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Abstract

Introduction: Ventilator-associated pneumonia (VAP), a subset of HAP that
occurs in mechanically ventilated patients more than 48 hours after tracheal
intubation, is the most frequent ventilator-associated complication. Outside
the ICU, highest rates are observed in the elderly, immunocompromised
hosts, surgical patients and those receiving enteral feeding through a
nasogastric tube

Aim of the work: This works was aimed to assess the impact of an infection
control program focusing on enteral feeding on VAP rates.

Material and methods: Baseline surveillance for VAP was done to detect
the size of VAP as a problem and its relation to other device associated
infection. Baseline assessment for infection control practices was performed.
Also samples from Ryle and BAL were collected and cultured for
microbiological diagnosis of VAP

Results: The patient days were 970 ICU bed days for mechanical
ventilation. In this study, the incidence of patient infection was 41.2 per
1000 ventilator days. Cultured samples from Ryle and BAL reveled 65% of
BAL specimens have uncountable growth while 92.5% of rayle sample have
uncountable growth. Candida and Pseudomonas were the most frequent
organisms that occur in BAL (23.1%) each while Klebsiella was the most
frequent microorganism found in the Ryle Tube (27.0%), followed by
Pseudomonas & Ecoli (16.2% & 13.5%) respectively.

Conclusion: Poor compliance of ventilator bundle application and poor
adherence to standard precautions for infection prevention and control is an
Important factor in non decline in VAP rates which is a complex process that
requires multiple performance measures and interventions.

Key Words: Ventilator-associated pneumonia (VAP), enteral feeding,
infection control practices






INTRODUCTION

The term nosocomial infection (NIs) is synonymous with
hospital acquired infections. An infection is considered
nosocomial if it develops in a patient who has been hospitalized
for 48 to 72 hours and was not incubating the infection at the
time of admission. The Centers for Disease Control and
Prevention (CDC) estimates that NIs contribute to 0.7 to 10.1%
of deaths and cause 0.1 to 4.4% of all deaths occurring in
hospitals (Mehta et al.,2007).

Nosocomial Infections constitute an important world wide
health problem with high morbidity and mortality rates as well
as economic consequences. NIs can lead to complications in
25% to 33% of those patients admitted to intensive care units
(ICUs) (Meric et al.,2005).

Hospital-acquired pneumonia (HAP) is a pulmonary
infection that develops in patients hospitalized for more than 48
hours, either in the ICU or in other wards. Ventilator-associated
pneumonia (VAP), a subset of HAP that occurs in mechanically
ventilated patients more than 48 hours after tracheal intubation,
Is the most frequent ventilator-associated complication (Anand
and Kollef,2009) .



The clinical diagnosis of VAP has traditionally been
made by the association of a new or progressive consolidation
on chest radiology and at least two of the following variables:
fever greater than 38°C, leukocytosis, leukopenia and purulent

secretions (Rea-Neto et al., 2008).

HAP/VAP represents a major cause of deaths, morbidity
and resources utilization in hospitalized patients, most notably
in those with severe underlying conditions (Agrafiotis et
al.,2011).

The incidence of HAP ranges from 5 to more than 20
cases per 1000 hospital admissions (Chawla,2008). Outside the
ICU, highest rates are observed in the elderly,
immunocompromised hosts, surgical patients and those
receiving enteral feeding through a nasogastric tube (American
Thoracic Society (ATS) ,2005).

The bacterial epidemiology of VAP depends on a panel of
factors including mechanical ventilation duration, length of
hospital and ICU stays, previous exposure to antimicrobials,
local epidemiology and potential epidemic phenomenon in a
given ICU (ATS ,2005).



