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The RAISIN Working Groupl

A EurosurveillanceVolume 14, Issue 46, 19 November 2@@veillanceand
outbreakNJB LJ2 NJi aqxavmatlhn{alprdgrammefor early warning, investigation
and surveillance of healthcasassociated infection ikrance

Surveillance activities
A Prevalencesurveys
A Incidencesurveillance 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 al
producestandardisedndicators ).

Surveillance of surgical site infections (SSI): theR&8in network
Surveillance of HAI in intensive care units (ICUs): theReiis#n network

Surveillance of blood and body fluids (BBFE) exposure: thRAER
network

Surveillance of bloodstream infections (BSI): theREsIin network

Surveillance of hospitahcquired multidrugresistant bacteria (MDRB):
the BMRRaisinsystem

Notification of HAI, alert and response toutbreaks

o To o  To o I



TheRAISIN 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.
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Percentage of resistance
E.faecium(n#602) E. faecalign#30)
Antibiotic vanA(n#441) vanB(n#161) vanA(n#23) vanB(n#T)
Ampicillin 93.7 100 0 0
Streptomycin (high

51.5 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

Fusidicacid 0 0 0 0
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Fir ouRrE 3

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 %
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Efforts deployed to control outbreaks, including major outbreaks,
were successful, confirming thattive 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 anearly 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.
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BrianDuerden
Inspector ofMicrobiology andnfection ControlDepartment ofHealth
ClinMed 2008;8:14@3

DH/HPAININS SINE S drust

Successtories about control of nosocomial
antimicrobial resistance; yes, we can!
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Theaim of the HCAlrogrammecan be seeas changing the
mindset of clinicians and managers in the NKH&n 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 initiallprovides a safe environment for
patient careandthen delivers the specialist care within that
environment.This needs to be coupled with improving clinical
and management practices.
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Patient EnvironmentAction Teaminspections for cleanliness in NHGsts
TheSaving livedoolkit wasfirst issuedin June 2005 and revised 2007

Jhe insertionand management of central vascular catheters,

Peripheravenouslines, andhaemodialysigatheters

Management okurgical sites

Urinarycatheter insertion andare

Ventilationmanagement

Theprevention and control of CDI

Essential stepdssued in 2006, provides a similar approachhiealthcare
Infectioncontrol guidance for nursing and care homes



HOVIKEC kKat€LOUVTHPLEC 08NVLEG

A Updatedguidance onControllinghealthcareassociated
Infections in theNHSMarch 2006

U MRSA diagnhosis,
U Treatment
U Preventionand control

A rnvidencebasedpracticein infection control (EPIC)

guidelines ormpreventingHCAMWas published in February
2007

A Afurther approachto breakingthe chain of transmission of
MRSA was adviamn screeningfor carriagein patients
entering hospital, issuenh October 2006

A Guidanceon antimicrobial stewardship June 2007
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NHS

What are we trying to do and why?
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Success across Englagarhat have we achieved?
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MRSA bacteraemia.
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a 17 month period.
How have we done this?
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Healthcare-acquired Infection (HCAI)

and Cleanliness Division
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Potential Role of Active Surveillance in the Control
of a HospitaiWide Outbreak ofCarbapenerrResistant

Debby BerDavid,YasmiiMaor, Nathan Keller,GiliRegeYochaylanaTal,Dalit
ShacharAmir Zlotkin GillSmollan GaliaRahav

infectioncontrol and hospital epidemiologune 2010, vol. 31, no. 6

Suecesstories @houtcontoldinresocomial antinietabial
resistanceyes, we carl!
20th BEeemid
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