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Application of active screening to prevent and control multidrug-resistant

organism infection in patients in intensive care unit

CHEN Yu, ZHANG Chao-hui , FAN Fa-chao (Department of Critical Care Medicine , Yichang
Central Peoples’ Hospital, First Clinical Medical College of Three Gorges University ,
Yichang 443003, China)

[Abstract] Objective To analyze the role of active screening in the prevention and control of multidrug-resistant
organism (MDRQO) infection in intensive care unit (ICU) through active screening on patients in ICU. Methods

Patients who were admitted to the emergency ICU of a hospital from January 1, 2017 to December 31, 2020 were
selected, patients who didn’t conduct active screening from 2017 to 2018 were in control group, those who under-
went active screening from 2019 to 2020 were in intervention group. Infection status, MDRO infection and adverse
medical events of two groups of patients were compared. Results A total of 1 834 patients were in control group,
incidence of healthcare-associated infection (HAI) was 7.91% ; 1 636 patients were in intervention group, HAI rate
was 5.26% ; there was significant difference between two groups (P = 0. 002). 58 patients (3. 16%) in control
group and 33 patients (2, 02%) in intervention group had MDRO infection, there was significant difference between
two groups (P =0.035). Case infection rates of carbapenem-resistant Acinetobacter baumannii (CRAB), multi-
drug-resistant/pandrug-resistant Pseudomonas aeruginosa ( MDR/PDR-PA) and extended-spectrum (-lactamases

(ESBLs)-producing bacteria in intervention group were all lower than those in control group (all P<Z0. 05). MDRO
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respiratory tract infection rates in control group and intervention group were 2. 84 % and 1.77% respectively, there
was significant difference between two groups (P =0.038). The average total hospitalization days and ICU hospita-
lization days in intervention group were both lower than those in control group (both P<C0. 05). Incidence of adverse
medical events in patients with MDRO infection in intervention group was lower than that in control group (6. 06 %
vs 25.86%) , difference was statistically significant (P =0.006). There was no significant difference in positive rate
of active screening and that of bacterial culture (P =0.067), the sensitivity and specificity of active screening were
87.13% and 97. 29% respectively. Conclusion

Implementation of active screening can early identify MDRO car-

riers, understand MDRO infection and colonization as early as possible, reduce HAI rate and MDRO infection rate

of ICU patients, and reduce hospitalization days and incidence of adverse medical events.
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Table 1 Infection of patients in intervention group and con-
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Table 2 Comparison of basic data of patients with MDRO infection between two groups of patients
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Table 3 Different types of MDRO infection in two groups of patients (No. of cases[ % ])
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P 0. 856 0. 496 <0. 001 0. 001 0. 005 0.338
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Table 4 MDRO infection at different sites of two groups of

patients (No. of cases[ % )
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Table 5 Comparison of hospitalization days and ICU hospi-

talization days between two groups of patients
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Table 6 Comparison of occurrence of adverse medical events

between two groups of patients (No. of cases[ % ])
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Table 7 Sensitivity and specificity of active screening
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