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MDR Enterobacteriaceae: 
clinical epidemiology and 

outcomes



Risk factors, duration of carriage and onward 
transmission of ESBL-producing Enterobacteriaceae

acquired during travel

• Large-scale multicenter longitudinal cohort study
• Dutch travellers (n=2001) 

• their non-travelling household members (n=215)

• Faecal samples and questionnaires 
• before and immediately after travel, and at 1, 3, 6 and 12 months after 

return. 

• Acquisition rate of ESBL-E during travel was 34% among 
travellers and 3 CPE (NDM)

• 759 E. coli, 67 K. pneumoniae and 33 other species were isolated, mainly 
carrying CTX-M-15 (51%)

• Southern Asia (75%, CI95 64-89%) and Central/Eastern Asia (49%, CI95 36-
66%)

• The probability to transmit ESBL-E to a household member was 12%. 

#O111 Maris Arcilla



Acquisition of travel-associated antibiotic 
resistant bacteria occurs within several days

• Stool samples from 7 consenting Dutch residents 
were collected prior and after travelling

• Faecal swabs from each available day during the 
travel, as well as hand-skin swabs from the first few 
days of travel 

• Median time until ESBL acquisition: 5 days, 
• Earliest detected acquisition: 1st day of travel. 

• Acquired genes were in some cases detectable up to 1 
month after travel.

#O112 Christian von Wintersdorff



A longitudinal population-based study of extended 
spectrum beta-lactamases in the Netherlands

• ESBL prevalence and duration of carriage in the general 
population 

• ~2000 inhabitants of the Netherlands: online an 
epidemiological questionnaire + faecal sample 

• 3,921 (18.3%) completed the questionnaire, 
• 1,660 (42.3%) provided a faecal sample and 
• 352 provided a sample of a dog or cat

• 53 participants were ESBL-carrier (3.2%) blaCTX-M-15 

• Follow-up faecal sample after 1 month: 274 participants 
• 31 from the ESBL-carriers; 
• 4 subjects (1.7%) acquired ESBL-carriage, 
• 13 (41.9%) lost carriage. 

#O113 Gerrita van den Bunt



Colonization rates and risk factors for extended-spectrum beta-
lactamase producing coliforms (ESBLPCs) in different sections 

of the asymptomatic general population in England

• How many of the general population in England 
carry ESBLPCs?

• 2296 (3.9%) of 58,337 returned a stool and 
questionnaire

• Prevalence of blaCTX-MESBLPCs in 2014: 7.3% 
• born in the UK 6.5% 

• 15.8% if born outside the UK

#O114 Cliodna McNulty



Comparing two predictive models for early mortality 
of patients with bloodstream infection due to CPE

• Develop a predictive model for early mortality for 
patients with BSI due to CPE 

• 12 countries, 37 hospitals, retrospective cohort study 
• Patients with monomicrobial BSI due to CPE between January 

2007 and December 2013 

• Logistic regression model: AUROC of 0.84
• Severe sepsis or shock at presentation (5 points); 
• Pitt score ≥ 6 (4); 
• Charlson index ≥2 (3); 
• no appropriate empirical therapy and no early targeted 

therapy (3); 
• source different to urinary or biliary (3); 
• fatal underlying disease (2). 

#2399 Jesús Rodríguez-Baño



Carbapenem-resistant K. pneumoniae bacteraemia: 
recurrence and impact of antibiotic treatment

• To investigate the rate of and risk factors for recurrent bacteremia 
in a cohort of patients treated for a CR-KP BSI. 

• Prospective observational study 
• 1,420 bed tertiary teaching hospital over 5-year period (June 2010-June 

2015) 
• All consecutive adult patients treated for CR-KP BSI.

• 159 patients were treated for a CR-KP BSI; 
• 42 died within 14 days after drawing index BCs, 
• 117 patients were eligible for analysis.

• 23 patients (19.6%) developed a recurrent CR-KP BSI 
• within a median of 37 (IQR 24-45) days from the index BCs, 
• 14 (IQR 4-21) days from the end of therapy. 
• Incidence of recurrent bacteremia was significantly higher in patients 

with primary BSI, prolonged (>13 days) duration of therapy, and 
patients receiving meropenem-colistin-tigecycline combination 
regimen.

#4488 Maddalena Giannella



Dynamics of colistin resistance among Enterobacter cloacae 
during prolonged use of selective decontamination of the 

digestive tract 

• Colistin-resistant E. cloacae was first detected in 
November 2009 and carriage was demonstrated in 
141 patients until October 2014

• This study demonstrates a stable low-level 
endemicity of MREb in two Dutch ICUs with 
prolonged use of SDD, which was characterized by 
the persistent presence of two clusters, suggesting 
incidental clonal transmission.

#4269 Mirjam Dautzenberg



Proton pump inhibitor (PPI) use as a risk factor for 
ESBL-E carriage at hospital admission

• We investigated whether the use of PPI is a risk 
factor for ESBL-E carriage at hospital admission. 

• October 2014, a prevalence survey 
• to detect rectal ESBL-E carriage in adult patients 

hospitalised in a Dutch teaching hospital. 

• ESBL carriage detected in 12 of 118 (10.2%) 
• PPI-users and 2 of 145 (1.4%) 

#4376 Pepijn Huizinga



Compendium of strategies to 
prevent healthcare-associated 

infections



Essentials to reduce cross-border MRSA 
spreading 

#E031 Alexander W. Friedrich
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Prevention of ventilator-associated 
pneumonia 
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Single rooms and private toilets as a 
standard of care

• Presentation not available

#E032 Marjolein Kluytmans



Different bundles to prevent infection due to 
Gram-positive and Gram-negative MDR 

bacteria?

• Presentation not available

#E026 Evelina Tacconelli



MDR screening for isolation and 
decolonization

#E027 Stephan Harbarth
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Air in the operating room: 

back to the future?

Jean-Christophe Lucet

Infection Control Unit

Bichat – Cl Bernard Hospital

Paris 7 Denis Diderot University, 

ECCMID, April 9, 2016

Disclosure : none for this presentation #E028 Jean-Christophe Lucet



Preventive Measures 

• Preoperative :
– Skin preparation:

• Hair removal? No, or clipper

• Preoperative shower/toilet? Maybe

– Nasal decontamination? Yes, in high-risk clean surgery 

• Peri-operative:
– Surgical prophylaxis? Yes

– Skin preparation? CHG-alcohol

– Adequate homeostasis? Yes, at least in colorectal surgery 

– Discipline In the operating room (scrub, mask, movements, …) ??

– Ventilation: LAF or turbulent airflow ??

• Post-operative measures:
– SSI surveillance? Yes



Preventive Measures 

• Preoperative :
• Skin preparation:

• Hair removal

• Preoperative shower/toilet

• Nasal decontamination (S. aureus)

• Peri-operative:
• Surgical prophylaxis

• Skin preparation 

• Adequate homeostasis (glycaemia, temperature, oxygenation, …)

• Discipline In the operating room (scrub, mask, movements, …)

• Ventilation: LAF or turbulent airflow?

• Post-operative measures:
• SSI surveillance  



Preventing SSI: Laminar Airflow

Rationale for laminar airflow : microbiological approach

• 105 procedures:

 Airborne contamination x 20 in conventional OR/LAF
(Hansen D et al, Int J Hyg Environ Health 2005)

• Settle plates (CFUs) during 80 orthopaedic procedures:

 Small LAF ~ conventional OR > Large LAF 
(Diab-Elschahawi M et al, Am J Infect Control 2011)

• 180 air samples, 60 procedures (cardiac or THR/TKR):

 Higher bacterial counts with turbulent airflow
(Birgand G et al, AJIC 2015)



Laminar Airflow in the Real Life?

THR (110 000 procedures)

TKR (75 000 procedures) 

Gastmeier P at al, J Hosp Infect 2012



Laminar Airflow in the Real Life?

Meta-analysis of control strategies, THR-related SSI, 12 studies

Zheng H et al, BMJ Open 2014

Mixed treatment comparison

• Interventions : 

- Surgical antibiotic prophylaxis

- Cement with ATB

- Ventilation

T1 : no intervention

T2 : SAP, Std cement, Std ventilation

T6 : SAP, AB cement, Std ventilation

T9 : SAP, AB cement, LAF



Cost-effectiveness of 
LAF for THR

SSI: Laminar Airflow?

Merollini KMD et al, Am J Infect 

Control 2013

No Surgical prophylaxis

Prophylaxis + AB cement

Prophylaxis + AB cement + LAF



Preventing SSI: Laminar Airflow

Role of forced air warming?
• Temperature gradients
• FAW disrupts ventilation airflow
• Air from floor level transported to the 

surgical site

Eddies
More unclean air under the LAF
 Increased SSI rate ? (McGovern PD et al, 

JBJS 2011)

Wood AM et al, J Hosp Infect 2014



Conclusions

• “Technical” risk factors are better controlled

• The best laminar airflow cannot correct flaws under the 
flow 

• Behavioural aspects in the operating room appear critical 
for controlling the SSI risk and other adverse events 

• But :

– Still not solid scientific data

– Need for defining what are the priorities for decreasing 
infectious risk in the OR (door opening vs overshoes!)

– i.e. what falls under infectious risk vs discipline in the OR?

– No precise recommendation so far

• Bundling also required in the operating room

42



Ways to improve antibiotic surgical 
prophylaxis
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Multidrug- and extremely drug-
resistant Gram-negative bacilli: 

the storm is here



Carbapenemases 2016, a worldwide 
overview

• Presentation not available

#S202 Giuseppe Cornaglia



Antimicrobial resistance at European 
borders: the CAESAR project results

#S203 Nienke van de Sande-Bruinsma
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Modelling and metaanalyses of 
antimicrobial stewardship 

efficacy



Quantifying where selection occurs: a mathematical 
modelling approach to better inform antimicrobial 

resistance control

• To provide the first estimate of relative selection in these 
within the community or the hospital environment. 

• The majority of antibiotic resistance selection:
• the community rather than in the hospital environment. 

• Beta-lactam resistant E. coli:
• less than 30% of resistance was likely to be generated in the 

hospital setting. 
• levels of transmission of bacteria and levels of antimicrobial 

exposure, as well as time to clearance of resistance carriage in the 
community. 

• Societal interventions to decrease antimicrobial resistance 
• greater impact if they decrease antimicrobial use in the community 

rather than in hospital settings. 

#O233 Gwenan Knight



New insights in the epidemiology 
and treatment of Clostridium 

difficile



Prevalence of community-associated 
Clostridium difficile infection in England

• In 2007/08: 55,498 CDIs in England (108/100,000 
population)

• The majority (63%) of infections in 2007/08, were healthcareonset
(HO),

• Fall by 75% to 14,165 (26.3/100,000 population) by 
2014/15. 

• HA; by 2014/15, HOHA accounted for only 38% of all CDI episodes 
(Table 1). 

• The percentage of community-onset :
• HA (COHA) infections increased by >40% from 23% of CDIs in 

2007/08 to 32% in 2014/15. 
• This equates to an overall 18% decrease in HA-CDI, from 86% in 

2007/08 to 70% in 2014/15. 
• A two-fold increase was observed in both CO, indeterminate-

association (COIA) and community-associated (COCA) infections 
over the same time period. 

#O235 Sarah Gerver



Global spread of multiple-antibiotic resistant 
Clostridium difficile between animals and humans

• The global spread of type 078 and compared 
animal and human isolates. 

• C. difficile type 078 is a clonal population that has 
spread globally 

• animal and human samples are highly similar supporting 
the idea of frequent transmission between both 
populations.

#O236 Cornelis Knetsch



Complications and long term-follow-up of fecal 
microbiota transplantation for treatment of recurrent 

Clostridium difficile infection

• To provide data on procedure related complications 
and long term follow-up data of patients treated with 
FMT for recurrent CDI. 

• 73 patients were treated with FMT
• 8 patients experienced early CDI recurrence, yielding a 

primary cure rate of 89%. 
• One case of pneumonia and subsequent death occurred 

within one week after FMT, possibly following (donor)fecal 
regurgitation, and aspiration. 

• 14/31 patients (45%) had used antibiotics during post FMT 
follow-up for unrelated indications, of whom one developed a 
CDI relapse. 

• No long-term side effects were reported.

#O237 Yvette H. van Beurden



C. difficile infection (CDI) attributable 1-year mortality 
and nursing home admission in the US Medicare 

population

• 180,348 persons newly coded for CDI in 2011 and 1,277,529 controls, 

• 40.9% of CDI cases died within 1 year compared to 6.7% of controls. 

• 35.7% of CDI cases died versus 24.7% of matched controls, for an 
attributable 1-year mortality of 11.0% (OR 1.49, 95% confidence interval 
(CI) 1.44- 1.52). 

#O239 Erik Dubberke

Among the elderly U.S. population, CDI had an 
attributable one-year mortality of 11% and 
attributable one-year new admission to 
nursing home of 3.5% in 2011.



Prevention and management of 
bloodstream infections: from 

here to where?



Achievements in preventing central line-
associated bloodstream infection

#S241 Issam Raad
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Prevention of surgical site 
infections: the holy grail of 

infection control



Duration of antibiotic therapy in post-operative 
peritonitis: the Durapop study

• To determine whether a 8-day antibiotic treatment is 
more effective than a 15-day treatment

• 410 patients diagnosed as having POP May 2011 to 
February 2015. 

• 249 of them were randomised: 
• 120 patients were assigned to receive 8-days 
• 116 to receive 15-days of antibiotic therapy. 

• No differences between the two groups with respect of 
any demographic variable 

• The patients treated for 15-days had lower median 
antibiotic-free days than those treated for 8-days (15 
[7:20] vs 12 [6:13] days, respectively

#O334 Philippe Montravers



Development of a prediction model to estimate the 
risk of S. aureus surgical site infection or bacteraemia

after cardiothoracic surgery

• To develop and internally validate a risk prediction 
model for S. aureus SSI or bacteraemia within 90 days 
after cardiothoracic surgery based

• 150/7,647 included patients (2.0%) developed the 
event of interest. 

• independent risk factors for developing the primary 
outcome 

• pre-operative colonization with S. aureus (OR 3.27, 95% 
confidence interval [CI] 2.33-4.55), 

• diabetes mellitus (OR 1.98, 95% CI 1.40-2.79), 
• CABG (OR 3.19, 95% CI 2.22-4.68). 
• The overall performance of the final prediction model was 

0.09 (Nagelkerke R2 ), with moderate discrimination (AUC-
value of 0.74)

#O334 Philippe Montravers



Mupirocin ointment for preventing Staphylococcus 
aureus infections in nasal carriers undergoing surgery: 

a systematic review

• 320 hits, six randomised controlled trials (RCT) were identified

• cardiac, orthopaedic, general, gastrointestinal, gynaecological, 
neurological, vascular

• Mupirocin ointment with or without a combination with chlorhexidine
gluconate medicated soap (MUP-CHX) 

• less nosocomial S. aureus infections in carriers (5 RCTs, n=2180, OR 0.48; 
95% CI 0.32-0.71,) 

• less S. aureus surgical site infections (SSI) (6 RCTs, n=2385, OR 0.46; 95% CI 
0.31-0.69). 

#O336 Miranda van Rijen

results in less S. aureus nosocomial infections 
(a.o. SSI), less costs for the hospitals and a 
lower one-year mortality in clean surgery



Targeting lower perioperative glucose levels to reduce surgical 
site infections without an increased risk of mortality or stroke -

A systematic review and meta-analysis.

• intensive glucose control protocols with conventional 
protocols in terms of reducing surgical site infections. 

• Targeting stricter and lower blood glucose levels reduce 
surgical site infections. 

#O337 Fleur de Vries



Optimal duration for antibiotic prophylaxis. A 
systematic review and meta-analysis

#O339 Stijn W. de Jonge

• A systematic literature review and meta-analysis 
was conducted on the optimal duration of SAP to 
reduce SSI

• Meta analysis of 43 studies including 17733 
patients showed 

• postoperative continuation of SAP had no benefit in 
prevention SSI when compared to a single preoperative 
dose of SAP or redosing according to the duration of 
surgery (OR: 1.11; 95%CI: [0.96-1.28]; P=0.16). 

• Moderate quality of evidence over all types of 
surgery shows that prolonged SAP has no benefit 
compared to single dose of SAP in reducing SSI. 



It is all about the tube: a systematic review (SR) 
of hyperoxygenation in the prevention of 

surgical site infection

#O340 Joseph S. Solomkin



Epidemiology and outcome differences in surgical site 
infections associated to elective colon and rectal surgery. Are 

we talking about the same surgical procedure?

• Presentation not available

#O341 Aina Gomila



Aim

To develop a semi-automated surveillance model based on electronic health records in 

order to retrospectively discriminate between patients with a low and high probability of 

having developed a deep surgical site infection after primary total hip or knee arthroplasty

Semi-automated surveillance of deep surgical site 

infections after primary total hip and knee 

arthroplasty

#O342 Meander Sips
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Current routine surveillance
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Results

1637 procedures in 1402 patients (36.7% male, median age 66 years (IQR 56-74))

• 684 TKA (41.8%) and 953 THA (58.2%)

• 30 deep SSI (1.8%)

• ~3 deep SSIs / year

At least one relevant culture taken?

• PPV routine surveillance = 7.7%

deep SSI 

yes no

culture

yes 30 358 388

no 0 1249 1249

30 1607 1637



deep SSI no deep SSI

n=30 n=1607 sensitivity PPV

≥5 relevant microbiological cultures taken 30 (100.0%) 58 (3.6%) 100.0% 34.1%

≥1 positive relevant microbiological culture 30 (100.0%) 81 (5.0%) 100.0% 27.0%

≥1 readmission for a relevant specialty 23 (76.7%) 90 (5.6%) 76.7% 20.4%

length of hospital stay ≥14 days 16 (53.3%) 220 (13.7%) 53.3% 6.8%

≥1 surgical procedure for orthopedics 30 (100.0%) 90 (5.6%) 100.0% 25.0%

≥2 surgical procedures for orthopedics 25 (83.3%) 10 (0.6%) 83.3% 71.4%

treated with gentamicin beads 28 (93.3%) 11 (0.7%) 93.3% 71.8%

antibiotic exposure ≥14 days 30 (100.0%) 50 (3.1%) 100.0% 37.5%

antibiotic exposure ≥21 days 28 (93.3%) 27 (1.7%) 93.3% 50.9%

microbiology admission data surgical procedures antibiotics included in final model



Item 1 microbiology

Item 2 admission data

Item 3 surgical procedures

Item 4  antibiotics



Results

deep SSI 

yes no

probabilit

y

high 30 14 44

low 0 1593 1593

30 1607 1637

sensitivity

specificity

PPV

NPV

100.0%

99.1%

68.2%

100.0%

Semi-automated model 1

4/4 items positive



Results

deep SSI 

yes no

probabilit

y

high 30 46 76

low 0 1561 1561

30 1607 1637

sensitivity

specificity

PPV

NPV

100.0%

97.1%

39.5%

100.0%

= 32 more medical records to assess in 10 years

Semi-automated model 2

3/4 items positive



Workload reduction

Medical records to assess during a 10 year surveillance period (   = 50 medical records)

Manual review of all medical records

Current routine surveillance (preselection based on cultures)

Semi-automated surveillance: 3/4 criteria

Semi-automated surveillance: 4/4 criteria

100% 
sensitivity



Conclusion

Semi-automated surveillance of deep SSIs using a model based on EHRs can 

substantially reduce workload while retaining a 100% sensitivity

Future internal and external validation

• Robustness to clinical practice variations 

• Generalizability across hospitals



(1A OR 1B) AND (2A OR 2B) AND (3) AND (4)

1A ≥5 relevant microbiological cultures taken

1B ≥1 positive relevant microbiological culture

2A ≥1 readmission for a relevant specialty

2B length of hospital stay ≥14 days

3 ≥1 surgical procedure for orthopedics

4 antibiotic exposure ≥14 days

microbiology admission data surgical procedures antibiotics



New insights in the control of 
multi-resistant Gram-negatives



Screening for CPE: sensitivity of serial 
admission screens

• Overseas resident patients or those with overnight admission to any 
hospital in the past 12 months

• rectal swabs, the 1 st at <24 hours, 2 nd between 25-72 hours and 3 rd
between 73-120 hours.

• 15,551 CPE rectal screens have been taken from a total of 7,673 patients 
(Jun – Nov 15).

• The carriage rate of CPE was 22 (0.5%) of 3932 patients at Screen 1, 
compared with 3 (0.2%) of 1227 patients at Screen 3 (p<0.166)

#O378 Jon Otter



The prevention paradox of extended-spectrum beta-
lactamase-producing Enterobacteriaceae (ESBL-E): species-

specific risk and burden of transmission

• To quantify the species-specific risk and burden of ESBL-E 
transmission in Dutch hospitals.

• multi-centre cluster-randomised study comparing
• ESBL-E were placed on contact precautions and enrolled in the study 

(index patient). 
• Ward-based ESBL-E prevalence surveys, using perianal swabs, were 

performed 5-9 days after enrolment of the index patient.

• 662 index patients and 11,677 wardmates were enrolled. 
• ESBL-E was cultured in 1,076 (9.2%) wardmates. 
• Transmission of ESBL-E to wardmates was detected for 36 (5.4%) index 

patients. 
• The risk of transmission was 4.4% (22/501) for E. coli, 
• 11.0% (10/91) for Klebsiella pneumoniae, (RR 2.59; 95% CI 1.31-5.32) 
• 10.0% (4/40) for Enterobacter cloacae, (RR 2.28; 95% CI 0.68-6.43)
• 0% (0/30) for other Enterobacteriaceae. 
• 61.1% [44.8%- 75.3%] of all ESBL-E transmissions were attributable to E. coli, 

whereas only 27.8% [95% CI 15.7%- 44.1%] and 11.1% [3.8%-25.9%] were 
attributable to K. pneumoniae and E. cloacae, respectively.

#O379 Marjolein Kluytmans



Quantifying hospital-acquired carriage of extended-
spectrum beta-lactamase-producing 

Enterobacteriaceae in Dutch hospitals

• To provide estimates on the acquisition of ESBL-E during hospitalisation, 
using datasets from two different studies.

• R-GNOSIS and the SoM study are both multi-centre cluster-randomised
studies comparing isolation strategies for known ESBL-E carriers

• SoM: culture results blinded 

• R-GNOSIS contact precautions for all patients with an ESBL-E positive culture

• SoM study dataset: 8,400 admissions and 9,017 cultures. 

• R-GNOSIS dataset: 5,450 admissions and 8,133 cultures, 

#O380 Suzan van Mens



Source tracking Pseudomonas aeruginosa 
infections in augmented care units using 

whole-genome sequencing
• Snapshot of P. aeruginosa colonisation rates in hospital water 

systems from four hospital sites in England 
• sampling augmented care areas at 3 time points over a sixteen week 

period.

• 4 hospital sites detected P. aeruginosa in water outlets, 
• positivity rates for each sampling period varying between 5 to 28%. 
• Positive outlets frequently remained positive at multiple time points
• the majority of isolates belonged to clones identified previously in 

European hospitals, 
• considerable genetic diversity was detected between hospitals. This 

diversity extended to differences between individual tap outlets which 
often had unique genotypes. 

• Little to no genetic changes were detected meaning that whole 
genome information could be used for source tracking. 

• WGS able to detect frequent examples of transmission from water 
outlets to patients and predict the most likely source.

#O382 Beryl Oppenheim



Modelling costs and benefits of strategies to control the spread 
of extended-spectrum beta-lactamase-producing 

Enterobacteriaceae (ESBL-PE) in an intensive care unit

• To evaluate the costs and benefits of strategies to 
control the spread of ESBL-PE in the ICU.

#O383 Lidia Kardas-Sloma



ERCP duodenoscopes in Dutch ERCP centres: 
high prevalence of bacterial contamination 

despite reprocessing
• To determine the prevalence of bacterial contamination of reprocessed ERCP 

duodenoscopes in the Netherlands.

• All 71 Dutch ERCP centres were invited to sample 2 or more ERCP duodenoscopes.

• June to December 2015: 664 samples of 134 ERCP duodenoscopes

• 12 different scope types of 3 distinct scope manufacturers 

• 54/134 (40%) Olympus TJF-Q180V, 32/134 (24%) Olympus TJF-160VR, 8/134 (6%) Pentax ED-3490TK, 
7/134 (5%) Pentax ED34-i10T and 4/134 (3%) Fujinon ED-530XT8 scopes. 

• 25 (42%) centres had 1 or more contaminated ERCP duodenoscope. 

• 32 (24%) ERCP duodenoscopes had 1 or more contaminated sample site. 

• 16 (12%) ERCP duodenoscopes of 13 (22%) hospitals contaminated with gastro-intestinal 
microorganisms, including Enterobacter cloacae, Enterococcus faecalis, Escherichia coli, 
Klebsiella pneumonia and yeasts. 

• Types of all 3 manufacturers were contaminated: 

• Olympus with 14/54 (26%) TJF-Q180V, 11/32 (35%) TJF-160VR and 1/1 TJF-160R, Pentax with 1/7 ED34-
i10T and Fujinon with 1/1 ED-530XT. 

• 50/664 (7.5%) sample sites were contaminated of which the brush that was swiped through the 
suction and biopsy channel (16/50 - 32%) and forceps elevator (14/50 - 28%) were most often 
affected.

#O384 Arjan W. Rauwers



Multicentre point-prevalence survey of multidrug-
resistant organisms among nursing home residents in 

Belgium

• To determine the point prevalence of asymptomatic 
carriage of MDRO including CPE in nursing home 
residents in Belgium.

• 29 nursing homes equally distributed across the 
three regions in Belgium

• 1498 residents screened, 
• 8.6% for MRSA (95%CI: 7.1-10.0%; range 0-22%) 
• 10.7% for ESBLE (95%CI: 9.1-12.3%; range 0-45%). 
• 1 OXA-48-producing K. pneumoniae
• 1 E. faecium VRE 

• Estimated prevalence of <0.1% for each of these MDROs.

#O385 Te-Din Daniel Huang



Epidemiological differences in controlling the 
spreading of carbapenem-resistant bacterial strains in 

hospitalized patients

• 780 articles reviewed in details 
• 222 outbreaks due to A. baumannii (n=96), K. pneumoniae (n=84), P. 

aeruginosa (n=39), and E.coli (n=3 )

• ICUs were the most common outbreak setting with blood stream 
infections (BSI) 

• A. baumannii had the highest attack rate (21/1000 pm) and infection 
rate (20.8/1000 pm) 

• K.pneumoniae (2.7 and 1.5 ) 
• P.aeruginosa (3.4 and 1.5). 

• The sentinel case of the outbreak was more often detected 
through surveillance screening for P.aeruginosa, while first case of 
K. pneumoniae and A. baumannii were detected in clinical 
samples. 

• Adjusted multivariate regression, showed that outbreaks 
involving UTI (OR=5.04, p<0.001) and due to K.pneumoniae
(OR=2.93, p=0.03) were significantly more difficult to contain.

#O386 Evelina Tacconelli



The effects of selective decontamination on mortality 
in surgical and medical ICU-patients; an individual 

patient data network meta-analysis

• Data network meta-analysis from RT in ICUs 
• 2841 patients with standard care (4 studies), 1988 (2 studies) with SOD, 

2748 (3 studies) with SDD.

#O387 Nienke Leonie Plantinga



Controversies about 
controlling VRE - possible or 

impossible?
Yves Longtin

Andreas Voss

http://eccmidlive.org/#users/21857
http://eccmidlive.org/#users/21858


Chlorhexidine bathing in 
critically ill patients

Didier Pittet

Susan S. Huang

http://eccmidlive.org/#users/21881
http://eccmidlive.org/#users/21882


Reprocessing endoscopes and 
DaVinci instruments: new sources for 

the spread of resistant Gram-
negatives
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The hospital in the era of 
antimicrobial resistance and 

infection control performance 
measures



Metagenomics approaches for analysis of 
hospital environment contamination
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Automated monitoring of nosocomial 
infections
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Monitoring of processes of care: do we 
need a big brother
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Smart design enhances compliance
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