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Background: Extended-spectrum beta-lactamase 
(ESBL)-producing Gram-negative bacteria are highly 
dangerous to neonates. At our Neonatal Intensive Care 
Unit (NICU), the presence of these bacteria became so 
threatening in 2011 that immediate intervention was 
required.

Methods: This study was conducted during a nearly 
two-year period consisting of three phases: retrospective 
(9 months), educational (3 months) and prospective 
(9 months). Based on retrospective data analysis, a 
complex management plan was devised involving the 
introduction of the INSURE protocol, changes to the 
antibiotic regimen, microbiological screening at short 
intervals, progressive feeding, a safer bathing protocol, 
staff hand hygiene training and continuous monitoring 
of the number of newly infected and newly colonized 
patients. During these intervals, a total of 355 patients 
were monitored.

Results: Both ESBL-producing Enterobacter cloaceae 
and Klebsiella pneumoniae were found (in both patients 
and environmental samples). In the prospective period 
a significant reduction could be seen in the average 
number of both colonized (26/167 patients; P=0.029) and 
infected (3/167 patients; P=0.033) patients compared to 
data from the retrospective period regarding colonized 
(72/188 patients) and infected (9/188 patients) patients. 

There was a decrease in the average number of patient-
days (from 343.72 to 292.44 days per months), though 
this difference is not significant (P=0.058). During the 
prospective period, indirect hand hygiene compliance 
showed a significant increase (from the previous 26.02 
to 33.6 hand hygiene procedures per patient per hospital 
day, P<0.001).

Conclusion: Colonizations and infections were rolled 
back successfully in a multi-step effort that required an 
interdisciplinary approach.
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Introduction

The appearance of polyresistant bacteria is a 
major concern among medical care providers 
all over the world.[1-3] Of these, extended-

spectrum beta-lactamase (ESBL)-producing gram-
negative bacteria are especially problematic, as they are 
becoming increasingly resistant.[4,5] The group of ESBL-
producing bacteria typically includes Escherichia coli, 
Enterobacter cloaceae and Klebsiella pneumoniae. These 
bacteria are highly dangerous to neonates, especially 
low-birthweight preterm infants, and their nosocomial 
persistence may lead to prolonged hospital stay, higher 
mortality and growing costs.[4,6,7] The increasing 
presence of nosocomial bacteria is a significant risk 
factor in neonatal intensive care, which must be dealt 
with.[8,9]

The Neonatal Intensive Care Unit (NICU) of the 
Department of Pediatrics at the University of Szeged is 
a 17-bed tertiary care centre, with an annual admission 
of 210-250 newborns with the most severe perinatal 
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conditions from the Southeast region of Hungary (with 
a population of almost 1.5 million). At this unit, the 
first ESBL-producing infection was detected in 2002. 
By 2008, ESBL-producing bacteria became standard 
nosocomial bacteria, and a total eradication was never 
achieved. The problem became critical in the second 
half of 2011, when more than half of the neonates in 
the ward were colonized, which called for immediate 
intervention. In this study, we described this complex 
project in the period January 2011-September 2012, 
which finally led to successful infection control 
management at our NICU.

Methods
As a consequence of the spread of ESBL-producing 
bacteria, a specific infection-control task force was 
formed, with representatives from the NICU, the 
Institute of Clinical Microbiology and the Infection 
Control Unit. The group met weekly to discuss the 
situation. A three-step complex management plan 
was devised in September 2011, which involved 
retrospective data analysis aimed at identifying 
risk factors, education of staffs and introduction of 
new hygienic measures based on the retrospective 
analysis, and a follow-up phase. We conducted the 
retrospective study from January 2011 to September 
2011 and the prospective study from January 2012 to 
September 2012. Between the two periods we allowed 
the staff three months to become accustomed to the 
new protocols and strategies introduced. Patient-days/
month[10] were calculated by the electronic patient 
documentation system (eMedSolution® by T-Systems 
Hungary Ltd, Budapest), which provides up-to-date 
data and automatically generates statistical information 
upon the user's request.

Retrospective analysis
Data were gathered retrospectively from the January-
September 2011 period regarding 1) hand hygiene 
compliance among healthcare workers and 2) ESBL 
colonization/infection data among patients treated at 
the NICU. Hand hygiene compliance was assessed 
indirectly, based on the recorded use of alcohol-based 
hand rub (ABHR), from which the average number of 
hand hygiene procedures could be estimated according 
to the WHO Guidelines on Hand Hygiene in Health 
Care.[11]

Indi rec t  hand hygiene  compl iance ,  which 
refers to the number of hand hygiene procedures 
performed in the case of one patient during one day 
at hospital, was calculated as follows. The quantity 
of hand hygiene liquid (total millilitres) supplied to 

the clinic per month was checked. At the end of the 
month the quantity of hand hygiene liquid remaining 
in the dispensers was evaluated (dispensers were 
marked at the level of remaining product at the end 
of the month). We managed to count the monthly 
consumption of ABHR. This amount was divided by 
3 mL, because our dispensers provide 3 mL ABHR 
with each hit. According to studies 3 mL of ABHR is 
adequate to insure proper hand hygiene[12,13] for the 
user. This calculated number is an indirect measure of 
the number of hand hygiene procedures performed. 
This was further divided by patient-days regarding 
the same month, which is continuously generated by 
software (eMedSolution®) at our facility. With this 
formula we are able to calculate the number of hand 
hygiene procedures performed in the case of one patient 
during one patient-day at hospital. According to our 
observations these dispensers were only used by staff, 
so the number of visitors did not cause a distortion in 
the results.

Patient files were surveyed for microbiological 
documentation, in an attempt to determine the types of 
ESBL-producing bacteria in the ward, and the fi ndings 
were recorded.

Preventive measures and prospective analysis
Based on the findings of the retrospective phase, a 
number of preventive measures were introduced during 
October-December, 2011.

First of all, in September 2011, the intubation, 
surfactant therapy and extubation (INSURE) protocol 
was introduced.[14] With INSURE protocol, the 
mechanical ventilation time can be reduced, which 
helps reduce ventilation-associated infections.

The antibiotic protocol was also modified. On 
admission, blood culture and gastric aspirate were 
collected from each new patient. Ampicillin or a 
combination of ampicillin and tobramycin was started 
as primary antibiotic therapy, but the administration 
of these antibiotics was stopped after 48 hours if the 
cultures taken on admission proved to be negative and 
the infl ammatory markers were also negative. Similarly, 
if surface cultures were positive without an elevation 
of inflammatory markers (i.e. C-reactive protein <10 
mg/dL and procalcitonin <10 ng/mL at the age of 24 
hours) and the patient did not show clinical signs of 
infection, positive surface cultures were considered 
as colonization and the course of antibiotics was 
discontinued.[15] If late onset sepsis was suspected, the 
choice of antibiotics was changed. Third-generation 
cephalosporines and a combination of amoxicillin 
and clavulinate, which are reported to be the strongest 
inducers of ESBL-production,[16] were banned from 
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the ward. In suspected cases of gram-negative 
sepsis, meropenem was administered. If there was a 
predisposition to gram-positive sepsis (e.g. central 
venous line inserted), vancomycin was also started and 
the therapy was changed according to the results of the 
blood culture.

Progressive feeding was started within the first 
two hours after admission. The neonates received their 
own mother's breast milk through a gastric tube, if 
available. If not, premature and neonatal formula were 
administered. Probiotics containing both bifi dobacteria 
and lactobacilli were also provided.

As a new preventive measure, the neonates were 
bathed every four days, which is in accordance with the 
latest guidelines.[17,18] Immersion baths were stopped. 
This was important because the risk of infection by 
biofi lm-forming bacteria (i.e. on the surface of the basin 
or in the waterlines) could thus be reduced.[19,20]

Due to the potential risk of cross infection with 
ESBL K. pneumoniae transferred via the hands of 
healthcare personnel at the NICU,[21] our team has put 
great emphasize on proper hand hygiene. Hand hygiene 
training was a central step in the complex intervention. 
Multiple education sessions were provided for all staff, 
including video-assisted instruction and hands-on 
practice. Disinfected hands were also examined under 
ultraviolet (UV) light to ascertain efficacy. The data 
collected in the retrospective phase were shared with 
the staff and information posters were placed at the 
NICU. The aim was to draw attention to the growing 
problem of ESBL-producing bacteria in the ward so as 
to enhance compliance with the infection control and 
prevention protocol.[22]

In order to identify potential reservoirs and risk 
factors, environmental screening was performed and 
samples were taken from various surfaces. ESBL-
producing bacteria were first detected in these samples 
in October 2011. Multiple surfaces and areas were 
colonized, including in the wash basins and taps and 
a tray used for drying dishes in the nurses' room. 
Previously, Pseudomonas aeruginosa was detected 
from samples taken from these taps and wash basins. 
As part of the preventive intervention, samples were 
taken more frequently (every second month instead of 
semiannually).

New filters were used on taps and the sinks were 
regularly dismounted and disinfected, while the staff 
was instructed that hand washing with soap and water 
should be done as far as possible at the wash basins 
outside the hospital rooms. This was important since 
germs may be emitted as aerosols from the siphon 
traps into the ambient air during water drainage.[23] 
Additionally, new ABHR dispensers were placed in the 
ward wherever healthcare procedures are performed.

The quality of cleaning was also evaluated and 
monitored. In this specific ward the cleaning staff was 
only allowed to perform cleaning on "non-critical 
surfaces" (e.g. floor, walls, wash basins), whereas the 
"critical surfaces" (e.g. therapeutic devices, infant 
incubator, respiratory devices) were cleaned by the 
nurses responsible for the care of a particular neonate. 
The term "critical surface" in this context refers to 
surfaces which are highly important in terms of the 
potential spread of healthcare-associated infections. 
Cleaning of these surfaces was performed multiple 
times a day according to a more frequent schedule 
(twice per shift, instead of once per shift).

In order to stop the spread of ESBL-producing 
bacteria, patients were screened for these on admission, 
and if the patient presented symptoms of infection 
at any time during treatment, multiple samples were 
taken (rectal swab, blood, urine and nasopharyngeal 
swab). Samples were collected from every patient in 
contact with an infected patient. Rectal swabs were 
performed on all neonates not only on admission, but 
also every other week thereafter. Once colonization 
or infection was detected, contact precautions were 
implemented and maintained throughout the hospital 
stay. Furthermore, colonized and non-colonized babies 
were nursed separately by individual nurses. Since the 
ward contained separated boxes for the treatment of 
the patients, it was easy to implement the separated 
nursing.

For monitoring the effi cacy of our interventions, the 
number of newly infected and newly colonized patients, 
monthly costs of antibiotics and monthly mechanical 
ventilation days were analyzed throughout the 
prospective period and compared with the data derived 
from the retrospective interval.

Microbiological analysis
Identification of isolates was carried out with the 
conventional biochemical identifications and VITEK 
GN (bioMérieux, France). Antibiotic susceptibility 
testing to different antibiotics was performed with a 
disk diffusion method in line with the CLSI EUCAST 
recommendation. If necessary, antibiotic minimum 
inhibitory concentration (MIC) value was determined 
with gradient MIC test strips (Liofilchem, Roseto, 
Italy), and the results were evaluated according to 
the EUCAST guidelines.[24] The putative production 
of an ESBL was detected with the ESBL Detection 
Set (MAST Diagnostica, Reinfeld, Germany) or the 
modified double-disk synergy test using ceftazidime 
(30 μg), cefotaxime (30 μg), aztreonam (30 μg) and 
cefepime (30 μg) disks opposite an amoxicillin (20 
mg)/clavulanic acid (10 mg) disk. The blaCTX-M, blaSHV 
genes were detected and characterised as described 
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previously (ESBL-PCR).[25] Genetic relationships 
between Klebsiella pneumoniae and Enterobacter 
cloacae isolates were investigated with the pulsed field 
electrophoresis method (PFGE) using XbaI restriction 
endonuclease according to the standardized PulseNet 
protocol.[26] Results were interpreted and pulsotypes 
were assigned in line with the criteria set by Tenover 
et al.[27] The selected K. pneumoniae blood isolate 
was subjected to multilocus sequence typing (MLST) 
according to Diancourt et al.[28]

Statistical analyses
The Mann-Whitney U-test, Wilcoxon-test, and Student's 
t-test were used, as appropriate. Level of significance 
was set at P<0.05. Statistical analyses were performed 
with SPSS 19 (IBM Corp., Armonk, NY, USA).

Results
Compared with the retrospective period, during the 
prospective period the average number of patient-
days decreased from 343.72 days per month to 
292.44 days per month, though this difference is not 
significant (P=0.058). During the prospective period, a 
significant reduction was observed both in the number 
of colonized (from 72/188 to 26/167; P=0.029) and 
infected patients (from 9/188 to 3/167; P=0.033) when 
compared to the retrospective examination interval. It 
is worth mentioning that in the retrospective period five 
infected patients died, while no deaths occurred after 
the introduction of the new measures.

The number of invasive mechanical ventilation days 
per patient care days was also decreased significantly, 

almost by 50% (Table). There was no statistically 
significant difference between the two examination 
phases in terms of the cost of antibiotic consumption 
related to patient-days (from 7.5 euros/patient-day to 
6.3 euros/patient-day, P=0.519).

Regarding the samples taken from the ESBL-
positive patients, during the whole interval, 26 out of 
29 K. pneumoniae isolates exhibited pulsotype Z, and 
the remaining three isolated were of the KP083, KP085 
and L pulsotypes. The pulsotype Z isolate belonged to 
sequence type 525 and harboured the blaCTX-M-15 ESBL 
gene. As for the 25 E. cloacae isolates studied, 23 
belonged to blaSHV-bearing pulsotype EbC052, one to 
EbC054 and another to EbC038.

Totally 170 environmental swab samples were taken 

Variables 2011 January-September
  retrospective period

2012 January-September
  prospective period

Patient day 324.50 (306.00-403.50) 296.00 (175.50-376.50)
Admitted
  patients/mon        22 (14-28)         19 (15-22)

ESBL colonized
  patients          7 (1-15)           2 (0-8)*

ESBL nosocomial
  infected patients          2 (0-4)           0 (0-1)*

ABHR consumption/
L   26.50 (19.5-34.5)    32.50 (23.0-46.4)*

Monthly mechanical
  ventilation day/
  ventilated patients 

    9.77 (5.88-18.11)      5.00 (3.24-8.88)†

Performed hand
  hygiene/patient/day   27.39 (17.22-31.08)    39.17 (33.28-44.07)‡

Table. Descriptive statistics of the study parameters from the two 
examined periods

Values are given as median (minimum-maximum). *: P<0.05; †: 
P<0.01; ‡: P<0.001. ESBL: extended-spectrum beta-lactamase; 
ABHR: alcohol-based hand rub.

Fig. Comparison of the retrospective and prospective periods in terms of colonization, infection and hand hygiene compliance "hand hygiene/d/ 
patient" refers to the number of hand hygiene procedures performed in the case of one patient during one day at hospital.
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during the intervention period (October to December 
2011). These samples were collected from 107 critical 
and 63 non-critical surfaces. Twenty-five out of 107 
critical and 14 out of 63 non-critical surface samples 
were culture positive, respectively, thus highlighting 
inadequately cleaned areas. Of these samples, a few 
were taken from a wash basin, three taps, a common 
warming bath for feeding bottles and the dish tray in the 
nurses' room; all of these contained ESBL Enterobacter 
cloacae, belonging to pulsotype EbC052. In February 
2012, we also took samples from healthcare workers' 
stool in search of ESBL-producing bacteria and further 
potential sources of infection because these caregivers 
are in direct close contact with the infants. Two samples 
from 32 healthcare workers showed ESBL E. coli 
positivity; however, no infants showed ESBL E. coli 
positivity at the ward.

In a comparison of the two periods under examination, 
a signifi cant increase can be seen during the prospective 
period regarding the consumption of ABHR solutions 
(P=0.03). In the fi rst phase, this represented an average 
of 77.90 L ABHR per 1000 patient-days, while in 
the second interval, this figure increased to 114.96 L 
per 1000 patient-days. Compared with the baseline 
data at the beginning of the retrospective period 
under examination (26.18 ESBL-positive patients 
per 1000 patient-days), a significant reduction can 
be seen in the incidence of ESBL-positive patients 
by the end of the prospective phase (11.01 positive 
patients per 1000 patient-days, P=0.02). Indirect hand 
hygiene compliance showed a significant increase in 
the prospective examination period compared to the 
retrospective examination period (P<0.001) (Fig.). 
During the retrospective period, 26.02 hand hygiene 
procedures were performed on average per patient 
per hospital day, and this increased to 33.6 during the 
prospective period. As a result of the hand hygiene 
education and with the useful aid of a UV lamp for 
supervision, the efficacy of hand cleaning among 
healthcare workers also improved significantly. In 
the retrospective period, when hand hygiene practice 
was examined, the nail beds and dorsal surfaces of the 
thumbs were usually missed (perfect results were only 
achieved in 14% of the cases). During a three-week 
period, staff was supplied with a UV lamp for detecting 
fl uorescent ABHR to provide them with an opportunity 
to practice and evaluate their own hand hygiene 
technique. During the UV lamp-supported training, 
perfect hand hygiene practice increased to 77%.

Discussion
Infection control has a remarkable historical connection 
with the pediatric population. Ignác Semmelweis 

already found a link between hand hygiene and 
perinatal infection rates in the nineteenth century.[29]

The aim of our intervention was to roll back 
colonization and infections caused by ESBL-producing 
bacteria at our NICU, and as our results suggest, we 
have managed to reach that aim.

Most importantly, there was a sharp decrease in the 
number of patients colonized and infected with ESBL-
producing bacteria. Invasive mechanical ventilation 
days were successfully reduced almost by half. This 
result is mostly due to the introduction of INSURE 
therapy.[30,31] However, INSURE not only caused a 
decrease, but also reduced the chance of ventilator-
associated infections and so contributed to the drop in 
late bacterial colonizations and the occurrence of late 
onset sepsis and thus may have contributed to the fall in 
late invasive ventilatory support demand.[32]

ESBL-producing Gram-negative bacteria can 
survive on environmental surfaces, preferably in moist 
sites, for weeks; environmental decontamination is 
therefore a highly important issue in intensive care 
units.[33] In accordance to other studies,[34-36] we also 
detected ESBL-producing bacteria on moist surfaces 
and places. After an evaluation of the results and an 
identification of possible sources, the use of wash 
basins was minimized and the dish tray was removed 
permanently from the nurses' room. Also, the local 
specific warming method (i.e. that all feeding bottles 
were warmed in a common warming bath) was 
immediately banned from the ward and the bottles were 
warmed individually from that point on. As a further 
preventive measure, the water in these new individual 
warming devices was also changed several times a day, 
and devices were cleaned with disinfectant solutions 
after use and stored dry. This intervention caused a 
remarkable reduction in the number of new ESBL-
positive patients.

In the study carried out by Rong et al,[21] the 
potential sources of infection at the NICU were 
the gastric tubes, the incubators and the healthcare 
personnel. Although none of the mentioned surfaces or 
the care providing staff were justifi ed as real sources of 
infection, with the multistep intervention we managed 
to improve these fields too. The quality of cleaning 
critical surfaces near the patients improved, as none of 
these surfaces have produced positive samples after the 
introduction of the new cleaning regimen.

We also carried out faecal sampling from healthcare 
workers' stool in search of ESBL-producing bacteria. 
Although two samples from 32 healthcare workers 
exhibited ESBL E. coli positivity, no infants showed 
ESBL E. coli positivity at the ward. The staff members, 
who were colonized with ESBL E. coli, therefore, 
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cannot be regarded as potential sources of the infection 
under examination. 

Finally, as a result of the hygienic interventions, 
namely the examination of hands under UV light 
and small-group training sessions for clinicians and 
staff, including instruction on correct hand hygiene 
procedure, indirect hand hygiene compliance showed 
a significant increase. Our results are in accordance 
with Zahar et al,[37] who also found a signifi cant rise in 
ABHR use in the period following interventions.

In conclusion, rolling back ESBL-producing 
bacteria at our NICU was successful. We attribute this 
success mainly to the multidisciplinary approach, the 
continuous feedback and monitoring, and the high 
compliance of the staff. Although the staff of a NICU 
is in closer contact with neonates, compared to a ward 
with older patients, colonization of health care workers 
did not play any role in the nosocomial persistence of 
ESBL-producing bacteria.

Funding: No benefi ts in any form have been received or will be 
received from any commercial party related directly or indirectly 
to the subject of this article.
Ethical approval: Not needed.
Competing interest: The authors report no declarations of interest.
Contributors: All authors contributed to the manuscript conception, 
design, drafting, revision and appraisal.

References
1 Reish O, Ashkenazi S, Naor N, Samra Z, Merlob P. An outbreak 

of multiresistant Klebsiella in a neonatal intensive care unit. J 
Hosp Infect 1993;25:287-291.

2 Falagas ME, Karageorgopoulos DE. Extended-spectrum beta-
lactamase-producing organisms. J Hosp Infect 2009;73:345-354.

3 Mammina C, Di Carlo P, Cipolla D, Giuffre M, Casuccio A, 
Di Gaetano V, et al. Surveillance of multidrug-resistant gram-
negative bacilli in a neonatal intensive care unit: prominent role 
of cross transmission. Am J Infect Control 2007;35:222-230.

4 Shah AA, Hasan F, Ahmed S, Hameed A. Characteristics, 
epidemiology and clinical importance of emerging strains of 
Gram-negative bacilli producing extended-spectrum beta-
lactamases. Res Microbiol 2004;155:409-421.

5 Kristof K, Szabo D, Marsh JW, Cser V, Janik L, Rozgonyi F, et 
al. Extended-spectrum beta-lactamase-producing Klebsiella spp. 
in a neonatal intensive care unit: risk factors for the infection 
and the dynamics of the molecular epidemiology. Eur J Clin 
Microbiol Infect Dis 2007;26:563-570.

6 Tschudin-Sutter S, Frei R, Battegay M, Hoesli I, Widmer AF. 
Extended spectrum β-lactamase-producing Escherichia coli in 
neonatal care unit. Emerg Infect Dis 2010;16:1758-1760.

7 Sehgal R, Gaind R, Chellani H, Agarwal P. Extended-spectrum 
beta lactamase-producing gram-negative bacteria: clinical profi le 
and outcome in a neonatal intensive care unit. Ann Trop Paediatr 
2007;27:45-54.

8 Boo NY, Ng SF, Lim VK. A case-control study of risk factors 

associated with rectal colonization of extended-spectrum beta-
lactamase producing Klebsiella sp. in newborn infants. J Hosp 
Infect 2005;61:68-74.

9 Cassettari VC, da Silveira IR, Dropa M, Lincopan N, Mamizuka 
EM, Matte MH, et al. Risk factors for colonisation of newborn 
infants during an outbreak of extended-spectrum beta-lactamase-
producing Klebsiella pneumoniae in an intermediate-risk 
neonatal unit. J Hosp Infect 2009;71:340-347.

10 Filetoth Z. Infection control and surveillance. In: Filetoth Z. 
Hospital acquired infection: causes and control. London: Wharr 
Publisher Ltd., 2003: 220-251.

11 Part III. Process and outcome measurement. In: World Health 
Organization Guidelines on Hand Hygiene in Health Care. 
Geneva: WHO Press, 2009: 157-173.

12 Boyce JM, Pittet D; Healthcare Infection Control Practices 
Advisory Committee; HICPAC/SHEA/APIC/IDSA Hand 
Hygiene Task Force. Guideline for hand hygiene in health 
care settings. Recommendations of the healthcare infection 
control practices advisory committee and the HICPAC/SHEA/
APIC/IDSA Hand Hygiene Task Force. Society for healthcare 
epidemiology of America/ Association for professionals in 
infection control/ Infectious diseases society of America. 
MMWR Recomm Rep 2002;5:11-45.

13 Widmer AF. Replace hand washing with use of a waterless 
alcohol hand rub? Clin Infect Dis 2000;31:136-143.

14 Leone F, Trevisanuto D, Cavallin F, Parotto M, Zanardo V. 
Effi cacy of INSURE during nasal CPAP in preterm infants with 
respiratory distress syndrome. Minerva Pediatr 2013;65:187-192.

15 Polin RA. Management of neonates with suspected or proven 
early-onset bacterial sepsis. Pediatrics 2012;129:1006-1015.

16 Paterson DL, Bonomo RA. Extended-spectrum β-lactamases: a 
clinical update. Clin Microbiol Rev 2005;18:657-686.

17 AWHONN. Neonatal Skin Care: Evidence-Based Clinical 
Practice Guideline. Washington D.C. : Association of Women's 
Health, Obstetric and Neonatal Nurses, 2007.

18 Liaw JJ, Yang L, Yuh YS, Yin T. Effects of tub bathing 
procedures on preterm infants '  behavior.  J  Nurs Res 
2006;14:297-305.

19 Donlan RM, Costerton JW. Biofilms: survival mechanisms 
of clinically relevant microorganisms. Clin Microbiol Rev 
2002;15:167-193.

20 Anaissie EJ, Penzak SR, Dignani MC. The hospital water supply 
as a source of nosocomial infections: a plea for action. Arch 
Intern Med 2002;162:1483-1492.

21 Lin R, Wu B, Xu XF, Liu XC, Ye H, Ye GY. Extended-spectrum 
beta-lactamase-producing Klebsiella pneumoniae infection in a 
neonatal intensive care unit. World J Pediatr 2012;8:268-271. 

22 Ligi I, Arnaud F, Jouve E, Tardieu S, Sambuc R, Simeoni U. 
Iatrogenic events in admitted neonates: a prospective cohort 
study. Lancet 2008;371:404-410.

23 Sissoko B SR, Blaschke M, Flicker J. A Schlutting Wash basin 
drain as a source of pathogens and infections: prevention of 
nosocomial infections. Hyg Med 2004;29:451-455.

24 Leclercq R, Canton R, Brown DF, Giske CG, Heisig P, 
MacGowan AP, et al. EUCAST expert rules in antimicrobial 
susceptibility testing. Clin Microbiol Infect 2013;19:141-160.

25 Damjanova I, Tóth A, Pászti J, Hajbel-Vékony G, Jakab M, 
Berta J, et al. Expansion and countrywide dissemination of ST11, 
ST15 and ST147 ciprofloxacin-resistant CTX-M-15-type beta-
lactamase-producing Klebsiella pneumoniae epidemic clones in 
Hungary in 2005--the new 'MRSAs'? J Antimicrob Chemother 
2008;62:978-985.



World Journal of Pediatrics

O
riginal article

216 World J Pediatr, Vol 13 No 3 . June 15, 2017 . www.wjpch.com

26 Pulse Net International, 2012. http://www.pulsenetinternational.
org/protocols/ (accessed June 10, 2011).

27 Tenover FC, Arbeit RD, Goering RV, Mickelsen PA, Murray BE, 
Persing DH, et al. Interpreting chromosomal DNA restriction 
patterns produced by pulsed-fi eld gel electrophoresis: criteria for 
bacterial strain typing. J Clin Microbiol 1995;33:2233-2239. 

28 Diancourt L, Passet V, Verhoef J, Grimont PA, Brisse S. 
Multilocus sequence typing of Klebsiella pneumoniae 
nosocomial isolates. J Clin Microbiol 2005;43:4178-4182.

29 Semmelweis IP. The etiology, concept and prophylaxis of 
childbed fever. Madison: University of Wisconsin Press, 1983.

30 Stevens TP, Harrington EW, Blennow M, Soll RF. Early 
surfactant administration with brief ventilation vs. selective 
surfactant and continued mechanical ventilation for preterm 
infants with or at risk for respiratory distress syndrome. 
Cochrane Database Syst Rev 2007: CD003063.

31 Kirsten GF, Kirsten CL, Henning PA, Smith J, Holgate SL, 
Bekker A, et al. The outcome of ELBW infants treated with 
NCPAP and InSurE in a resource-limited institution. Pediatrics 
2012;129:e952-e959.

32 Samanta S, Farrer K, Breathnach A, Heath PT. Risk factors for 
late onset gram-negative infections: a case-control study. Arch 
Dis Child Fetal Neonatal Ed 2011;96:F15-F18.

33 Kramer A, Schwebke I, Kampf G. How long do nosocomial 
pathogens persist on inanimate surfaces? A systematic review. 

BMC Infect Dis 2006;6:130.
34 Touati A, Brasme L, Benallaoua S, Madoux J, Gharout A, de 

Champs C. Enterobacter cloacae and Klebsiella pneumoniae 
isolates producing CTX-M-15 recovered from hospital 
environmental surfaces from Algeria. J Hosp Infect 2008;68:183-
185.

35 Kac G, Podglajen I, Vaupre S, Colardelle N, Buu-Hof A, Gutmann 
L. Molecular epidemiology of extended-spectrum beta-lactamase-
producing Enterobacteriaceae isolated from environmental and 
clinical specimens in a cardiac surgery intensive care unit. Infect 
Control Hosp Epidemiol 2004;25:852-855.

36 D'Agata EM, Venkataraman L, DeGirolami P, Samore M. 
Molecular epidemiology of ceftazidime-resistant gram-negative 
bacilli on inanimate surfaces and their role in cross-transmission 
during nonoutbreak periods. J Clin Microbiol 1999;37:3065-
3067.

37 Zahar JR, Masse V, Watier L, Lanternier F, Degand N, Postaire 
M, et al. Is hand-rub consumption correlated with hand hygiene 
and rate of extended-spectrum beta-lactamase-producing 
Enterobacteriaceae (ESBL-PE)-acquired infections? J Hosp 
Infect 2012;80:348-350.

Received January 10, 2015
Accepted after revision May 6, 2015


