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Background: Reusable electroencephalography cup electrodes and lead wires (rEEGs-CELWs) could be
a source of microorganisms capable of causing hospital-acquired infections. The purpose of this study
was to investigate for bacterial species of cleaned rEEGs-CELWs.
Methods: This microbiologic evaluation involved 4 epilepsy monitoring units where rEEGs-CELWs were
swabbed for bacteria using standard techniques. Analyses involved descriptive statistics and logistic re-
gression (across sites).
Results: Of 124 swabs, 31 (25.0%; range, 13.3%-43.3%) showed positive bacterial cultures, without between-
site differences (P = .17). Bacteria were labeled by risk for hospital-acquired infection: no risk, potential
risk (primarily in immunocompromised patients), and at risk (associated with infections and antibiotic
resistance). At-risk bacteria species were Staphylococcus epidermidis (38.7%), Staphylococcus capitis subsp
ureolyticus (3.2%), and Staphylococcus haemolyticus (9.6%). Potential-risk species were Micrococcus spp (22.6%),
Acinetobacter lwoffii (6.5%), Staphylococcus hominis subsp hominis (6.5%), and Staphylococcus warneri (6.5%).
Bacillus (9.6%) was the only no-risk species. Of 18 antibiotics tested on positive cultures, resistant bac-
teria were found in a median of 1 (range, 0-11) positive culture, equating to a 6.7% (range, 0%-61.1%) resistant
antibiotic rate; no microorganisms were resistant to all antibiotics tested.
Conclusions: Bacteria that were potential risk or at risk for infection were found on 22.6% of cleaned rEEGs-
CELWs. Use of single-use electrodes and research on scalp infection and infection reduction interventions
are warranted.

© 2018 Association for Professionals in Infection Control and Epidemiology, Inc. Published by Elsevier
Inc. All rights reserved.

Reusable equipment, such as electroencephalography (EEG) cup
electrodes, may harbor bacteria that can lead to hospital-acquired
infection (HAI) (including antibiotic-resistant HAI) because cleaned,
ready-to-use EEG electrodes may be placed in critically ill or
immunocompromised patients. The EEG procedure, which starts with
abrasion of the skin to allow placement of EEG cup electrodes, may
be a source of HAI. Insufficient cleaning of reusable EEG electrode
surfaces, especially around the cup area that comes into contact with
the abraded scalp skin surface, could expose patients to bacteria and
microscopic epithelial cells or blood. Therefore, EEG electrodes are
categorized as a semi-critical device that requires comprehensive
reprocessing to prevent HAIs.1-3 Other investigators found bacteri-
al growth on inanimate objects used in hospital and health care
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environments, such as electrocardiographic lead wires,4 ultra-
sound probes,5 bath basins,6 and blood pressure cuffs.7 Further,
cleaning of EEG electrodes may not be simple because an EEG elec-
trode set encompasses multiple lead wires and cup electrodes that
may become entangled, and microscopic debris, including blood,
may be hard to remove from EEG electrodes.

Cleaning technique policies are not always standardized, and
health care providers who complete disinfection procedures may
not adhere to recommended policy expectations.8,9 In a consensus
statement on continuous EEG monitoring in critically ill adults and
children, authors created many recommendations specific to train-
ing personnel for monitoring of infection control. Themes included
EEG electrode equipment monitoring, disinfecting equipment, ap-
plying scalp electrodes, monitoring of a patient’s scalp for evidence
of skin breakdown or infection (during monitoring and after elec-
trode removal), removing electrodes from nonintact skin, and high-
level disinfection and steam sterilization.10 However, consensus
statement recommendations did not provide specific semi-critical
(moderate-level) disinfection recommendations after removing EEG
electrodes from noncritical patients.10

Bacterial HAIs are costly for the health care sector and Medicare11

and are burdensome for patients. Heightened quality of care and
patient safety expectations have led to an increased interest in the
role of cleaning surfaces and hands to manage HAI.12 Strict clean-
ing procedures and proper cleaning and disinfecting techniques are
part of a multibarrier strategy to prevent HAIs.13,14

It is important to learn if bacteria, epithelial cells, and blood
remain on cleaned reusable EEG electrodes. The primary purposes
of this study were to examine if cleaned, ready-to-use EEG elec-
trodes harbored bacteria and, if bacteria were present, to identify
the bacterial species, risk for human infection, and prevalence of
antibiotic resistance. Secondary purposes were (1) to examine the
prevalence and load of epithelial cells and blood on cleaned, ready-
to-use EEG electrodes and (2) to determine if the presence of EEG
electrode microbial growth was variable across 4 data collection sites.

METHODS

A prospective, multihospital microbiologic evaluation was ini-
tiated to assess cleaned, reusable EEG electrodes. The institutional
review board of the principal investigator’s site deemed the meth-
odology to be nonhuman research that did not require ethical
oversight and review.

Setting and sample

Four U.S. hospital sites were selected because of their diversity
in location (East, Midwest [North], South, and West), diversity in
size (from 500 to >1,400 beds), and ability to coordinate nursing re-
search with an external site. Other inclusion criteria were leadership
in neuroscience care, presence of an epilepsy monitoring unit, and
use of reusable EEG electrodes as part of usual care assessment and
monitoring in an epilepsy monitoring unit. Further, sites were willing
to participate, able to assign a neurology, epilepsy, or research nurse
to coordinate one-time data collection, able to assist the laborato-
ry and coordinating center research nurse to navigate to the area
where EEG electrodes were stored after cleaning and before use,
and able to provide verbal assurance that on most days there were
a minimum of 3 reusable EEG electrode sets that had been cleaned,
stored, and ready for use and could be included in specimen col-
lection. For all 4 sites, the number of electrode sets and individual
electrodes available varied from bundled electrodes in groups of 10-
24 and individually hung electrodes after cleaning on a wall or in
a cabinet. There were no exclusion criteria.

The minimum number of swab samples to be collected, cul-
tured for bacteria, and analyzed was 120 (30 per hospital). Power
calculations assumed 80% power and used 2-sided tests. In the cal-
culation, a reference proportion of 40% was assumed, which allowed
for a conservative estimate of power because variability is great-
est around 50%. Using a 95% confidence interval (CI) for estimation
and a Bonferroni-corrected significance level of 0.05/6 = 0.008 to
allow for comparisons of the 4 sites, with 30 samples per site, it
would be possible to estimate the percentage of positive cases (across
all sites) with 95% confidence to within ±14% and detect differ-
ences of ≥43% between individual sites. Power calculations were
performed using SAS software (version 9.4; SAS Institute, Cary, NC).

Data collection: Swabbing procedure

The coordinating center arranged sample collection with each
site investigator. To minimize site bias, site investigators were asked
not to communicate the date of specimen collection. A coordinat-
ing center research nurse travelled to and oversaw specimen
collection at all 4 sites. A trained laboratory technician/microbiologist
from the certified clinical laboratory responsible for analyzing speci-
mens traveled to all 4 sites to complete the procedures of specimen
preparation, collection, storage, and shipment of samples. The co-
ordinating center nurse and microbiologist wore a protective face
shield, barrier gown, and gloves during preparation, collection,
storage, and shipping of swabs obtained from reusable EEG
electrodes.

The microbiologist followed the same procedure for collection
of each specimen. The bacterial swab was removed from its pack-
aging, and the tip was moistened with a drop of sterile saline. The
microbiologist swabbed EEG electrodes from multiple wires, en-
suring that the EEG cup and lower third of the electrode lead wire
were targeted. After swabbing was complete, it was inserted into
its transport tube and a biohazard bag. The coordinating center nurse
labeled each specimen and completed laboratory requisitions, which
were placed in the open-ended pouch of the biohazard bag. To assess
presence of epithelial cells and blood, the coordinating center nurse
and microbiologist observed visually for the presence of dried blood,
and a gram stain slide was prepared. The slide was air-dried and
shipped with the culture swab. All samples were shipped using over-
night delivery. Once at the clinical laboratory, culture swabs were
plated to both aerobic and anaerobic media and inoculated into
thioglycollate broth. Gram stain slides were stained and visual-
ized under a microscope before results were categorized and
quantified.

During each specimen collection, the coordinating center nurse
completed a case report form that provided details of the number
of cup electrode sets that were used in specimen collection, the
number of EEG electrodes swabbed from each lead wire set, and
the storage location of electrodes (eg, if they were bundled with
others in a set, if they were hanging as individual electrodes). Ob-
servation of blood or other debris was also recorded. All swab
specimens were collected during a 10-week period (February-
April 2017).

Analysis plan

Bacterial species were categorized based on their risk and vir-
ulence of causing human infection,15-29 as assigned in a previous
publication4: no risk (no pathogenic potential because the bacte-
ria was not previously associated with human disease), potential
risk (low risk of pathogenesis in healthy adults with normal immune
system function but a risk of infection in immunocompromised pa-
tients), and at risk (risk of infection when skin was punctured, or
with presence of catheters, implants, or wounds).
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Categorical variables were summarized using frequencies and
percentages, and continuous variables were summarized using
medians and ranges. To compare clinical sites on rates of positive
cultures and positive results for epithelial cells, mixed effect logis-
tic regression models were fit with site as a fixed effect and storage
area within site as a random effect, to adjust for any potential cor-
relation caused by storing wires in the same location. Odds ratios
and 95% CIs for all comparisons were calculated. Per comparison
significance levels of 0.05/6 = 0.008 were assumed for each com-
parison. Summaries were calculated using SAS Software (version
9.4; SAS Institute, Cary, NC).

RESULTS

Of the 4 sites that provided specimen samples from cleaned, re-
usable EEG electrodes, cleaning procedures were somewhat similar.
All 4 sites used a 2-step cleaning process. First, using a reusable brush
to clean EEG cup electrodes, sites soaked and washed electrodes with
a dishwashing detergent and water (2 sites), mild pH enzyme-
based, presoak-plus-cleaner (1 site), or a germicidal bleach cleaner
(1 site). Then, all sites used a bleach-based product as a wipe, spray,
or liquid to disinfect EEG electrodes.

In total, 124 specimens were obtained, including 30 each from
sites A, B, and C and 34 from site D. The number of EEG electrodes
available for specimen sampling varied by site, from 4 sets at site
D to 7 sets at sites A and B. The number of individual EEG cup elec-
trodes swabbed per specimen, per site ranged from 3 to 12 (median,
5), to all swabbing of all available clean, ready-to-use EEG electrodes.

Overall, 31 of 124 EEG electrodes (25%; 95% CI, 17.4%-32.6%) had
a positive culture. Of the 31 positive cultures, 30 EEG electrodes had
growth of just 1 bacterial species, and 1 EEG electrode had growth
of 2 bacterial species (Table 1). Epithelial cells were found on 60.5%
(95% CI, 51.9%-69.1%) of EEG electrodes, but no EEG electrodes were
positive for white blood cells.

In total, 8 bacterial species were identified. All but one
(Acinetobacter lwoffii) can be considered skin or scalp flora. Three

bacterial species were at risk for causing human infection (Table 1)
and accounted for 16 of the 31 positive cultures (51.6%), equaling
12.9% of all samples (16/124). Four bacteria species were poten-
tial risk for human infection and accounted for 13 of the 31 positive
cultures (41.9%). Only 1 bacterial species identified was consid-
ered no risk for human infection (Bacillus) and was observed in 3
of 31 specimens (9.7%). Overall, 28 of 124 specimens (22.6%; 95%
CI, 15.8%-31.1%) had potential risk or at risk bacterial growth.

For EEG electrodes with positive cultures, antibiotic resistance
was assessed. Between 12 and 18 antibiotics were tested on each
positive culture. The median percentage of antibiotics that was re-
sistant within a positive-culture EEG electrode swabbing was 7.5%
(range, 0%-61.1%). Within positive cultures, 12 (38.7%) involved 4
bacterial isolates with antibiotic resistance in ≥38% of samples: Ba-
cillus spp (1 of 3 positive cultures had a 47% antibiotic resistance
rate), Staphylococcus epidermidis (5 of 10 positive cultures had a
38.8%-61.1% antibiotic resistance rate), Micrococcus spp (5 of 7 pos-
itive cultures had a 38.8% antibiotic resistance rate), and
Staphylococcus haemolyticus (1 of 3 positive cultures had a 50% an-
tibiotic resistance rate). Within positive cultures, bacterial isolates
of the following microorganisms had an antibiotic resistance rate
of ≤13%: Acinetobacter lwoffii, Staphylococcus capitis subsp ureolyticus,
Staphylococcus hominis subsp hominis, and Staphylococcus warneri.
None of the electrodes with a positive culture were resistant to all
antibiotics (Table 2).

By site, the percentage of positive cultures varied from 13.3%-
43.3%. However, there were no statistically significant differences
in the rate of positive cultures between any 2 sites assessed after
applying Bonferroni correction or by all sites (Table 3). Epithelial
cell presence varied by hospital site (P = .002) and when compar-
ing sites (site A had fewer epithelial cells on clean, reusable EEG

Table 1
Positive cultures, epithelial cells, and white blood cells (N = 124)

Factor n n (%)

Positive culture 124 31 (25.0)
Isolate of first microorganism

identified
Risk for infection* 31

Acinetobacter lwoffii Potential risk 2 (6.5)
Bacillus spp No risk 3 (9.7)
Micrococcus spp Potential risk 6 (19.4)
Staphylococcus capitis subsp

ureolyticus
At risk 1 (3.2)

Staphylococcus epidermidis At risk 12 (38.7)
Staphylococcus haemolyticus At risk 3 (9.7)
Staphylococcus hominis subsp

hominis
Potential risk 2 (6.5)

Staphylococcus warneri Potential risk 2 (6.5)
Isolate of second microorganism

identified
Risk for infection 1

Micrococcus spp Potential risk 1 (100.0)
Epithelial cells 124

None seen 49 (39.5)
0-2 per LPF 41 (33.1)
3-5 per LPF 34 (27.4)

White blood cells 124
None seen 124 (100.0)

LPF, low-power field magnification.
*No risk (no pathogenic potential; bacteria was not previously associated with human
disease), potential risk (low risk of pathogenesis in healthy adults with normal immune
system function but a risk of infection in immunocompromised patients), and at risk
(risk of infection when skin is punctured, or with presence of catheters, implants,
or wounds).

Table 2
Antibiotic resistance in positive cultures

Factor n Value

Antibiotics tested, n (%) 32
12 2 (6.3)
15 4 (12.5)
16 4 (12.5)
17 7 (21.9)
18 15 (46.9)

No. of resistant antibiotics, median
(minimum-maximum)

32 1.00 (0.00-11.0)

Percent of resistant antibiotics, median
(minimum-maximum)

32 7.5 (0.00-61.1)

All tested antibiotics resistant, yes, n (%) 32 0 (0.0)

Table 3
Site comparisons of positive culture and epithelial cell prevalence in electroen-
cephalography electrodes

Outcome
Site

comparison*
Odds ratio

(95% CI) P value
Overall
P value

Positive
culture

A vs B 2.01 (0.43-9.33) .36 .17
A vs C 0.39 (0.09-1.60) .17
A vs D 1.19 (0.26-5.47) .81
B vs C 0.19 (0.04-0.89) .037
B vs D 0.59 (0.12-3.02) .51
C vs D 3.08 (0.64-14.70) .14

Epithelial
cells

A vs B 0.06 (0.01-0.25) <.001 .002
A vs C 0.08 (0.02-0.35) .001
A vs D 0.06 (0.01-0.26) <.001
B vs C 1.38 (0.35-5.42) .63
B vs D 1.01 (0.24-4.16) .99
C vs D 0.73 (0.17-3.10) .64

CI, confidence interval.
*Positive culture rates of 4 hospital sites: A (23.3%), B (13.3%), C (43.3%), and D (20.6%).
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electrodes [16.7%] than sites B [76.7%], C [70.0%], and D [76.5%])
(Table 3).

DISCUSSION

Bacteria were found on 25% of clean, reusable EEG electrodes in
4 epilepsy monitoring units. Of 8 bacterial species, 7 (88%) were po-
tential risk or at risk for causing human infection. No white blood
cells were found on clean, reusable EEG cup electrodes, but epi-
thelial cell prevalence varied significantly, with lower rates at site
A compared with the other 3 sites.

Presence of bacteria and epithelial cells but no white blood cells
provided evidence that cleaning procedures at the 4 sites were suf-
ficient to remove evidence of blood, but inadequate in ensuring
optimally clean electrodes. Because, to our knowledge, this is the
first examination of the presence of epithelial and blood cells on
clean EEG electrodes, replication of this research at different sites
would provide definitive evidence that cleaning procedures could
lead to varying epithelial cell prevalence.

The prevalence of bacterial growth on clean, reusable EEG elec-
trodes was not surprising because other investigators have found
bacterial growth on inanimate objects used in hospital and health
care environments.4-7 However, EEG electrodes are semi-critical
devices that are placed on abraded skin and should not harbor bac-
teria that can lead to infection and, worse, be antibiotic resistant.

There is evidence that cleaning procedures can be performed ad-
equately. In the study of ultrasound probes, all bacteria were normal
flora.5 In a cardiac catheterization laboratory, where head cover-
ings and face masks were not required, cultures from the tips of
catheters and sterile saline flush bowls did not produce clinically
significant bacterial growth.30 Because potential risk and at risk bac-
teria were present on reusable EEG cup electrodes after cleaning,
hospitals should consider reevaluating cleaning schedules, prac-
tices, and policies12 and also whether assessment and monitoring
for scalp infection are warranted. Alternately, single-use EEG elec-
trodes could be considered to eliminate the potential risk of patient-
to-patient cross-contamination.

It is unknown if bacterial growth leads to scalp infections during
or after EEG procedures are completed. Patients may be dis-
charged to home from the epilepsy unit and think that new onset
pain, redness, or warmth on a section of their scalp was merely
because of the EEG procedure, when in fact it could be because of
an infection. In the current research, scalp infection was not as-
sessed and EEG cleaning practices were not observed. Future research
may enhance understanding of gaps and disparities in cleaning that
could affect the prevalence of bacterial growth and presence of clin-
ically significant scalp infection, even if isolated to a small area.

There were some limitations of this study. Although there were
many specimens obtained, there were only 4 sites involved, which
may limit generalizability of findings, especially to hospital sites with
<500 beds, hospitals that use EEG electrodes in settings other than
an epilepsy unit, and those that routinely have few or many clean,
ready-to-use EEG electrodes available when needed. Because the
number of available EEG electrode sets and individual electrodes
varied by site, sites with fewer electrodes available had more swabs
obtained from different locations on the same electrode. It is pos-
sible that the presence of bacteria could have been transferred from
one electrode to others via handling, therefore increasing the rate
of positive cultures. Further, technical personnel from our sites were
sensitized to the arrival of the data collection team and may have
altered their cleaning methods or the diligence in which they carried
out the cleaning procedure. It is possible that the underlying bac-
terial contamination rate may actually be higher than the reported
findings from this study.

CONCLUSIONS

In this study, 7 of 8 bacterial species found on clean, ready-to-
use EEG cup electrodes were considered to be normal flora. Of
bacterial species identified, 22.6% were categorized as posing po-
tential risk or higher risk of infection that could lead to an HAI.
Additionally, epithelial cells were present, and prevalence varied by
site. Presence of bacteria and epithelial cells could be influenced
by cleaning practices. Infection prevention strategies are needed in
relation to EEG electrode equipment used in EEG procedures, and
cleaning policies and procedures should be assessed and moni-
tored routinely.

References

1. U.S. Food and Drug Administration. Reprocessing medical devices in healthcare
settings: validation methods and labelling. Guidance for industry and food and
drug administration staff. 2015. Available from: http://www.fda.gov/downloads/
medicaldevices/deviceregulationandguidance/guidancedocuments/
ucm253010.pdf. Accessed December 22, 2017.

2. Association of Neurophysiological Technologists of Australia, Inc. Neurophysiology
infection control guidelines. 2014. Available from: http://anta.asn.au/wp
-content/uploads/2014/03/ANTA-Inc-Infection-Control-Guideline-2014.pdf.
Accessed December 22, 2017.

3. Ferree TC, Luu P, Russell GS, Tucker DM. Scalp electrode impedance, infection
risk, and EEG data quality. Clin Neurophysiol 2001;11:536-44.

4. Albert NM, Hancock K, Murray T, Karafa M, Runner JC, Fowler SB, et al. Cleaned,
ready-to-use, reusable electrocardiographic lead wires as source of pathogenic
microorganisms. Am J Crit Care 2010;19:e73-80.

5. Lawrence MW, Blanks J, Ayala R, Talk D, Macian D, Glasser J, et al. Hospital-wide
survey of bacterial contamination of point-of-care ultrasound probes and
coupling gel. J Ultrasound Med 2014;33:457-62.

6. Johnson D, Lineweaver L, Maze LM. Patients’ bath basins as potential sources
of infection: a multicenter sampling study. Am J Crit Care 2009;18:31-8, 41;
discussion 39-40.

7. Grewal H, Varshney K, Thomas LC, Kok J, Shetty A. Blood pressure cuffs as a vector
for transmission of multi-resistant organisms: colonisation rates and effects of
disinfection. Emerg Med Australas 2013;25:222-6.

8. Carling PC, Parry MM, Rupp ME, Po JL, Dick B, Von Beheren S, et al. Improving
cleaning of the environment surrounding patients in 36 acute care hospitals.
Infect Control Hosp Epidemiol 2008;29:1035-41.

9. Knelson LP, Ramadanovic GK, Chen LF, Moehring RW, Lewis SS, Rutala WA, et al.
Self-monitoring by environmental services may not accurately measure
thoroughness of hospital room cleaning. Infect Control Hosp Epidemiol
2017;38:1371-3.

10. Herman ST, Abend NS, Bleck TP, Chapman KE, Drislane FW, Emerson RG, et al.
Consensus statement on continuous EEG in critically ill adults and children, part
II: personnel, technical specifications, and clinical practice. J Clin Neurophysiol
2015;32:96-108.

11. Kandilov AM, Coomer NM, Dalton K. The impact of hospital-acquired conditions
on Medicare program payments. Medicare Medicaid Res Rev 2014;4.

12. Dancer SJ. Controlling hospital-acquired infection: focus on the role of the
environment and new technologies for decontamination. Clin Microbiol Rev
2014;27:665-90.

13. Rutula WA, Weber DJ, Healthcare Infection Control Practices Advisory Committee.
Guideline for disinfection and sterilization in healthcare facilities, 2008. 2008.
Available from: http://www.cdc.gov/hicpac/pdf/guidelines/Disinfection_Nov
_2008.pdf. Accessed October 29, 2016.

14. Rutala WA, Weber DJ. Monitoring and improving the effectiveness of surface
cleaning and disinfection. Am J Infect Control 2016;44(Suppl):e69-76.

15. Kaur A, Gupta V, Chhina D. Prevalence of metalo-β-lactamase-producing
(MBL) Acinetobacter species in a tertiary care hospital. Iran J Microbiol
2014;6:22-5.

16. Regalado NG, Martin G, Antony SJ. Acinetobacter lwoffii: bacteremia associated
with acute gastroenteritis. Travel Med Infect Dis 2009;7:316-7.

17. Kao CC, Chiang CK, Huang JW. Micrococcus species-related peritonitis in patients
receiving peritoneal dialysis. Int Urol Nephrol 2014;46:261-4.

18. Miltiadous G, Elisaf M. Native valve endocarditis due to Micrococcus luteus: a
case report and review of the literature. J Med Case Rep 2011;5:251.

19. Valdez JM, Scheinberg P, Young NS, Walsh TJ. Infections in patients with aplastic
anemia. Semin Hematol 2009;46:269-76.

20. Sader HS, Farrell DJ, Flamm RK, Streit JM, Mendes RE, Jones RN. Antimicrobial
activity of ceftaroline and comparator agents when tested against numerous
species of coagulase-negative Staphylococcus causing infection in US hospitals.
Diagn Microbiol Infect Dis 2016;85:80-4.

21. Butin M, Martins-Simões P, Pichon B, Leyssene D, Bordes-Couecou S, Meugnier
H, et al. Emergence and dissemination of a linezolid-resistant Staphylococcus
capitis clone in Europe. J Antimicrob Chemother 2017;72:1014-20.

22. Ehlers MM, Strasheim W, Lowe M, Ueckermann V, Kock MM. Molecular
epidemiology of Staphylococcus epidermidis implicated in catheter-related

ARTICLE IN PRESS

4 N.M. Albert et al. / American Journal of Infection Control ■■ (2018) ■■-■■

http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0010
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0010
http://www.fda.gov/downloads/medicaldevices/deviceregulationandguidance/guidancedocuments/ucm253010.pdf
http://www.fda.gov/downloads/medicaldevices/deviceregulationandguidance/guidancedocuments/ucm253010.pdf
http://www.fda.gov/downloads/medicaldevices/deviceregulationandguidance/guidancedocuments/ucm253010.pdf
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0015
http://anta.asn.au/wp-content/uploads/2014/03/ANTA-Inc-Infection-Control-Guideline-2014.pdf
http://anta.asn.au/wp-content/uploads/2014/03/ANTA-Inc-Infection-Control-Guideline-2014.pdf
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0020
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0020
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0025
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0025
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0025
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0030
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0030
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0030
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0035
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0035
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0035
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0040
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0040
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0040
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0045
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0045
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0045
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0050
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0050
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0050
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0050
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0055
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0055
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0055
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0055
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0060
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0060
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0065
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0065
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0065
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0070
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0070
http://www.cdc.gov/hicpac/pdf/guidelines/Disinfection_Nov_2008.pdf
http://www.cdc.gov/hicpac/pdf/guidelines/Disinfection_Nov_2008.pdf
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0075
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0075
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0080
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0080
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0080
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0085
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0085
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0090
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0090
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0095
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0095
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0100
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0100
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0105
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0105
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0105
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0105
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0110
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0110
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0110
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0115
http://refhub.elsevier.com/S0196-6553(18)30673-4/sr0115


bloodstream infections at an academic hospital in Pretoria, South Africa. Front
Microbiol 2018;9:417.

23. Bianco A, Capano MS, Mascaro V, Pileggi C, Pavia M. Prospective surveillance
of healthcare-associated infections and patterns of antimicrobial resistance of
pathogens in an Italian intensive care unit. Antimicrob Resist Infect Control
2018;7:48.

24. Teeraputon S, Santanirand P, Wongchai T, Songjang W, Lapsomthob N, Jaikrasun
D, et al. Prevalence of methicillin resistance and macrolide-lincosamide-
streptogramin B resistance in Staphylococcus haemolyticus among clinical strains
at a tertiary-care hospital in Thailand. New Microbes New Infect 2017;19:28-
33.

25. Mashaly GE, El-Mahdy RH. Vancomycin heteroresistance in coagulase negative
Staphylococcus blood stream infections from patients of intensive care units in
Mansoura University Hospitals, Egypt. Ann Clin Microbiol Antimicrob 2017;16:63.

26. Netsvyetayeva I, Marusza W, Olszanski R, Szyller K, Krolak-Ulinska A,
Swoboda-Kopec E, et al. Skin bacterial flora as a potential risk factor predisposing

to late bacterial infection after cross-linked hyaluronic acid gel augmentation.
Infect Drug Resist 2018;11:213-22.

27. Singh S, Dhawan B, Kapil A, Kabra SK, Suri A, Sreenivas V, et al. Coagulase-negative
staphylococci causing blood stream infection at an Indian tertiary care hospital:
prevalence, antimicrobial resistance and molecular characterisation. Indian J Med
Microbiol 2016;34:500-5.
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