornyeckoe HabngeHue 3a nHekUunsamMn, CBsA3aHHbIMU C OKa3aHUEM
MeanumnHckom nomown. PeagepansHble KNUHUYECKME pekomeHgaumn. — M., 2014, —
58c.
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Numberof ICUs ~ CR-BSI(95%Cl)  Catheter-days CR-UTI(95%CI)  Urinary catheter-days VAP (95%Cl) Ventilator-days
Developed countries
NNIS (1995-2003), USA™* 85-1337 5-0% 1356450 53t 1356450 58% 115600
NHSN (2006-2008), USA*# 891821 2.1 699300 34t 546 824 2.8t 383068
KISS (1997-2003), Germany™ 308 1.8¢ 1503541 i . got 1177137
KISS (2004-2009), Germany** 514-5837 13t 4002108 2.0¢ 4757133 51t 2391381
Developing countries
INICC (2002-2007), 18 developing 60 8.6¢ 132061 b-6% 1030 19.8¢ 1802
wuntries*§®
Argentina (1998-2004; current 15 247 (7-4-42-0) 0458 17.2(13-4-21.1) 158013 48.0 (42-0-54.0) 5777
gystematic review)™*:
Turkey (1998-2005; current systematic 16 11.0(22-243) 23503 10-8(4.2-17.4) 36343 26.0(20-0-32.0) 39504
review)'405®
(urrent systematic review 26 113(5.0-13.6) 373848 9-8(7.7-11-8) 427831 2.9(181-266) 263027

(1995-2 oosru;ssa S87ITETH TN NN O 0

Data are overall (pooled mean) infection episodes par 1000 device-days. ICUs=intansive-care units, (R-BSl=cathater-related bloodstrzam infection. CR-UTl=catheter-related urinary-tract infaction.
VAP=vzntilatar-associated pnzumonia. NNIS=National Nosocomial Infaction Surveillance. NHSN=National Hzalthcara Safaty Network. KISS=Krankanhaus Infektions Survzillance System. INICC=Intzmational
Nasocomial Infection Control Consortium. *Medical or surgical ICUs in major teaching hospitals. tRange reported because number of ICUs included in data pooling varied according tothe type of
device-associated infection. $95% CI not reported. §Argentina, Brazil, Colombia, Costa Rica, Cuba, El Salvador, India, Kosavo, Lebanon, Macedonia, Mexico, Moroceo, Nigeria, Peru, Philippines, Turkey, Uruguay.

Table 2: Comparison of device-associated infection densities in adult ICUs from developed and developing countries, 1995-2008

Allegranzi B. et al. Burden of endemic health-care-associated infection in
developing countries: systematic review and meta-analysis //The Lancet. — 2011.

—T.377.—Ne. 9761. - C. 228-241.
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Table 7

Comparison of pooled device-associated health care-associatad infection rates, per 1,000 device-days in the intensive care units (ICUs) of International Nosocomial
Infection Control Consortium (INICC) hospitals, based on reports published in 2005, 2008, 2010, 2012, 2014, and 2016

NICC Report INICC Report INICC Report INICC Report NICC Report INICC Report
2002-2005 2002-2007 2003-2008 2004-2000 2007-2012 2010-2015
Countries B 18 25 35 43 S0
ICUs 55 o8 173 422 503 703
CLABSI 12.5(11.7-13.3) 92(88-97) 76(74-79) 6.8(6.7-70) 4.8(4.7-49) 419(41-43)
“CALTI B80(83-085) 5551-509) 53 50-55) 535255 $352-54) 482 4.7-49)
VAP 24.1(228-255) 195(18.7-203) 136(133-140) 15.8(155-16.1) 14.7(145-149) 122(12.0-124)

NOTE. Values are presented as n or pooled mean(95% confidence intarval L.
CAUTI, catheter-associated urinary tract infection; CLABSI, central line-associated bloodstream infection; VAP, ventilator-associated pneumonia.

Rosenthal V. D. et al. International Nosocomial Infection Control Consortium report, data
summary of 50 countries for 2010-2015: Device-associated module //American journal of

infection control. —2016. —T. 44.—Ne. 12. - C. 1495-1504.
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BELGIUM j THE NETHERLANDS

Included patients 15 jj Included patients 43
MDOR n(%) 3(20%) MOR n(%)  10(23%)
XDR n(%) 0 B XDOR n(%)

SWITZERLAND
Included patients 51

MORn{%)  18(35%)

XDR n(%) 1(2%)
FRANCE
Included patients 206
MDR n({%) 67(33%)
XOR n(%) 16(8%)

AUSTRIA 7
Included patients

Included patients 48
Included patients 70 MDR n(%) 16(33%)
MOR n(%)  20(41%) Il XOR n(%) 4(8%)
XDR n{%) 11(16%)

SPECIAL ARTICLE

Characteristics and determinants of outcome
of hospital-acquired bloodstream infections
in intensive care units: the EUROBACT
International Cohort Study

. % e We enrolled 1,156 patients from 162 ICUs in 120 cities in

MOR n{%) 10(33%) JMOR n(%) 8(32%)

oo Jromnty sz 24 countries (Fig. 1). Sixty-three ICUs accepted the study

Included patients 63
MDR n(%) 46(73%)
XDR n(%) 21(33%)

Included patients 17
Included patients 6 § Included patients 288

MDR n(%) 6(100%) gMOR n(%)  219(76%)
XDR n(%) 3(50%) gXDR n(%)  145(50%)

Included patients
MOR n(%)

18(31%)

Included patients 6

Included patients Included patients 25
MDR n(%) 2(8%)
XOR n(%) 1(4%)

Tabah A. et al. Characteristics and determinants of outcome of hospital-acquired
bloodstreaminfectionsin intensive care units: the EUROBACT International Cohort
Study //Intensive care medicine.—2012. — T. 38. — No. 12. — C. 1930-1945.



Table 2 Associations between baseline (admission to the ICU) patient characteristics and 28-day mortality

Variable Characteristics All patients Alive on D28 Dead on D28 p-Value*
(n= 1,156) (n = 743) (n=413)
Age, years 59.5 = 17.7 57.2 + 18.3 63.7 = 15.8 <0.0001
SAPS 11 X 50 = 17 47 + 15 56 =17 <0.0001
Obesity (BMI =30 kg/m”) . 251 (22.1) 175 (69.7) 76 (30.3) 0.08
Malnutrition (BMI <I8.5 kg/m~) 43 (3.8) 24 (55.8) 19 (44.2) 0.18
Male 756 (65.4) 503 (66.5) 253 (33.5) 0.03
Charlson co-morbidity index 0 386 (33.4) 296 (76.7) 90 (23.3) <0.0001
-2 404 (34.9) 263 (65.1) 141 (34.9)
3+ 366 (31.7) 184 (50.3) 182 (49.7)
Chronic illnesses
Respiratory 08 (R.5) 50 (51) 48 (49) 0.008
Cardiovascular 117 (10.1) 71 (60.7) 46 (39.3) 0.5
Renal 61 (5.3) 34 (55.7) 27 (44.3) 0.19
Hepatic 44 (3.8) 21 (47.7) 23 (52.3) 0.017
Immunosuppression I51 (13.1) 68 (45) 83 (55) <0.0001
Medical admission 672 (58.1) 308 (59.2) 274 (40.8) 0.0003
Organ dysfunctions at admission
Neurological 354 (30.6) 236 (66.7) 118 (33.3) 0.5
Haemodynamic 591 (51.1) 342 (57.9) 249 (42.1) <0.0001
Respiratory 937 (81.1) 586 (62.5) 351 (37.5) 0.009
Renal 155 (13.4) 86 (55.5) 69 (44.5) 0.01
No organ failure on admission 126 (10.9) 95 (75.4) 31 (24.6) 0.006
Septic shock at admission 267 (23.1) 139 (52.1) 128 (47.9) <0.0001

BMI body mass index. Results are shown as n (%), mean = SD where applicable
* Hierarchical logistic regression with random effect for centre and country

28+day mortahity was significantly higher in older patients  JleTanbHOCTb (28 AH ) 6bINa cylecTBEHHO

and In patents with chronic respiratory disease or BbIWI€ Y BO3PACTHbIX NALUMEHTOB, NaLUEHTOB C

immune deficiency. [ntensity of the host response and  xpOHMUYECKMMM GONE3HAMM OPraHoOB AbIXaHUS

organ dysfunctions as reflected by septic shockora higher ~ mMG0 ¢ UMMyHOAEPULIMTOM. CenTUYECKUI LLIOK

SOFA score at HA-BSI onset was an independent risk ¢ MOH, BbICOKMI MHAEKC OLLeHKU SOFA B

factor for 28-day mortality. The source of infection sig  auane HA-BSI 6bINMYM HE3aBUCUMbIMU
cdhakTopamm pucka



Table 4 Isolates found in hospital-acquired bloodstream infections in patients in intensive care units

Susceptible, MDR.* XDR,* PDR.® Total 28-day mortality

n (%) n (%) n (%) n (%)
Gram-negative 759 (57.6 %) 264 (34.8 %)
Acinetobacter spp. 13 (8.1 %) 147 (919 %) 114 (71.3 %) 1 (0.6 %) 160 (12.2 %) 55 (34.4 %)
Klebsiella spp. 46 (29.5 %) 110 (70.5 %) 76 (48.7 %) 3 (1.9 %) 156 (11.9 %) 52 (33.3 %)
Pseudomonas spp. 05 (63.3 %) 55 (36.7 %) 41 (27.3 %) 1 (0.7 %) 150 (11.4 %) 60 (40 %)
Escherichia coli 57 (58.2 %) 4] (41.8 %) 5(5.1 %) 00 %) 08 (7.4 %) 34 (34.7 %)
Enterobacter spp. 48 (54.6 %) 40 (45.5 %) 17 (19.3 %) 00 %) 88 (6.7 %) 29 (33 %)
Other gram-negative 69 (64.5 %) 38 (35.5 %) 15 (14.0 %) 00 %) 107 (8.1 %) 34 (31.8 %)
Gram-positive 440 (33.4 %) 149 (33.9 %)
Enterococcus spp 103 (71.5 %) 41 (28.5 %) 2 (1.4 %) 0 (0 %) 144 (10.9 %) 61 (42.4 %)
Coagulase-negative staphylococci 141 (100 %) 0(0 %) 0(0 %) 0(0 %) 141 (10.7 %) 41 (29.1 %)

and other staphylococci

Staphylococcus aureus 60 (50.4 %) 59 (49.6 %) 0 (0 %) 0 (0 %) 119 (9 %) 37 (31.1 %)
Other gram-positive 36 (100 %) 00 %) 00 %) 00 %) 36 (2.7 %) 10 (27.8 %)
Anaerobes 20 (1.5 %) 10 (50 %)
Bacteroides spp. 13 (100 %) 00 %) 00 %) 00 %) 13 (1 %) 6 (46.2 %)
QOther anaerobes 7 (100 %) 00 %) 00 %) 00 %) 7 (0.5 %) 4 (57.1 %)
Fungi 98 (7.4 %) 40 (40.8 %)
Candida albicans 00 %) 56 (100 %) 000 %) 00 %) 56 (4.3 %) 23 (41.1 %)
Candida non-albicans 0 (0 %) 39 (100 %) 00 %) 00 %) 39 (3 %) 14 (35.9 %)
Other 0 (0 %) 3 (100 %) 00 %) 00 %) 3(0.2 %) 3 (100 %)
Total (patiem)b 570 (49.3 %) 586 (50.7 %) 254 (22 %) 50043 %) 1,156 413 (35.7 %)
Total (micro-organisms) 688 (52.2 %) 629 (478 %) 270(20.5 %) 5(0.38%) 1,317

Percentages of SUS susceptible, MDR multidrug-resistant, XDR * Each category is included within the previous category: all PDR
extensively drug resistant and PDR pan-drug-resistant strains of organisms are XDR, and all XDR organisms are MDR
each pathogen are shown. The “Total” column shows the per- " In case of BSI due to more than one micro-organism, the most

centage of each pathogen in the cohort resistant one was taken into account to classify the patient

Tabah A. et al. Characteristics and determinants of outcome of hospital-acquired bloodstream infections in
intensive care units: the EUROBACT International Cohort Study //Intensive care medicine. — 2012. - T. 38.
—Ne, 12. - C. 1930-1945.



Carbapenem resistance was found in 110/166 (69 %)
Acinetobacter spp., 59/156 (38 %) Klebsiella pneumo-
niae, 56/150 (37 %) Pseudomonas spp., 5/88 (5.7 %)
Enterobacter spp. and 1/98 (1 %) Escherichia coli. Of the
119 8. aureus i1solates, 57 (48 %) were methicillin-resis-

tant; and of the 70 Enterococcus faecium isolates, 16
(23 %) were vancomycin-resistant (VRE). Isolates

Tabah A. et al. Characteristics and determinants of outcome of hospital-acquired
bloodstream infectionsin intensive care units: the EUROBACT International Cohort
Study //Intensive care medicine.—2012. —T. 38. — No. 12. — C. 1930-1945.
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NMpodounaktnka KAUK
Strategies to Prevent CLABSI

[10 NOCTaHOBKM [locTaHoBKa KaTeTepa: [Tocne NOCTaHOBKM:
KaTeTepa: 1.4ek-nnct 1.0nTumanbHoe
1.MNocTaHoBKa 2.['virneHa pyk COOTHOLUEeHne
KaTeTepa CTporo no 3.13b6eratb UCMNonb30BaHUS begpeHHON  MeacecTpa-naumneHT
NnokasaHunaMm BEHbI Y B3POCSIbIX TYYHbIX NauneHToB 2.[de3nHdekuus
2.06pasoBaHue 4.\cnonb3oBaTb roToBbIM HABOP Ha NopTOB rnepen
3.ExeoHeBHas KaTeTepmnsauuio KaxxgblM BXO40M
rMrmeHa Koxm 5.06ecne4ymBaTb MakcuMarnbHbIN 3.CBoOEBpEMEHHOE
YPOBEHb CTEPUNBHOCTN NpU yaaneHue Kkatetepa
nocraHoBke LIBK 4.l'po3payHblie
6./lcnonb3oBaTtb CNMPTOBOW pacTBop NOBA3KW Ha 5 -7 OHen

xnoprekcngnHa ana gekoHtammHaumm 5.KoHtpons KAUK
KOXW B MecTe noctaHoBku LIBK

SHEA/IDSA Practice Recommendation: Executive Summary
A Compendium of Strategies to Prevent Healthcare-Associated Infections in Acute Care Hospitals: 2014 Updates



[lpaBuna noctaHoBKku LIBK

« CobntogeHne makcmmarnbHbIX DapbepHbIX
MEp NPeaoCTOPOXHOCTU

 [lonHOe HaKkpbiBaHWE NaUUeHTa




npenapart AJifi FTMrmeHbl pyK

npenMmyLlecTsa UMeT
cnmpTocoaepXxatime
npenaparbl

CpencTBO ANdA PYK C
onTMaribHOW aHTUMMUKPOOHON
9PPEKTUBHOCTbLIO COOAEPKUT
75%-85% aTaHona,
nsonponaHona uUmnu H-
nponaHona U1 coYeTarT 3TU
NpoaOyKTbl

BO3, PykoBoacTBO Mo rurmeHe
PYK



lNMpenapaTtbl ANA rTMrMeHbl PYK U TMIMeHbl KOXXU
nepen nocraHoBkou LIBK — 310 pa3Hble
npenaparbl:

« [Ins o6paboTkn pyK — C YBIIAXHAKOLLMMUN
KOMMOHEHTaMM

« [Inga obpaboTkm KoXxm B obracTtu
NpoBeaeHUss MHBa3MBHbIX Npoueayp —
6e3 yBnaXXHALLNX KOMMOHEHTOB




BONOCHLI B 00nacTu BBeAeHNs KaTteTepa crnegyet
yAanuTb HENOCPEACTBEHHO Nepeq BBEJEHNEM
KaTeTepa, UCNonb3ys cnevunarnbHble KIUnepsbl.

bpuTbe BOSIOC OpUTBOU 3anpeLLeHo !

anst o6paboTKN KOXU UCNOSb3YIOT
cnupTocoaepXxallue npenaparbl

domkcaumna katetepa — NoALMBaAHUE K KOXE UM
be3woBHaa pukcaumsa yCTpoOUCTBOM



C uenbto obecnevyeHns exxeaHeBHOro
KOHTPOSA COCTOSIHUSI PaHbil,

HagexHon ukcauum LIBK,

MUHUMU3ALUNN MEXAHUNYECKUX
NoBPEXAEHUN KOXUN NP CMEHE NMOBA3KN U

3adlLTbl PaHbl BXOOHOIO OTBEPCTUA
Katetepa OT KOHTaMUHaunn N3BHE

MCNONb3YIOT NPO3pPayYHYyHO NOBA3KY















3a|V|eHa NOBA3KM Ha LI,BK










UHonBuayanbHbIN
CTONMUK

CO cpeAacTBamMu Ans
yxona

NMepepBUXXHOW CTONUK
CO cpeacTBamMmm Ana yxoaa
3a NayMeHTom



Ctpaternsa npodpunakTuku

lNepekpecTHas nepenayva
naToreHoB

- CTaHOapTHbIE Mepbl
NPeaoCTOPOXHOCTHU

- Oe3VHJEKLMA NOBEPXHOCTEN B

Brnn3kom OKPYXEHNN NnauneHTa :

2. QHOoreHHoe nHduupoBaHue
-TUreHa KoXu
-CTepurnbHas NoCTaHOBKA
-CTepunbHas cMeHa NoBSA3KU

-ANuUTEenbHOE ucnorb3oBaHne
NOBA3KN C BO3SMOXHOCTbHO
BuU3yanusaumm mecta Bxoga LIBK

3. ObpasoBaHMe n obpaTHasa CBA3b
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JTnonornsa nuHdekuumn

KpQBQIQKa SO@ l
2011 ro 12rog 2013rog 2014ron 2015ron 2016 ropa

Staphylococcus aureus 16 5 20 11 5 21
Staphylococcus CoN 13 5 40 43 47 7
Serratia marcescens 3 0 13 0 5 7
Klebsiella pneumoniae 32 48 13 14 10 14
Acinetobacter baumannii 10 24 7 7 5 0
Proteus mirabilis 10 9 7 0 0 0
Pseudomonas aeruginosa 0 0 0 10 10 0
Candida sp 12 0 0 3 6 14




NMpodmnakTmnka nHdekummn mecTta
XUPYpPruyecKoro BMmellaTenbCcTBa
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The 23 types of surgery that were included in the
study were all less than 1.

Conclusion: As well as antibiotic prophylaxis being a
generally effective intervention for preventing
postoperative wound infection, the level of this
effectiveness would appear to be reasonably
independent of what type of surgery is being
considered.

AHTUOMOTUKONpPO(UNAKTUKA B LLeSIOM
acdekTMBHA ANA npenoTBpaLLeHns
nocrieonepaumoHHON paHeBON NHEeKUUN,
n ypoBeHb 3¢p(PpeKTUBHOCTHU
npeacraBnseTcs 4OCTAaTOYHO
He3aBUCUMbIM OT TOr0, KAKOM TUn
onepauuu paccmaTpuBaeTcsi.

Bowater R. J., Stirling S. A., Lilford R. J. Is antibiotic prophylaxis in surgery a generally
effective intervention?: testing a generic hypothesis over a set of meta-analyses
//Annals of surgery. —2009. — T. 249. — Ne. 4. — C. 551-556.



Al

®PEQEPANIbHOE FOCYANAPCTBEHHOE ABTOHOMHOE YYPEXOEHUWE

«HAYYHO-UCCNEOQOBATENBLCKUMA MHCTUTYT HEUPOXUPYPIr YU
WMEHU AKALIEMWUKA H.H. BYPOEHKO»
MWHUCTEPCTBA 3[JPABOOXPAHEHWA POCCUUCKOWN ®EAEPALIUM

[TPUKAS3

0
Ne x4 ) : r. Mocksa "3 " ct2g 2016T.

O nopsiake
MpOBEAEHUS
nepHorepaluoHHON
NpO(HIAKTHKH

O6wume nopxoabl K nposeaeHuto MNMAIM:

e OpHa po3a aHTUOMOTMKA BHYTPUBEHHO A0 Ha4yarna onepauumu
e [1BOoMHas po3ay nauueHTOB C Maccou Tena 6onee 90 Kr

e BTopas goosa npu npoaonxKntTeribHOCTU onepauumn bonee 6
yacoB

e Kypc tepanuu AMI1 y nauneHTOB C noATBEPXAEHHOU
nHdekuuen



Mepbl, HanpaBneHHbIe Ha npefoTBpaLleHne
nepeKkpecTHOM nepeaavym naTtoreHoB

P
fa o

UcTOUYHUK nHeKuun NyTb nepeagayYm KOHTAKTHbIW:
NnauneHT: [e3nHdeKkumnsa noBepxHOCTEN
AHTUOMOTUKUN N AaHTUCENTUKUN 'MrneHa pyk

Yxona 3a KOXXeu U CrIM3UCTbIMU

CtaHpgapTHbIe Mepbl
NpeaoCTOPOXHOCTHU







Hanuuyue
UyBCTBUTENBHOCTb UHBaA3UBHbIX
nauumeHTa K uHdexkummu ycTpounctB - LIBK,
apeHaxu, MK, UBJ1
5

[&

HebnaronpusTHbIN ArpeccuBHOCTb
NPOrHO3 XWU3HU B neyebHbIX U
cnyyvae ANarHoCTUYeCKUX

UHULUMpOBaHUA npoueayp



AP DhEeKTUBHOCTbL
aHTUCEenTUKOB

Klebsiella pneumoniae

Acinetobacter baumannii

XrnoprekenauHo,0 | BuryamauH 1,5+0,5%10?
5%
000 "Jlekapb",
OuokcnpnH 'MapoKkcMMEeTUnx | CANOLIHON
(pa3b6aBneH)-40% | MHOKCANMUHOMOKC | POCT

uA
OuvokcngnH, OAO | MmapokcUMeTmnx | CnnoLwHOM
Mocxumdapmnpen | nHOKCaNUHOMOKC | pOCT
apar um. H.A. 7
CemaLuko,

MupamucTuH YAC 6,010,5%102
000"UHdamen"

XnoprekcuauH 0,05% | Buryamamn CNNOLH
000 "Ilekapb", oM pocT
OvokcnauH MOPOKCNMETUNXMHOKCANWNH CMMOLLHO
(pa3baBneH)-40% auokeua 1 pocT
OwokcuguH, OAO [MApOKCUMETUNXMHOKCANWNH CMSIOLLHO
Mocxumdrapmnpenapa | anokcug, M pocT

T um. H.A. Cemaluko,




XnoprekcuguH

e Klebsiella
neumoniae — 8 » XnoprekcuauH 0,05% -
: npenapar B anTe4yHoun
LUTaMMOB oty

 Pseudomonas
aerugonosae — 3
LUTaMmmMa

 Acinetobacter
baumani — 4

WiTamMmMma
* Pr.mirabilis—3
XnoprekCuauH p-p Hapy>xH
LHTaMMa 0.05%

E.B. Netywesa, B.b. Pogun, N.B. Cnykun, O.H. Epwosa, N.A. Anekcangposa, H.B. Kypatomosa, C.HO. CasbikmHa, .A.
Aatnos, H.K. ®ypcoa YyBCTBUTENBHOCTb HO30KOMMUArbHbIX LUITAMMOB K. pneumoniae, P. aeruginosa, A. baumannii 1 P.
mirabilis K aHTUCENTUKY Ha ocHoBe xnoprekcuanHa Knui Mukpobuon AHTUMukpo6 Xummnotep. 2015; 17(1):57-66



KoHueHTpauuto Xb cneaoyet yBennyntb B 20
— 25 pas!!!

MBK meTogom annnmkaTtopoB (Moaenb «bMonneHoK») ans
Kneocuenn v aumHeTobakTepoB okaszanach B AnanasoHe oT 1563
0o 6250 mr/n (unn 0,16-0,63%)

COOTBETCTBEHHO MHAKTUBALIMIO 3TUX MUKPOOPraHU3MOB crieayeT
npoBoanThL 1 % pacTBOPOM Ae3UuHa (Mo AeUCTBYIOLWEeMY
BellecTBy).

MBK meTogom annnmkaTtopoB (Mogenb «bMonnéHok») ana npores
OKasarnacb OMeHb BbICOKOM — 12500 mMr/n v Bbiwle (1,25% v BbiLle).

E.B. Netywesa, B.b. Pogun, N.B. Cnykun, O.H. Epwosa, N.A. Anekcangposa, H.B. Kypatomosa, C.HO. CasbikmHa, .A.
Aatnos, H.K. ®ypcoa YyBCTBUTENBHOCTb HO30KOMMUArbHbIX LUITAMMOB K. pneumoniae, P. aeruginosa, A. baumannii 1 P.
mirabilis K aHTUCENTUKY Ha ocHoBe xnoprekcuanHa Knui Mukpobuon AHTUMukpo6 Xummnotep. 2015; 17(1):57-66



YyBCTBUTENIbHOCTb HO30KOMMAJIbHbIX LUTAMMOB
K. pneumoniae, P. aeruginosa, A. baumannii

n P. mirabilis K aHTUCENTUKY Ha OCHOBEe
XJIOprekcuguHa

E.B. Oerywesa', B.B. Poguu', M.B. Cnykuu', O.H. Epwosa?, U.A. Anexcangposa?,
H.B. Kypaiomosa?, C.10. Caasikuua 2, U.A. fatnos', H.K. ®ypcosa’

T®BYH «lHL npuxknoaxoi muxkpobuonorum u BuotexHonorums Pocnompebroasopa, OBonewnck, Poccus

2@OreY «HUM HeHpoxupypruum wm, axaa. H.H. Bypaenko» PAMH, Mocksa, Poceuns

Ha ocnoBe 1oJ/iyyeHHbIX JAaHHbIX, /S 3alUTbI
KOKWU U CJIM3UCTBIX IAllMEeHTOB OT/e/IeHusl Helpopea-
HUMaLUK OT U30OLITOYHON OakTepuaibHOM KOJIOHM3A-
mu, B uessx npoduaakruku nndexkuuii 1C u MC,
MOsKeT ObITb PeKOMeHJ0BaHO uclojb3oBanue 1,5%
pacTBOpa XJIOPreKCuInHa.



denepanbHoe OIOOXKETHOE yupexaeHne Haykn MOCKOBCKUIA Hay4YHO-MCCNEeAOBaTENbCKUN MHCTUTYT 3NMAEMUOIOTUN 1
Mukpoouonoruun nm. I'.H.Mabpnyesckoro PocnotpebHansopa



Kakou npenapaTt BbIOpaTb AnA
aAe3nHdekuun?

 JlencrtByroLlee BeLLECTBO U ero KOHUeHTpauugd

* [Mbenb Hanbonee pPe3nCTEHTHOro naTtoreHa —
Cl. difficile v pa3spywieHne bMonneHokK

* BO3MOXXHOCTb MCMOMNb30BaHNA B MPUCYTCTBUE
nauneHToB



Kakou npenapat BbiOpaTb Ons
Ae3nHdeKunn?

 MexaHn3m 0encTBuda — OKUCNeHne

« KucnopogakTuBHble COeAVNHEHNS —
nepbopaThbl, nepkapdboHaTbl, ANOKCUA XJopa

« XIIOpaKTUBHbIE COEANHEHEUS — HA OCHOBE
OpraHN4YeCKNX COeJNHEHNI — HAaTpMeBas COonb
ONXITOPU30LIMaHYPOBON KUCIOThI



Pexxum npumeHenun OC

Stop & Think

¢ KOHU,e HTpalJ,Vlﬂ Are you transmitting infection?
* BpeMs AeNCTBUS '
* TEMNEpaTypa pacTBopa

lMpakmu4eckue pekomeHoayuu no obpabomke nosepxHocmel, Epwosa O.H., ®edoposa /1.C., [peHKosa T.A.
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Brief report

The effect of portable pulsed xenon ultraviolet light after terminal cleaning
on hospital-associated Clostridium difficile infection in a community hospital

Joanne Levin MD, FSHEA®*, Linda S. Riley RN, MEd, CIC?, Christine Parrish MSc, MSN, RN, CIC?,

Daniel English MHCIMA®, Sehoon Ahn BS©

* Department of Infe Prever Dic
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Key Words:

There is evidence that contamination of patient rooms from previous occupants is associated with

C diffidle hospital-associated Costridium difficile infection (HA-CDI). During January 2011, the use of 2 portable

Hospital infection
Glectomy

WV light
Disinfection
Technology

pulsed xenon ultraviolet light devices (PPX-UV) to disinfect patient rooms was added to routine hospital
discharge cleaning in 2 community hospital. In 2010, the HA-CDI rate was 9.46 per 10,000 patient-days;
in 2011, the HA-CDI rates was 4.45 per 10,000 patient-days (53% reduction, P = 01). The number of
deaths and colectomies attributable to hospital-associated C difficile infection also declined dramatically.

Copyright © 2013 by the Assodiation for Professionals in Infection Control and Epidemiology, Inc.

Published by Elsevier Inc. All rights reserved.

There is mounting evidence that contamination of patient
rooms from previous occupants is associated with hospital-
associated Clostridium difficile infection (HA-CDI)." 2 A number of
environmental interventions have been introduced to attempt to
decrease C difficile transmission within hospitals. Although guide-
lines published by the Society for Healthcare Epidemiology of
America {SIII‘-_A}] for CDI were followed in our hospital, CDI
remained a concerning clinical issue These guidelines include, for
C difficile rooms, the use of chlorine-based agents for daily and
terminal cleaning of rooms where patients with C difficile are
housed, contact precaution measures for the duration of the
hospital stay, and use of soap and water for hand hygiene. We had
also implemented enhanced education on improved cleaning
technigues and competency evaluations for our environmental
services (ES) workers prior to the use of the ultraviolet (UV) light.

Rutala and Weber? state that “rew technologies hold the
promise for improved disinfection of rooms with C difficile surface
contamination.” Specifically, both Rutala et al* and Nerandzic et al®
showed that UV light treatment has the potential to lower envi-
ronmental C difficile contamination levels in patient rooms. Both
Boyce et al® and Stibich et al” demonstrated the effectiveness of
portable UV light devices on deactivating C difficile endospores. To
date, however, no one has demonstrated clinical impact on facility-

* Address correspondence to Joann2 Llevin, MD, FSHEA, Cooley Dickinson
Hospital, 30 Locust Street, Northampton, MA 01050.
Email address: joannz_levin®cooley-dickinsonorg (). Levin).
Conflicts of interest: Nonz to report.

0195-5553/$36.

016/].3]1c2013.02.010

wide HA-CDI with the use of automated environmental decon-
@mination technology. We report a signifiant decrease in the
HA-CDI rate, as well as in the number of both CDI-related deaths
and CDI-related colectomies after hospital-wide implementation of
portable pulsed xenon UV {PPX-UV).

METHODS

Cooley Dickinson Hospital is a 140-bed acute care community
hospital in western Massachusetts with mostly single-bed rooms.
During January 2011, the use of 2 PPX-UV devices (Xenex Health-
are Services, San Antonio, TX) to disinfect patient rooms was
introduced. Rooms and bathrooms were terminally cleaned as
wsual with a hospital-grade disinfectant product (ph7Q Ultra;
Betco Corporation, Toledo, OH} in most rooms and a chlorine-
based product (Clorox Clean-up and Clorox Germ Wipes; The
Clorox Company, Oakland, CA) in C difficile rooms. This was fol-
lowed by the use of PPX-UV, for three 7-minute exposures {once in
the bathroom and then in 2 locations in the main patient room).
The overall room turn-over time was extended by approximately
15 minutes over a standard terminal cleaning because cleaning
could continue in the main room during PPX-UV treatment of the
bathroom.

PPX-UV devices were also used in the operating suites {nights),
emergency department {early mornings), and other clinical areas
as available. Surveillance for HA-CDI (hospital onset plus commu-
nity onset) using SHEA definitions® continued as per Infection

“opyright © 2013 by the Association for Professionals in Infection Control and Epidemiology. Inc. Publishad by Elsevier Inc. All rights reserved.

3arpsa3HeHue nanart nocrie naumeHToB
HanpaAMYyto CBsI3aHO C
BHYTPUOONbHUYHBIMU MHDEKLNSMN,
Bbl3BaHHbIMW Clostridium difficile.
cnonb3oBaHne ABYX NepeaBuXHbIX
MMMNYNbCHbIX KCEHOHOBbIX
yNbTPadroneToBbIX yCTAaHOBOK ObINO
BBEAEHO B NPaKTUKY Ae3NHEKLNN
nomMeLleHnn B bonbHULe odLlero
npodpunsa. Yucno nHgekuunn,
BbI3BaHHbIX Clostridium difficile,
COCTaBnsAno 9,46 Ha 10 000 nayMeHTo-
aHen; [lanee 3To KoNM4YecTBO CHU3NIOCH
[0 4,45 Ha 10 000 nauneHTo-aHen
(CHWKeHune Ha 53%, P =0,01). KoninyecTtBo
CMepPTEN U KOSTAKTOMUN CBA3AHHbIX C

C. difficile Takke 3Ha4YUTESNBHO
CHU3UNOCH.
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Brief report

Utilization and impact of a pulsed-xenon ultraviolet room
disinfection system and multidisciplinary care team on
Clostridium difficile in a long-term acute care facility

Renee Miller RN, MSN 2, Sarah Simmons BS, MPH, DrPH ®*, Charles Dale BA®,
Mark Stibich MHA, PhD ", Julie Stachowiak MIA, PhD"

During the 12-month preintervention period, the HA C difficile rlpe,El,OTBpaLLl,eHO 29 CnyqaeB

infection rate was 23.3 per 10,000 patient days. On the addition of BHyTp|/|6OJ'| bHUYHbIX I/IHdJeKLI,I/Im C.
the multidisciplinary team, the HA C difficile infection rate dropped

17.3% to 193 per 10,000 patient days (P = .91). PX-UV was then  difficile [1py cTOMMOCTW neveHuns
implemented in July 2012 while the multidisciplinary team OJHOro CJ'Iy‘-IaFl

approach continued (Fig 1). Over a 15-month period, infection rates o
dropped 56.9% compared with the baseline year to 8.3 per 10,000 BHyTpl/I6OJ'| bHNYHOU |/|che|<u,vw| B

patient days (P =.02) (Table 1). Based on these outcomes, it is pre- 13 500 [onnapoBs
dicted that the facility was able to prevent 29 HA Cdifficile infections !
and generate over 210 additional patient bed days within the 15- notTeHumnalsibHad 3KOHOMUA
month intervention. At $13,500 in hospital care costs per case, this
e e pe e cocTasunia npumMmepHo 300 000
could have potentially resulted in net savings of approximately
$300,000.'%3 Aonnapos
R Miller et al. / American journal of Infection Control xxx (2015) 1-4 3
Table 1
Hospital-acquired Clostridium difficile infection rates by intervention period
Intervention Phase Intervention period Infection rate per 10,000 patient days (no. of cases) SD % reduction frmevious period Pvalue
No intervention July 2010- June 2011 23.3 (30) 19.64 NA NS
C difficile team July 2011-June 2012 19.3 (23} 14.06 17.3 91
PX-UV + Cdifficile eam  July 2012-September 2014 8.3 (22) 8.88 ISS.Q .02

NA, not applicable; PX-UV, pulsed-xenon ultraviolet light disinfection.
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bakTepuodaru npu
NCMI

OHTEparbHoe
NPUMEHEHUS
bakTepuodgaros

CuncreMHbIN MeXaHUu3m
nencTeus

LLitammocneundpumnyeck
Un aHTudaroBbIn
UMMYHHbIN OTBET

bbicTpoe
N3MEHeHNe
LMPKYNUpYyoLm
X LUTAMMOB-

BO30OyauTenemn
NCMIT




bakTepuodaru npu

gakpenneHme BMOOBOIO COCTaBa KOKTENNS

bakTepuodaros c nocneayrLwmm nogoopom
(«aganTaumnen») daroBbiX LUTAMMOB U3 UMEIOLLIENCS
doeHO- 1 FEHOTUMNNYECKN OXapaKTepmM30BaHHOM
Konnekuum

lcnonb3oBaHne Pa3JTIM4YHbIX LULTAMMOBbIX COCTaBOB
And NnauneHToB B PaA3lIMYHbIX CTalUUOHapax

[1IporHo3npyemas KnmHmndeckaa adpdPEKTUBHOCTb
MCNOMNb30BaHNA bakTepmnodaroB y KOHKPETHbIX



UYTOo Mbl MOXeM caenaTtb ANA KOHTPONA
nHdpekumn B OPUT ?

_‘ MoHuTopupr HbeKLM
k/- Mrnena pyk = 90y

K/ KoHTponb 3a ncnonbzosannem AMM
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»ObpaTHan caaz, 06yuenn
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d)eKLLMﬂ nose pXHOCTeM C yquOM pe3V|CT8HTHOCTM naToreHos

HTHbIE natoreHbl






