
2.4 Hygiene Personnel – Infection 
Preventionists 

 Are there binding requirements for the deployment of 
hygiene personnel, e.g. 

– physicians responsible for hygiene management 

– hygiene specialists or nurses 

– hospital hygienists or consultants for hygiene and 
environmental medicine, public health, microbiology 

 What are the tasks of the hygienic personnel? 

– Detailed description given by KRINKO – and obeyed by the 
institutions

 Do cleaning and housekeeping personnel receive 
further education and training in matters of hospital 
hygiene and infection prevention? 

– KRINKO 2004 

Yes, 
KRINKO



2.4 Hygiene Personnel – Infection
Preventionists

2009

2016

Personal and organisatory 
prerequisites to prevent 
nosocomial infection

Guideline on the support of 
hospitals and other 
medical institution by 
hospital hygienists



2.4 Hygiene Personnel –
Infection Preventionists

 Hospital hygienists (full-time equivalent)

– 1/1000 beds risk level A; 1/2000 beds B, 1/5000 beds C

– +0,01/department with special hygiene risks

– + addition for complexity: 0,05/100 beds in hospitals
>400 beds; 0,1/100 beds in hospitals >800 beds

 Authorized hygiene practitioners

– One per department with special hygiene risks

 Infection control nurses

– 1/100 beds risk level A; 1/200 beds B, 1/500 beds C

– 1/50.000 ambulatory patients

 Authorized hygiene care nurses

– At least one/ward
KRINKO 2009, 2016



2.6 Surveillance

 Is surveillance of nosocomial infections or nosocomial 
infectious agents carried out? 

 Is this surveillance binding and/or regulated by law? 

– Yes; hospitals, rehabilitation clinics and institutions monitor 
nosocomial infections, MDRO and Antibiotic consumption (AVS); 

– Special definitions of NI, MDRO and AVS published by the 
Robert Koch-Institute and KRINKO

– Public health departments have the right for inspection of these 
data

 Are nosocomial infections or pathogens, e.g. 
carbapenem-resistant pathogens, recorded? 

 Are the results per hospital and/or per country 
consolidated annually? 



2.6 Surveillance
Infection prevention act

§ 23 (4) Infection prevention act: Hospitals are obliged

- to monitor in special lists

– defined nosocomial infections (NI)

– pathogens with special antibiotic resistance (MDRO)

– Antibiotic consumption (AVS)

- and to assess the data

- to draw conclusions regarding preventive measures

- to inform the personnel on conclusions and measures

- and to implement the measures.

Heads of hospitals, outpatient surgery facilities and rehabilitation facilities must ... Defined nosocomial infections and Pathogens with special resistance and multi-resistance continuously ... Record assess Draw appropriate conclusions regarding necessar



2.6 Surveillance

 In Surgery Units and Intensive Care Units: 

– Surgical site infection (appropriate indicator-operation)

– catheter-associated septicemia

– ventilation-associated pneumonia

– catheter-associated urinary tract infection

 In the hospital (all wards)

– Nosocomial diarrhoea C-difficile (CDAD) 

Device 
associated 
infections



2.6 Surveillance
NRZ: KISS 

 Infection surveillance

– Stationary patients / ambulatory patients

– Ward-based: ICU KISS, Ward-KISS

– Patient-based: Neo-KISS, OP-KISS, Onco-KISS

 Pathogen surveillance

– Ward-based: ICU KISS (MRSA, MRGN, VRE), SARI

– Hospital based: CDAD-KISS, MRSA-KISS

 Consumption surveillance

– Stationary patients / ambulatory patients

– Ward-based /division-based

– Hand-KISS (consumption of hand disinfection), SARI



2.6. Surveillance

Pathogens with special resistance (I)



2.6. Surveillance

Pathogens with special resistance (II)



Infektiologie und 

Hygiene| 

Gesundheitsamt | Seite 

10 | 

Surveillance of antibiotic 
consumption

DDD / 100 patient days or cases



Infektiologie und 

Hygiene| 
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Hospital setting

Ambulatory setting



2.6 Surveillance

 Are nosocomial infections or pathogens, e.g. 
carbapenem-resistant pathogens, recorded?

– Surveillance : Yes, via § 23 (4)

– Mandatory reporting
 MRSA, blood and liquor since 2009 

 CRO, (all materials) since 2011 in Hesse, since 2016 in Germany in total 

 Are the results per hospital and/or per country 
consolidated annually? 

– All data on mandatory reporting is published per country 
(1000.000 inhabitants)



2.6 Surveillance
Mandatory reporting CRO

 What is the epidemiological situation with regard to e.g. 
carbapenem and - carbapenemase-producing pathogens? 

Frankfurt: 3,9/100.000 Pop. Frankfurt: 13,7/100.000 Pop. 

Acinetobacter, CR                          Enterobacterales, CR



2.6 Surveillance

 What are the most common nosocomial infections and 
infectious agents? 

– urinary tract, respiratory tract, surgical site, blood stream 
infection, C. diff.

 Is it mandatory to report it when patients with 
antibiotic-resistant pathogens are transferred to 
another hospital? 

– Yes, and non-obeyance can be punished by a fine

 Are there any recommendations for the preventive 
isolation and screening of patients from abroad?

– Yes, KRINKO-Guideline 2012 



2.10 Outbreak Management

 Are there criteria for the preparation of a 
systematic outbreak management?

 Are there criteria for outbreak detection?

 Are there fixed rules for outbreak 
management?

 Is there an obligation to report outbreaks? 
 Yes; Infection prevention act § 6 (3)

 Are there requirements regarding the typing of 
identified pathogens to compare pathogens from the 
patient and those from the environment ? 
 National reference centres

 Are there requirements regarding disinfection lists in 
the event of an epidemic? - RKI-List

Yes, 
KRINKO 
Guideline, 
2002



2.10 Outbreak
Management

proactive phase
reactive phase

1. Is it an outbreak?
2. Assessment of the situation based on available data
3. Outbreak management team called up; report acc. § 6 (3) IfSG
4. On-site inspection and assessment of the first acute

measurements
5. Measurements to prevent transmission (damage control)
6. Looking for the source of the infections
7. Assessment of all gained data; fixing of special measurements

with regard to the source
8. End of outbreak management; collaterizing measurements
9. Final evaluation, deficit analysis, and fixing of further

preventive strategies
10. Final documentation



2.10 Outbreak Management

Nosocomial outbreaks in Germany, 2018 (Yearbook infectiology, RKI, 2018)

1803 outbreaks
- 92% viral
- 6% bacterial
- 2% parasites

18583 persons
- 15889 viral
- 608 bacterial

114 cases of death
- 59% viral
- 38% bacterial
- 4% parasites or

unknown

Carbapenemresistant organisms
A baumannii: 10 outbreaks, 28 cases (max 8/outbreak)
Klebsiella spp: 21 outbreaks, 84 cases (max 37/outbreak)





Eurosurveillanmce 15. Nov. 2018



E. coli K. pneumoniae A. baumannii
Carbapenemes Carbapenems Carbapenems
3.Gen Ceph; Chinolones, Aminoglycosides              3.Gen Ceph; Chinolones, Aminoglycosides                   Chinolones, Aminoglycosides, Carbapenemes

MRSA



Eurosurveillance, 25 Nov 2018





Eurosurveillance 14. November 2019



3. Causes, Deficit Analysis and 
Need for Optimisation

The most important problem regarding NI in our opinion is the lack of 
implementation of these regulations and guidelines in practice because of
 Lack of education for doctors and nursing staff in hospital hygiene and 

infection prevention 
 Lack of nursing staff
 Lack of experts specialized on hospital hygiene
Hospital cleaning and disinfection
Antibiotic stewardship (hospital and ambulatory setting)
Too many therapies in hospitals instead in ambulatory settings

We have to ensure compliance with standards and principles
 Standards for assessing compliance with guidelines should be established 

(conformity assessment)
 Offences and deliberated infringements should be punished in a more 

powerful way 
The EU (Directives) or other European institutions could help to achieve 
theses targets


