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Avrupa ve Tirkiye: EUCIC Deneyimi

Bahar Madran

16 Kasim2019

Enfeksiyon Kontrol Hemsiresi

ESCMID - EUCIC (European Committe on Infection Control) Stajeri



Icerik;

e Avrupa ve Turkiye'de;
> DSO’ne gore Turkiye ve Avrupa verileri,
» Turkiye ve Avrupa’da saglik merkezleri,
»EUCIC egitim icerigi,
» Uygulama farkhliklari,
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DSO verilerine gére Turkiye;

Toplam Nufus (2018)
Kisi basina diisen ortalama yillik gelir (2013)
Ortalama yasam (2016)

5 yas alti 6lim ihtimali (her 1000 nufus igin, 2018)

Kisi basina yillik ortalama saglk gideri, 2014

80,81 milyon
18,760 S
73/79

11

1.036 $



DSO verilerine gdre Avrupa:

Toplam Nufus (2018)
Kisi basina diisen ortalama yillik gelir (2013)
Ortalama yasam (2016)

5 yas alt1 6lim ihtimali (her 1000 nifus icin, 2018)

Kisi basina yillik ortalama saglk gideri, 2014

513 milyon
112.000 - 17.000 S
69-84

3-7

4.000 S



Hastane sayisi (100.000 ntfus)

Avrupa Tiirkiye

* 1,4 hastane

(1200 hastane) )
(876 SB, 69 U, 565 O)

* 3 Hastane
(Slovenia 1.4, Kibris 9.8)

Hospitals in Europe healthcare data, European Hospital and Healthcare Federation, 2018



Hastane yatak sayisi (100.000 nufus)

Avrupa Tiirkiye

* 273

o 163 SB,
o 47 Universite,

e 521
(Isvec 254, Almanya 826)

o 50 ozel hastane,
o Diger

https://rapor.saglik.gov.tr/istatistik/rapor/



https://rapor.saglik.gov.tr/istatistik/rapor/

Ortalama hastanede kalis siresi (alos)

Avrupa Tiirkiye

* 6.4 gun
(5.2 Malta, 7.0 Slovenya)

e OECD raporu 2017’ye gore;

https://rapor.saglik.gov.tr/istatistik/rapor/



https://rapor.saglik.gov.tr/istatistik/rapor/

Sckil 8.20. Hastaneclerde Yatan Hasta Ortalama Kalis Giiniiniin Uluslararas: Karsilastirmasi, 2015
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OECD vyatis suresi degerlendirmesi;

* Hastanede en az bir gece kalmis hastalari kapsamaktadir.

* Bir gunden az yatislar, rehabilitasyon hizmetleri, uzun dénem
bakimlari ve palyatif bakim hizmetleri kapsam disindadir.



Sekil 8.17. Yillara ve Sektorlere Gore Hastanelerde Yatan Hasta Ortalama Kalig Giinii, Tirkiye

Gun
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Kaynak: Saghk Hizmetleri Genel Miudirliigii




* Turkiye’de ortalama hastanede kalig glinG
2000 - 2015 yillari arasi 5,9°dan 3,9’a dismusgtar




* Avrupa’da ortalama kalis stiresini (average length of stay) azaltmaya
yonelik yuratulen 10 yilhik calismalar (2004-2014) sonucu ortalama yatis
suresi 1 gun azalmis.

I"edUCe




Ortalama yatak doluluk orani

Avrupa (2014)

* %46 Hollanda
e %95 irlanda

Tiirkiye (2015)

* % 69

o Universite %79
o SB%78
o Ozel %65

https://rapor.saglik.gov.tr/istatistik/rapor/



https://rapor.saglik.gov.tr/istatistik/rapor/

Sekil 8.16. Hastanelerde Akut Yatak Doluluk Oranlarinin Uluslararas: Karsilastirmasi, 2015
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Saglik calisani sayisi

Avrupa (2014)

Toplam Nufus: 513 milyon
0 1.600.000 hekim
0 3.100.000 hemsire

Ayrica her yil 100.000 yatan

hasta igin 12 hekim, 39 hem§|re ,,

mezun oluyor.

Tiirkiye (2016)

Toplam nifus: 81 milyon
0 144.827 hekim

(uzm., pratisyen, asistan)

0152.952 hemsire

https://rapor.saglik.gov.tr/istatistik/rapor/



https://rapor.saglik.gov.tr/istatistik/rapor/

Is, 2011 and 2016
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Enfeksiyon kontrol hemsire sayisi (100 yatak icin)

Avrupa ,, Tiirkiye

https://rapor.saglik.gov.tr/istatistik/rapor/



https://rapor.saglik.gov.tr/istatistik/rapor/

Rodriguez-Bafio et al. Minimum requirements in infection control 1073

TABLE |. Summary of minimum requirements in infection

control (for details, see the text)

Infection control is considered to be an institutional priority

Multidisciplinary infection control committee

Infection control programme including objectives and indicators, with periodical
evaluations

Multidisciplinary infection control teams, including at least epidemiologists,
infectious disease specialists, microbiologists, and infection control nurses, and
liaisons with other key actors, such as intensive-care or surgical specialties. These
teams must be share members and be closely coordinated with the antimicrobial
stewardship team, of which pharmacists are also key members

One full-time or equivalent infection control nurse per 100 beds in acute-care
centres and per |50-205 beds in long-term-care facilities, according to
complexity

Definition of competencies for infection control team components, and specific
accredited training according to those competencies

Access to electronic charts and tools

Appropriate cleaning and disinfection/sterilization services

Appropriate ward staffing levels, and education for ward staff in infection control-
related issues

Appropriate architectonic structure and related aspects (such as enough individual
rooms, clean—dirty circuits where needed, and access to hand hygiene points)

Access to appropriate microbiological support and tools, both for rapid
identification and susceptibility testing of pathogens causing infections, and for
molecular typing of isolates whenever needed, in a timely manner

performed by the IC practitioners are huge, including education
(which is particularly challenging in teaching hospitals), contin-
uous surveillance of HAIs and healthcare-associated organisms,
compliance monitoring (hand hygiene, transmission-related
precautions, isolation, infection-specific bundles, disinfection
and sterilization procedures, and checklists), coordinating
screening and environmental sampling, preparing reports,

writing and updating protocols, and working on outbreaks.

Therefore, one dedicated nurse per 100 beds in acute-care
centres and one per 150-250 beds in long-term-care facilities

are reasonable requirements [8—|2]. Although this requirement
may be difficult to accomplish for many centres, it should be a
goal to achieve in the mid-term.

Computerized systems are important for surveillance of
HAls, for the investigation of outbreaks, and for interventions
[13]. Again, there are important differences among centres in
the access to electronic charts and tools. This is an area where
consensus about minimum requirements must be addressed.




Yonetmelik

Saglik Bakanligindan:
Yatakh Tedavi Kurumlari Enfeksiyon Kontrol Yonetmeligi

BIRINCI BOLUM
Amag, Kapsam, Dayanak ve Tanimlar
Amag
Madde 1 — Bu Yonetmeligin amaci; yatakli tedavi kurumlarinda saglik hizmetleri ile iligkili olarak gelisen
enfeksiyon hastaliklarini 6nlemek ve kontrol altina almak, konu ile ilgili sorunlar tespit etmek, ¢6ziimiine yonelik faaliyetleri
diizenleyip yiiriitmek ve yatakli tedavi kurumlar1 diizeyinde alinmasi gereken kararlar1 gerekli mercilere iletmek iizere,
enfeksiyon kontrol komitesi teskili ile bu komitenin galigma sekline, gorev, yetki ve sorumluluklarina iligkin usil ve esaslari
diizenlemektir.

Enfeksiyon kontrol hemsiresi
Madde 13 — Baghemsgirelik tarafindan, tercihen yiiksek okul mezunu, bilgisayar kullanmay1 bilen ve Bakanlik
tarafindan onaylanmig enfeksiyon kontrol hemsireligi sertifikasina sahip hemgireler arasindan seg¢ilir ve enfeksiyon kontrol
komitesine bagl olarak ¢alisir. Her iki yiiz elli yatak icin bir enfeksiyon kontrol hemsiresi gorevlendirilmesi zorunludur.

Bakanlikca sertifikalandirilan enfeksiyon kontrol hemgireleri, enfeksiyon kontrol komitesince aksi yonde bir teklif
getirilmedigi siirece, en az bes yil siire ile bu gorevi yiiritiir. Yonetim tarafindan, yerine ayni nitelikleri haiz bir hemgire
gorevlendirilmeden, bu gorevlerini birakamazlar. Enfeksiyon kontrol hemsirelerine, nobet hizmetleri de dahil olmak {izere,
enfeksiyon kontrolii diginda ilave bir gorev verilemez.



25 Haziran 2011 CUMARTESI Resmi Gazete Sayi : 27975

YONETMELIK
Saglik Bakanlig1 (Refik Saydam Hifzissihha Merkezi Bagkanligi)’ndan:

YATAKLI TEDAVI KURUMLARI ENFEKSIYON KONTROL YONETMELIGINDE
DEGISIKLIK YAPILMASINA DAIR YONETMELIK

MADDE 1 - 11/8/2005 tarihli ve 25903 sayili Resmi Gazete’de yayimlanan Yatakli Tedavi Kurumlari
Enfeksiyon Kontrol Yonetmeliginin 13 iincii maddesinin birinci fikrasinin ikinci ciimlesi asagidaki sekilde
degistirilmigtir.

“Yillik ortalama yatak doluluk orani dikkate alinarak her yiiz elli dolu yatak i¢in bir enfeksiyon kontrol hemsiresi
gorevlendirilmesi zorunludur.”




EUROPEAN COMMITTEE ON
INFECTION CONTROL

Europsan Soclery of Dienical Microbioiogy and Infectious Diseases

The EUCIC Infection
Prevention and
Control Certificate
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EUCIC temel ve ileri egitim basliklari

Name of the module Type of module City Module coordinators
EUCIC basic module 25 February—2 March  Basic Groningen Netherlands Alex W. Friedrich

2018
Surveillance and early warning systems of  4-6 July 2018 Advanced Paris France Pascal Astagneau
healthcare-associated infections
Epidemiology and data analysis in 24-27 October 2018  Advanced Utrecht Netherlands Jan Kluytmans
infection control
Dynamics of disease transmission: from  14-16 January 2019 Advanced Freiburg Germany Hajo Grundmann, Sandra Reuter,
genomes to infection control Nico T. Mutters
Antimicrobial stewardship 13-15 March 2019 Advanced Ljubljana Slovenia Tatjana Lejko Zupanc
Science of implementation in infection 16-17 May 2019 Advanced Geneve Switzerland Didier Pittet, Walter Zingg
control
Technical hygiene 27-28 September 2019  Advanced Vienna Austria Elisabeth Presterl




Local modules

Major topic of the local module

Module coordinators

Practical infection control skills 07 Apr 2018 Loures Portugal Carlos Palos
Surveillance and meta-competence 20-21 Sept 2018 Nicosia Cyprus Constantinos Tsioutis
Antimicrobial therapy and stewardship 15-19 Oct 2018 Porto Portugal Nuno Rocha-Pereira
Infection Prevention and Control 30 Nov-1 Dec 2018 Madrid Spain Carlos Palos, Alejandro Quirds
Training Professionals in patient safety 22-23 Nov 2018 Matosinhos Portugal Isabel Neves
Implementation of surveillance 4-6 Apr 2019 Heraklion Greece Achilleas Gikas
Biofilm-driven infections: research and

clinical relevance 20-22 Feb 2019 Bucharest Romania Oana Sandulescu
Development and implementation 6-8 May 2019 Bergamo Italy Annibale Raglio
Micrlobiolog‘ical diagnostig skills 20-22 May 2019 Athens Greece Athanassios Tsakris
Antimicrobial therapy and stewardship postponed Zagreb Croatia Ana Budimir
Surveillance and meta-competence 10-11 June 2015 Nicosia Cyprus Constantinos Tsioutis
Technical hygiene 2020 Regensburg Germany Wulf Schneider
Management of Hospital Outbreaks May/June 2020 Dublin lerland Hilary Humphreys
Curriculare Fortbildung zum

Krankenhaushygieniker; Gezielte

praventionsmalnamen;DGHM-

Fortbildungskurs6,Bak modul V 4-8 Nov 2019 Cologne Germany Frauke Mattner




Gozlem firsatlari;

Observerships
City Country Coordinators
Sofia Bulgaria Rossitza Vatcheva-Dobrevska
Zagreb Croatia Ana Budimir, Rok Civljak
Tel Aviv Israel Yehuda Carmeli, Mitchell Schwaber
Verona Italy Evelina Tacconelli
Athens Greece Athanasios Tsakris
Crete Greece Achilleas Gikas
Cluj Napoca Romania Mihaela lupse
Lasi Romania Doina Azoicai, Mioara Matei
Timisoara Romania Voichita Elena Lazureanu
Brasoy Romania Andreea Moldovan
Barcelona Spain Juan Pablo Horcajada
Sevilla Spain Jesus Rodriguez-Bafio
Ankara Turkey Murat Akova
Kiev Ukraine Aidyn Salmanov




E S C M I MANAGING INFECTIONS
PROMOTING SCIENCE

MEMBERS & RESEARCH & PROFESSION &
ORGANIZATION PROJECTS CAREER

Profession & Career

ESCMID DATES & NEWS &
PUBLICATIONS EVENTS MEDIA

Awards & Grants

Observerships & Collaborative Centres
Observerships

About Observerships
ESCMID funded Observerships

ESCMID Non-funded
Observerships

ESCMID special funded
Observerships

Collaborative Centers ESCMID ECDC Observership 2019

Educational activities 2-6 September 2019, Stockholm, Sweden



Type of modules
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Program:

ISVICRE
HOLLANDA FRANSA SLOVENYA Cenevre
Groningen Paris Lubyana El Hijyeni /
. HOLLANDA ALMANYA Yy JY
Temel Egitim. Surveyans Utrecht Freiburg AMS ‘SNII'IO/
Epidemiyoloji algin
i Ly WGS kontr?Iij
| | '
AVUSTURYA
E U E | C Frfﬁaaocm:ccco:r‘:iggﬁm Viyana
European Society of Clinical Microbiology and Infectious Diseases Te kn i k h ijye n
s ISVEC
| "ecoc Stokholm
KIBRIS iTALYA ECDC Gozlemi
Lefkosa Bergamo

Siurveyans SBIE



AVRUPA ve TURKIYE uygulama farkhliklar



EUROPEAN CUMMITTEE ON
INFECTION CUNTRGL
uropesn Socety of Denical Microbimlogy snd infectious Disaases

Infection Prevention
and Control




UMCG’de Uygulanan Farkli Uygulama Ornekleri

* Pansuman aseptik teknik ile yapiliyor,
¢ Steril eldiven kullaniimiyor.

**Yaraya steril penset ile midehale
ediliyor ve cevre doku dezenfeksiyonu
icin klorheksidin kullaniliyor.
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UMCG’de Uygulanan Farkli Uygulama Ornekleri

Alkol Bazli Dezenfektanlari Sensorld,




Negatif Basingli Odalar;

*Negatif basincli odalarin kapisi interlock sistemli ve her iki kapi birden acildiginda
calisanlara sesli sinyal veriyor.




Saglik Calisani Bagisiklanma oranlari:

* Yunanistan (%5)
* Hollanda (%20)
* Isvicre ( %80-85)

iy ) |
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EURDOFEAN COMMITTEE ON
INFECTION CONTROL
Lurppran Soce1y of Dunical Microbisiog

siogy wnd infectious Diseases

ECDC Konusmacilari,

EUCIC advanced module

Surveillance and early

warning systems of Otomatik stirveyans / Manuel Siirveyans,
healthcare-associated
infections

Paris, France
4 —6 July 2018

Belirli vakalarda otomatik strveyans yapilyor,
Diger SBIE’larin kayitlari tutulmuyor.




Lusepenn S

=0

> EU

Fultepean So

EUROPEAN COMMITTEE ON
INFECTION CONTROL
European S

n Socaty of Clinical Microbiclopy and Infectious Dasenses

Healthcare Associated
Infections: from
theoretical bases through
training and motivation
to the development

of a control programme

BergamoScienza Science Centre
Bergamo, Italy
6 — 8 May 2019




CUADPEAN  COMMILTEE |
IWIEL n N CUNIRUL
fectos Doy

EUCIC Advanced Module

Antibiotic Therapy and
Antimicrobial
Stewardship Programmes

Ljubljana, Slovenia
13 =15 March 2019




e KISITLAYICI
YONTEMLER

e Kullanicilarin belli basl
bazi antibiyotikleri
secme Ozgurluginu
kisitlama,

e Laboratuvarin kultar
sonuglarinin duyarhhigini
raporlamada secici
olmasi,

e Otomatik stop orderlari

Abx. tiketiminde
ortalama %34 azalma

IKNA YONTEMI
Egitim
Bilgilendirme toplantilari,

Hatirlatmalar (poster, brosiir,
bilgisayar)
Denetim ve geri bildirim

Bu yontemlerden biri yada
birkacl ayni anda
uygulandiginda abx.
tiketiminde % 4 azalma

e YAPISAL DEGISiKLIK

e Tum recetelerin kagit
uzerinden bilgisayarli
sistemlere sistematik
olarak kaydedilmesi,

e Hizli tani teslerinin
yayginlastiriimasi,

e |T desteginin
yayginlastiriimasi.

¢ (Clinical decision
support systems

Abx. tiketiminde
ortalama % 23 azalma



HIZLI TANI TESTLERI (o |

o 2
No clinical info: 3
EMPIRICAL
THERAPY SSiiaisl
A=A

/” CULTURE-BASED ISOLATION )
Gome | |. | &
QW | e

|

/ IDENTIFICATION \ ﬂNT IMICROBIAL SUSCEPTIBILITY

TARGETED
THERAPY b

S

| TESTING
5724 -48 H :
Molecular-based Imaging-based *Nuclear Magnetic
+Mass Spectrometry | *Biochemical Resonance
technologies FUTURE C’""

Typical procedures currently in place in clinical settings to provide identification of the pathogen agent and the profiling of antimicrobial
susceptibility.



Hizli tani ve test cihazlar

i.  Kan kllturindeki patojeni dogrudan tespit ediyor. (< 3 dk)
ii. Gram negatif bakterilerde duyarliligi %90,
iii. Gram pozitif bakterilerde %70,

iv. mayalarda %66.

https://www.ncbi.nlm.nih.gov/pubmed/26000017
Int J Microbiol. 2015;2015:827416

L]
",

8585\ 68 8858 Neutral field
70 0 © o0 00 (< -] (Drift)
30 00 O\0 0 0 0 © 0 0O
10 0o 0Oy O o0 0O o o o
Sample veseedoooecoc § __,

0 0 00 0oo0oo0oo0oo0o0o0oo0 | 3
700000 000O0OOQO O Electrostatic fieid
"0 0 O C 0 0000909 (Acceleration)
#C 0O D OO OO OO D OO
-ooooo-.ooooooo

MALDI-TOF/MS

sample plate

Matrix

MS Detector

050 '

(\

[ \ 2e
)

1\
f e 5-.1_]_& Lo
Pt T 4

0.00

Beouorawms
2eocveqenas
[4escnennse.

o
necoseskons
@e00mens0ar
‘seoomenc -
[e06on00s00
soouBo0e0Os
ANSTROONAD

-

’/‘/_? .
Y i
< ¥

\\‘f\

"
/
/
/
>

Protein and Matrix

3

1013
MS Profile

123



https://www.ncbi.nlm.nih.gov/pubmed/26000017
https://www.ncbi.nlm.nih.gov/pubmed/26000017

SHEA-CDC-JCI ve IDSA ya gore «Antimikrobial Yonetimi Calisma Grubu»na Mikrobiyoloji

Muhakkak Dahil Olmali!

8 httpsy//www.cdc.gov/antibiotic-use/healthcare/implementation/core-elements.hitml

therapeutics committee has expanded its role to assess and improve antibiotic use. (33-36)

Key Support

The work of stewardship program leaders is greatly enhanced by the support of ather key groups in hospitals where they
are available.

Clinicians and department heads- As the prescribers of antibiotics, it is vital that clinicians are fully engaged in and
supportive of efforts to improve antibiotic use in hospitals.

Infection preventionists and hospital epidemiologists coordinate facility-wide monitoring and prevention of healthcare-
associated infections and can readily bring their skills to auditing, analyzing and reporting data. They can also assist
with monitoring and reporting of resistance and CDI trends, educating staff on the importance of appropriate antibiotic
use, and implementing strategies to optimize the use of antibiotics.(39)

Quality improvement staff can alsc be key partners given that optimizing antibiotic use is a medical quality and patient
safety issue.

Laboratory staff can guide tfle proper use of tests and the flow of results. They can also guide empiric therapy by
creating and interpreting a facility cumulative antibiotic resistance report, known as an antibiogram. Lab and

stewardship staff can work collaboratively to ensure that lab reports present data in a way that supports optimal
antibiotic use. For facilities that have laboratory services performed offsite, information provided should be useful to
stewardship efforts and contracts should be written to ensure this is the case.

Information technology staff are critical to integrating stewardship protocols into existing workflow. Examples include
embedding relevant information and protocols at the point of care (e.g., immediate access to facility-specific guidelines
at point of prescribing); implementing clinical decision support for antibiotic use; creating prompts for action to review
antibiotics in key situations and facilitating the callection and reporting of antibiotic use data.(40-45)

Nurses can assure that cultures are performed before starting antibiotics, In addition, nurses review medications as
part of their routine duties and can prompt discussions of antibiotic treatment, indication, and duration.(46, 47)

The Society for Healtheare
Epidemiology of America
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¢ .:-":ﬁ': « Direnc Takibi

*Antibiyotik yonetimi faaliyetleri icinde
direnc takibi muhakkak takip edilmeli.

*Her bir mikroorganizmanin direng orani
yaklasik olarak bilinmeli ve antibiyotik
secimi sirasinda bu direncg oranlari dikkate

alinmali.

If you can not measure it, you
can not improve it.

~ Lord Kelvin
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Izolasyon / Cerrahi Profilaksi Uygulamalari

* izolasyon Onlemleri ve Cerrahi Profilaksi Uygulamalarinda kuzey avrupa
ulkelerinin gerisinde, gliney avrupa Ulkelerine gore daha iyi durumdayiz.

Wear gloves,
gowns, and

masks at the
right times.




 Kullanilmasi Onerilen Rehber ve Klinik Yollar

Cilt ve -
Yumusak I Ihtiyaca
. .. . Sistem Febril ..
Cerrahi Pnomoni Doku Enfeksi nStrone gore?
Profilaksi Klinik Enfeksiy y otrop (AGE,
. onlari ni Klinik -
Rehberi Yolu onlari Klinik Yolu USY!E,
Klinik Yolu SEPSIS)

Yolu



GUcld yanlarimiz;

» Aktif olarak calisan etkili calismalar «Enfeksiyon Kontrol Ekipleri»miz var.

* IT — Eczane — Mikrobiyoloji - EKE'nin surekli isbirligi icinde olmasi, ortak
calismalar yuratebilmesi,

* DoT formulleri ile aylik antibiyotik tuketim takibine basladik, sonuclari
karsilastirmaya basladi,

* ALKOL + CHG icerikli cilt antiseptigine gecis yapmamiz,

* Gelismis «Klinik Mikrobiyoloji Laboratuvari» ve farkindaligi yiksek laboratuvar
ekibi ile calisiyor olmamiz.



Geligime acik olan basliklarimiz,

* Bilgisayar destekli hasta takip sisteminin olmamasi,
* Verilerin toplanmasi ve sunulmasi,

* Hizli tani yontemlerinin kullanimi,

* Diren¢ oranlarimizi takip etmeliyiz,

* Klinik yollarimizin sayisini ve kullanimini artirmaliyiz,

* El hijyeni farkindalik etkinliklerini artirmali, objektif bir gbzlem yontemi
izlemeliyiz.



Antibiyotik
Farkindalk Haftasi

Kayit igin QR Kod

AMERIKAN
HASTANESI



