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RESUMO
Introdução: As infeções associadas aos cuidados de saúde constituem uma importante causa de morbi-mortalidade neonatal, levan-
do a um aumento do tempo de internamento e consequentemente dos seus custos. O objetivo deste estudo foi avaliar a taxa de in-
cidência de infeções associadas aos cuidados de saúde e os seus principais fatores de risco em recém-nascidos de muito baixo peso.
Material e Métodos: Estudo retrospetivo dos recém-nascidos de muito baixo peso internados numa maternidade com apoio perinatal 
diferenciado, durante um período de 10 anos (2005-2014). Foi analisada a existência de associação entre vários fatores de risco e a 
ocorrência de infeções associadas aos cuidados de saúde. 
Resultados: Foram internados 461 recém-nascidos de muito baixo peso. Houve 110 episódios de infeções associadas aos cuida-
dos de saúde em 104 recém-nascidos e 53 episódios de sépsis associada a cateterismo venoso central. A densidade de sépsis foi  
7,5/1 000 dias de internamento e a densidade de sépsis associada ao cateterismo venoso central 22,6/1 000 dias de utilização. Os 
recém-nascidos com infeções associadas aos cuidados de saúde apresentaram uma média de peso ao nascimento e idade gesta-
cional inferior (959 ± 228 g vs 1191 ± 249 g) e (27,6 ± 2 vs 29,8 ± 2,2 semanas), p < 0,001. Após ajuste à idade gestacional e peso ao 
nascimento verificámos associação entre infeções associadas aos cuidados de saúde e antibioterapia em D1, duração de cateterismo 
venoso central e da nutrição parentérica. Após regressão logística, mantiveram-se como fatores de risco independentes com sig-
nificância estatística, a idade gestacional e a duração da nutrição parentérica.
Discussão: Os fatores de risco independentes para infeções associadas aos cuidados de saúde foram a idade gestacional e a dura-
ção da nutrição parentérica.
Conclusão: Por cada semana a mais na idade gestacional o risco de infeções associadas aos cuidados de saúde diminuiu em 20% 
e por cada dia de nutrição parentérica o risco aumentou em 22%.
Palavras-chave: Factores de Risco;Infecção Hospitalar; Recém-Nascido de Muito Baixo Peso; Sépsis.
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ABSTRACT
Introduction: Healthcare associated infections in very low birth weight infants are associated with significant morbidity and mortality 
and are also a cause of increased length of stay and hospital costs. The objective of this study was to evaluate the rate of healthcare-
associated sepsis and associated risk factors in very low birth weight infants.
Material and Methods: Retrospective observational study including very low birth weight infants hospitalized in a Neonatal Intensive 
Care Unit during ten years (2005-2014). We evaluated the association between several risk factors and healthcare-associated sepsis.
Results: 461 very low birth weight infants were admitted. There were 110 episodes of HS in 104 very low birth weight infants and 53 
episodes of sepsis associated with central vascular catheter. The density of the sepsis was 7.5/1 000 days of hospitalization and the 
density of central vascular catheter - associated sepsis was 22.6/1 000 days of use. The infants with HS had lower average birth weight 
and gestational age (959 ± 228 g vs 1191 ± 249 g and 27.6 ± 2 vs 29.8 ± 2.2 weeks), p < 0.001. After adjusting for birth weight and 
gestational age we verified an association between healthcare-associated sepsis and antibiotic therapy in D1, the duration of parenteral 
nutrition and central vascular catheter. After logistic regression only the gestational age and duration of parenteral nutrition remained 
as independent significant risk factors for healthcare-associated sepsis. 
Discussion: The independent factors for healthcare-associated sepsis are gestational age and duration of parenteral nutrition.
Conclusion: For each extra week on gestational age the risk declined in 20% and for each day of NP the risk increased 22%.
Keywords: Cross Infection; Infant, Low Birth Weight; Risk Factors; Sepsis.

INTRODUCTION
	 Healthcare-associated infections (HAI) are a serious 
problem in neonatal intensive care units (NICUs), 
associated to increased morbidity and mortality, length of 
stay and related costs.1,2  
	 Rates of HAI in neonatal care, with severe associated 
conditions such as sepsis, described in international studies, 
have varied between 0.1% in full-term and 21-30% in very 
low birth weight (VLBW) infants and inversely proportional 
to birth weight.1,3

	 Technical improvements and improved healthcare in 
NICUs have led to an increased survival in extreme preterm 
babies as well as in extremely low birth weight infants over 
the last few years. This is mostly due to the increased use 
of invasive procedures (central venous catheter [CVC], 
parenteral nutrition [PN], invasive mechanical ventilation 
[IMV]) as well as broad-spectrum antibiotics, associated 
to longer length of stay and multiple carers. These factors 
are associated to immaturity of the immune and digestive 
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system, as well as to immaturity of epidermal barrier 
and promoting colonization and invasion by potentially 
pathogenic microorganisms, leading to HAI - one of the 
most frequent complications in NICUs.4-6

	 Different risk factors for sepsis,7-9 including for CVC-
related bloodstream infection (CRBSI)10,11 and risk factors 
for some types of microorganisms have been described 
in literature.12-15 CRBSI are mostly caused by coagulase 
negative staphylococci (CoNS) or other colonizing 
microorganisms of the skin surrounding catheter entry site 
or catheter connections.
	 Prospective monitoring of sepsis incidence rates is 
considered as a crucial tool in quality control.16

	 Epidemiological monitoring in NICUs was included into 
the National Infection Control Program Programa Nacional 
de Controlo da Infeção (PNCI) from 2001, allowing for a 
better knowledge of the Portuguese reality.
	 Monitoring of individual risk factors in NICUs is crucial 
to more efficient and better targeted infection control 
measures. 
	 Our study aims the assessment of the incidence rate 
of HAI, namely the incidence of sepsis, CRBSI, ventilator-
associated pneumonia (VAP) and the identification of risk 
factors for HAI in VLBW infants. 

MATERIAL AND METHODS
	 This was a retrospective, observational, longitudinal 
and analytical study of VLBW infants attending NICU at a 
maternity hospital with perinatal care capability, over a ten-
year period (1st Jan 2005 to 31 Dec 2014). 
	 Infection criteria defined by the PNCI were used in this 
study.17 
	 Whenever clinical signs and symptoms occurred more 
than 72 hours upon admission to hospital, the presence of 
HAI was considered.
	 Clinical sepsis is defined by the presence of two of the 
following clinical signs and symptoms of systemic infection: 
fever (axillary temperature > 38ºC), thermal instability, 
hypothermia (axillary temperature < 36.5ºC), episodes of 
apnoea (> 20 seconds), episodes of bradycardia (HR < 
80/min), tachycardia (> 200/min), capillary refilling time > 
two seconds, metabolic acidosis (base excess - BE ≤ 12 
mEq/l) with no other reason, unexplained hyperglycaemia 
(> 140 mg/dL), increased oxygen demand, deterioration of 
ventilation parameters, need for re-intubation, hypotonia, 
hyporeactivity, food intolerance and at least one of 
the following: positive C-reactive protein (> 2 mg/dL), 
leukocytosis/leukopenia (> 30,000/mm3 / < 5,000/mm3), 
immature-to-total-neutrophil ratio > 0.2. 
	 Septicaemia is defined as clinical sepsis with positive 
blood culture (aseptic blood sampling by venipuncture). 
	 Whenever peripheral blood and catheter cultures in a 
patient with a CVC or having had a CVC up to 48 hours 
before sign and symptom onset were both positive for the 
same microorganism, with the same antibiogram, CRBSI 
was considered.
	 CVC utilization ratio was defined as the total number of 

central line days per total number of patient-days x 100.
	 ETT (endotracheal tube) utilization ratio was defined as 
the total number of ETT days per total number of patient-
days x 100.
	 Incidence rates of device-related infections (CVC, ETT) 
associated to risk exposure were obtained.
	 Device-related infections were considered whenever 
any invasive device was used up to 48 hours before onset 
of signs and symptoms of infection. One day of device 
utilization was considered whenever the patient used the 
device for at least 12 hours. 
	 VAP rate was defined as the number of VAP episodes in 
ventilated patients per 1,000 ventilator days.          
	 Descriptive analysis of cumulative incidence of sepsis 
(number of patients with sepsis per 100 at-risk neonate 
patients), incidence density rate for sepsis (number of 
patients with sepsis per 1,000 patient-days), frequency 
and percentage of microorganisms identified and global 
mortality (number of deaths in studied neonate patients) 
was carried out. 
	 HAI-NNP group included neonate patients presenting 
with HAI and NHAI-NNP group included the remaining 
patients. Univariate analysis of the presence of sepsis 
and the different variables was carried out: maternal age, 
antenatal corticosteroid therapy, gestational age (GA), birth 
weight (BW), gender, delivery type (caesarean section or 
vaginal delivery), small for gestational age (SGA) – neonate 
infants whose weight falls below the 10th percentile on the 
Fenton Growth Chart,18 initial neonatal risk assessed by 
the Clinical Risk Index for Babies (CRIB) score,19 place 
of birth (‘inborn’ babies when having born at the maternity 
hospital where the study took place and ‘outborn’ when 
born elsewhere), required neonate resuscitation in delivery 
room, antibiotic therapy from Day 1, timing of onset of 
enteral nutrition, length of stay and mortality. The presence 
and duration of any risk factor or use of invasive procedure, 
namely conventional mechanical ventilation (CMV), non-
invasive ventilation (NIV), CVC and parenteral nutrition 
(PN). Ventilation and parenteral nutrition in HAI-NNP were 
considered as risk factors only when these were being used 
at diagnosis and patients in need for these procedures 
within the course of the sepsis were excluded from the 
study. 
	 SPSS version 20 software was used in statistical 
analysis. Bivariate analysis used Mann-Whitney’s test for 
quantitative variables and chi-square/Fisher’s test/linear 
trend chi-square (based upon Cochran rules) were used for 
categorical variables. Odds-ratio (OR) and 95% confidence 
intervals were obtained. The effect of risk factors was 
adjusted for GA and BW (ORa) and a logistic regression 
analysis was carried out for all variables; statistically 
significant differences were considered for a likelihood 
ratio <0.1. Only GA was introduced into the model, due to 
collinearity between GA and BW. Statistical significance 
was considered for p < 0.05.
	 ROC (receiver operating characteristic)-curve was used 
for the definition of the best cut-off points of PN and CVC 
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timing for the presence of HAI.

RESULTS
	 In total, 461 neonate infants with birth weight <1,500 
g were admitted to the NICU during the study period 
(2005-2014), corresponding to 17.3% (461/2,655) of total 
admissions to the NICU.
	 Average GA was 29.3 weeks (sd ± 2.4) and average BW 
was 1,139 g (sd ± 263 g – minimum 440 g and maximum 
1,490 g); male: female ratio was 1.25:1. 
	 From total VLBW infants, 127 (27.5%) SGA, 64 (13.9%) 
outborn and 317 (68.7%) caesarean section births were 
found. 
	 Average CRIB score was 2.48 (sd ± 2.89).
	 From total VLBW infants, 104 (22.5%) presented with 
HAI (HAI-NNP = 104), corresponding to 110 episodes of 
sepsis (one patient presented with three episodes of sepsis 
and four patients presented with two episodes). All patients 
having presented with more than one HAI episode were 
ELBW (extremely low birth weight), ventilated, under PN 
and CVC.
	 Median (10th and 90th percentile) diagnosis-timing was 
9.1 days (5.3 – 25.8 days).
	 In total, 461 neonate infant patients stayed in hospital 
for 14,572 days, with an average length of 31.6 ± 25.7 days. 
Total number of CVC days was 2,345. 
	 In total, 20 patients (4.3%) died over the study period.
	 Clinical and demographic characteristics of our group of 
patients are shown in Table 1. 

	 A 7.5 per 1,000 patient-days (110/14,572) incidence 
density rate for sepsis in VLBW infants was found and 22.6 
episodes per 1,000 days of CVC use (53/2,345) was the 
incidence density rate found for CRBSI. 
	 Incidence of sepsis, incidence density rate for HABSI 
and incidence density rate for CRBSI in our group of 
patients (VLBW and ELBW [<1,000 g]) are shown in Table 
2. When compared to VLBW, ELBW patients showed 
higher rate and higher incidence rate for sepsis. Positive 
blood cultures were obtained within 73 episodes of sepsis 
(66.4%), corresponding to the isolation of 79 microorganism 
species. 
	 CoNS (47/73), followed by Staphylococcus aureus 
(12/73 – 4 positive blood cultures for MRSA - methicillin-
resistant S. aureus), Escherichia coli (7/73) and Candida spp 
(6/73) were the most frequently isolated microorganisms. 
No extended-spectrum beta-lactamase (ESBL)-producing 
Gram negative bacteria were identified. Data regarding 
isolated microorganisms are shown in Table 3. 
	 Univariate analysis of risk factors for the presence of 
HAI is shown in Table 4. Average age when enteral nutrition 
was started was 3.0 ± 1.2 days in HAI-NNP and 2.1 ± 1.2 
days in NHAI-NNP. 
	 Statistically significant risk factors for HAI, upon 
adjustment for GA and BW included antibiotic therapy from 
Day 1 (ORa = 1.828, 95% CI = 1.049 – 3.185; p = 0.033), 
number of PN days (ORa = 1.226, 95% CI = 1.139 – 1.320. 
p < 0.001), delayed enteral feeding onset (ORa = 1.285, 
95% CI = 1.061 – 1.551; p = 0.01) and total number of CVC 

Table 1 - Clinical and demographic characteristics

Maternal age (years), mean/sd 30.2 ± 5.7

Antenatal corticosteroid therapy; n (%)       344 (90%)

GA (weeks), mean/sd 29.3 ± 2.4

BW (g), mean/sd 1,139 ± 263

Male gender; n (%)       260 (56%)

CRIB score, mean/sd 2.48 ± 2.89

SGA; n (%)       127 (27.5%)

Outborn; n (%)       64 (13.9%)

Caesarean section; n (%)       317 (68.7%)

Length of stay, mean/sd
Total patient-days, days

31.6 ± 25.7
14,572

Number of patients with CVC (%)
Total CVC days 

254 (55%)
2,345

CVC utilization ratio 22.6

CMV duration, mean/sd 11.9 ± 19

Number of patients with ETT (%)
Total ETT days

237 (51%)
2,252

ETT utilization ratio	 2.8

Mean PN duration, mean/sd 5.0 ± 4.6

Mortality; n (%)       20 (4.3%)
GA: gestational age; BW: birth weight; CRIB: Clinical Risk Index for Babies score; SGA: small for gestational age; sd: standard deviation; CVC: central vascular catheter; CMV: 
conventional mechanical ventilation; PN: parenteral nutrition; ETT: endotracheal tube.
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days (ORa = 1.047, 95% CI = 1.002-1.094; p = 0.042). 
	 Gestational age (OR = 0.80; 95% CI = 0.681 – 0.938; 
p = 0.006) and PN duration (OR = 1.22; 95% CI = 1.122 
– 1.332. p < 0.0001) were identified as independent risk 
factors for HAI upon logistic regression. 
	 Cut-off point (Youden index) from which patients show 
statistically significant risk for HAI was obtained. This was 
established with PN or CVC duration of 6.5 days or above 
(AUC = 0.82 and AUC = 0.73 respectively, p < 0.0001) (Fig. 
1 and 2). 

DISCUSSION
	 Incidence rate of healthcare-associated bloodstream 
infections (HABSI) found in our study was below what has 
been described in literature as well as in HAI registry within 
the PNCI for NICUs – 7.5/1,000 vs. 9/1,000.17 Even though 
similar average BW and GA lower incidence rates tended to 
be found. 
	 HAI-NNP showed lower BW and GA when compared 
to NHAI-NNP. Due to the fact that these were statistically 
different groups, all risk factors were adjusted for GA and 
BW. In our study and in line with other unicentric and 
multicentric studies, lower BW and GA are associated to 
higher risk for HAI.7,20-28 Risk for HAI is reduced in 20% per 
each additional week of gestational age. A 5.4 OR (95% CI 
= 3.1-9.4, p <0.001) was found in infants with less than 28 

weeks’ GA and 5.2 OR (95% CI: 3.1 – 8.8, p < 0.001) in 
infants less than 1,000 g birth weight. 
	 Some studies have suggested male gender as a risk 
factor,28 in line with what was found in our study, although 
with no statistical significance.
	 Infants with higher CRIB score (CRIB ≥ 5) were 
associated to higher rate of inpatient HAI, in line with other 
studies.26

	 PN has been described as one of the major risk factors 
for HAI,7,10,22,25,26 in line with what was found in our study. 
A 22% risk for HAI was found per each additional PN day. 
This was found in our group of patients and reinforces 
the important role of optimizing clinical good practice and 
hygiene measures regarding preparation, handling and 
administration of therapy. 
	 Early onset enteral feeding is a protective measure 
against HAI, associated to accelerated bowel maturation, 
reducing intestinal permeability and therefore reducing 
bacterial translocation, apart from reducing PN 
duration.5,21,22,29,30 In our study, HAI-NNP had later enteral 
feeding when compared to NHAI-NNP. A 28.5% increase in 
the risk for HAI per each additional day of enteral feeding 
was found.
	 Breastfeeding has been considered beneficial for the 
reduction of the incidence of HABSI.5,21,22,30,31 No statistically 
significant association was found in our study, even with p = 
0.006, which we found as being related to high breastfeeding 
use in both groups.
	 A statistically significant relationship was found 
between CVC use and HAI, in line with different national 
and international studies,14,20,22,25-28 probably related to 
contamination during insertion, excessive handling, 
disruption of the closed system for blood draws and 
medication administration, use of contaminated solutions 
or contamination of the skin surrounding catheter entry 
site.32 Different studies have shown that the risk for sepsis 
drastically increases beyond 15 CVC days.30 In our patients, 
we found that each additional CVC day involved a 4.7% 
higher risk for HAI and this was statistically significant for 
6.5 CVC days and beyond.
	 The use of broad-spectrum antibiotics in infants has also 
been described as a risk factor for HAI33 and may induce 
changes in patient’s flora and/or in environmental flora that 
may lead to the presence of multi-resistant strains.32 The 
use of antibiotics from Day 1 was associated to a higher risk 
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Table 2 - Incidence rate and incidence density rate for HABSI

VLBW ELBW

Sepsis rate 23% 44%

Rate of sepsis with positive blood culture 16% 33%

Incidence density rate for sepsis 7.5 11.2

Incidence density rate for sepsis with positive blood culture 5.8 7.4

Incidence density rate for CRSBI 22.6 23.7

Incidence density rate for CRSBI with positive blood culture 15.6 19.1
CVC: central venous catheter; VLBW: very low birth weight infant; ELBW: extremely low birth weight infant.

Table 3 - Microorganisms isolated from blood cultures and asso-
ciated mortality

Microorganisms n Mortality (n = 20)

  Gram + 63 4 (20%)

    CoNS 47 2

    Staphylococcus aureus 12 1

    Enterococcus spp 4 1

  Gram - 10 4 (20%)

    Escherichia coli 7 3

    Klebsiella spp 1 0

    Pseudomonas spp 1 0

    Enterobacter spp 1 1

  Candida spp 6 2 (10%)

TOTAL 79 10 (50%)
CoNS: Coagulase negative staphylococci
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Table 4 - Risk factors for HAI

HAI-NNP
n = 104

NHAI-NNP
n = 357

OR  
(95% CI)

ORa  
(95% CI)

p

GA (weeks), mean/sd 27.6 ± 2 29.8 ± 2.2 < 0.001

BW (g), mean/sd 959 ± 228 1,191 ± 249 g < 0.001

Male gender, n (%) 36 (34.6%) 110 (30,8%) ns

SGA, no. (%) 20 (19.2%) 107 (30%) 0.5 (0.3 - 0.9) ns 0.031

CRIB score > 4, mean/sd 4.3 ± 3.3 1.9 ± 2,4 ns < 0.001

Outborn, n (%) 23 (22%) 41 (11.5%) 2.1 (1.2 - 3.8) ns 0.006

Need for resuscitation, n (%) 73 (70%) 177 (49.7%) 2.3 (1.4 - 3.8) ns < 0.001

Antibiotic therapy from Day 1, n (%) 78 (75%) 155 (43.9%) 3.8 (2.3 - 6.2) 1.8 (1.1 - 3.6) < 0.001

CMV, n (%) 72 (69%) 133 (37%) 3.7 (2.3 - 6.0) ns < 0.001

CMV days, mean/sd 11.9 ± 19 2.9 ± 9.7 ns < 0.001

NIV, n (%) 93 (89.4%) 201 (56%) 6.5 (3.3 - 12.6) ns < 0.001

NIV days, mean/sd 19.5 ± 18 5.9 ± 11 ns < 0.001

CVC > 6 days, n (%) 68 (80%) 128 (43%) 5.3 (2.9 - 9.5) 2.1 (1.1 - 4.1) < 0.001

CVC days, mean/sd 8.8 ± 6.7 4 ± 5.6 1.1 (1.05 - 1.2) < 0.001

PN > 6days, n (%) 99 (95%) 218 (61.1%) 12.6 (5 - 31) < 0.001

PN days, mean/sd 9.1 ± 4.5 3.8 ± 4.1 1.2 (1.1 - 1.3) < 0.001

Average age at EN onset (days), mean/sd 3.0 ± 1.2 2.1 ± 1.2 1.3 (1.1 - 1.6) < 0.001

TEN days, mean/sd 10.9 6.1 < 0.001

Breastfeeding, n (%) 91 (88%) 328 (93%) ns
HAI-NNP: neonate patients with healthcare-associated infection; NHAI-NNP: neonate patients without any HAI; sd: standard deviation; GA: gestational age; BW: birth weight; SGA: 
small for GA; CRIB: Clinical Risk Index for Babies score; CMV: conventional mechanical ventilation; NIV: non-invasive ventilation; CVC: central venous catheter; PN: parenteral 
nutrition; EN: enteral nutrition; TEN: total enteral nutrition; OR: odds ratio; ORa: adjusted OR for GA and BW; ns: non-significant. 
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Figure 1 - Youden cut-off point between PN duration and the 
presence of HABSI: 6.5 days. Discriminatory ability (area-under-
the ROC curve; AUC = 0.815; 95% CI = 0.77 - 0.861).
PN: parenteral nutrition; ROC: receiver operating characteristic; AUC: area under the 
curve.
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Figure 2 - Youden cut-off point between CVC duration and the 
presence of HABSI: 6.5 days. Discriminatory ability (area-under-
the ROV curve; AUC = 0.734; 95% CI = 0.679 - 0.788).
CVC: central venous catheter; ROC: receiver operating characteristic; AUC: area under 
the curve.
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for sepsis in our study.
	 Apart from intrinsic and extrinsic risk factors there are 
also environmental risk factors that may a have a role in 
HABSI, namely regarding overcrowded patient wards, the 
number of healthcare professionals, poor adherence to 
hand hygiene or to disinfection of insertion site, as well as 
catheter monitoring and handling, which were not assessed 
in our study.33

	 HAI prevention is based on strategies aimed 
to reducing the risk for infection through protecting 
healthcare professionals from occupational transmission 
of microorganisms (hand hygiene and careful aseptic 
CVC insertion and monitoring), careful antibiotic use, 
breastfeeding promotion and early enteral feeding.17

	 Prevention of preterm birth would be one the most 
effective strategies, although extremely difficult to 
be achieved, due to its complexity involving medical, 
educational and social issues.
	 Epidemiological surveillance in NICUs is crucial 
as it allows for improved knowledge regarding specific 
epidemiological reality and as it may help healthcare 
professionals for a targeted practice improving neonate 
clinical safety as well as healthcare quality. 

CONCLUSIONS
	 Incidence density rate for sepsis found in our study was 
below the national registry.
	 Statistically significant risk factors for HAI included PN 
duration and GA. A 20% reduction in the risk for infection 

was found per each additional week in GA and a 22% 
increase was found per each additional PN day. 
	 A statistically significant risk for HAI was found for a 
6.5-day PN or CVC duration and beyond, upon cut-off point 
(Youden index) determination.
	 Good practice improvement in HAI prevention, including 
careful aseptic techniques, early onset of enteral feeding and 
minimizing long-term or inadequate use of broad-spectrum 
antibiotics should be a daily challenge. Continuous training 
of healthcare professionals, aimed to improving adherence 
to hygiene measures is a relevant strategy.

HUMAN AND ANIMAL PROTECTION
	 The authors declare that the followed procedures were 
according to regulations established by the Ethics and 
Clinical Research Committee and according to the Helsinki 
Declaration of the World Medical Association.

DATA CONFIDENTIALITY 
	 The authors declare that they have followed the 
protocols of their work centre on the publication of patient 
data.

CONFLICTS OF INTEREST
	 The authors declare that there were no conflicts of 
interest in writing this manuscript.

FINANCIAL SUPPORT
	 The authors declare that there was no financial support 
in writing this manuscript.

Pereira H, et al. Risk factors for healthcare associated sepsis in very low birth weight infants, Acta Med Port 2016 Apr;29(4):261-267

REFERENCES 
1.	 Romanelli RM, Anchieta LM, Carvalho EA, Silva LF, Nunes R, Mourão 

P et al. Risk factors for laboratory confirmed bloodstream infection 
in neonates undergoing surgical procedures. Braz J Infect Dis. 
2014;18:400-5. 

2.	 Sadowska-Krawczenko I, Jankowska A, Kurylak A. Healthcare-
associated infections in a neonatal intensive care unit. Arch Med Sci. 
2012;8:854–64.

3.	 Pinho L, Pinto J, Braga AC, Gouveia S, Matos L, Pombeiro J et 
al. Infeções associadas aos cuidados de saúde numa Unidade de 
Cuidados Intensivos Neonatais: avaliação da eficácia das estratégias 
de prevenção implementadas. Nascer Crescer. 2013;22:210-5.

4.	 Polin RA, Denson S, Brady MT and the Committee on Fetus and 
Newborn and Committee on Infectious Diseases. Epidemiology and 
diagnosis of health care -associated infectious in the NICU. Pediatrics. 
2012;e1104-8.

5.	 Polin RA, Denson S, Brady MT and the Committee on Fetus and 
Newborn and Committee on Infectious Diseases. Strategies for 
prevention of health care -associated infectious in the NICU. Pediatrics. 
2012;129:e1085-91.

6.	 Kamath S, Mallaya S, Shenoy S. Nosocomial infections in neonatal 
intensive care units: profile, risk factor assessment and antibiogram. 
Indian J Pediatr. 2010;77:37-9. 

7.	 Holmes A, Doré CJ, Saraswatula A, Bamford KB, Richards MS, Coello 
R, et al. Risk factors and recommendations for rate stratification for 
surveillance of neonatal healthcare bloodstream infection. J Hosp Infect. 
2003;68:66-72.

8.	 Nagata E, Brito AS, Matsuo T. Nosocomial infections in neonatal 
intensive care unit patient: inicidence and risk factors. Am J Infect 
Control. 2002;30:26-31.

9.	 Kawagoe JY, Segre CA, Pereira CR, Cardoso MF, Silva CV, Fukushima 
JT. Risk factors for nosocomial infection in critically ill newborns: a 
5-years prospective cohort study. Am J Infect Control. 2001;29:109-14.

10.	 Van der Zwet WC, Kaiser AM, van Elburg RM, Berkhof J, Fetter WP, 
Parlevliet GA, et al. Nosocomial infections in a Dutch neonatal intensive 
care unit: surveillance study with definitions for infection specifically 
adapted for neonates. J Hosp Infect. 2005;61:300-11.

11.	 Hsu JF, Tsai MH, Huang HR, Lien R, Chu SM, Huang CB. Risk factors 
of catheter-related bloodstream infection with percutaneously inserted 
central venous catheters in very low birth weight infants: a center’s 
experience in Taiwan. Pediatr Neonatol. 2010;51:336−42.

12.	 Crivaro V, Bogdanović L, Bagattini M, Lula VD, Catania M, Raimondi 
F et al. Surveillance of healthcare-associated infections in a neonatal 
intensive care unit in Italy during 2006–2010. BMC Infect Dis. 
2015;15:152.

13.	 Graham PL. Staphylococcal and enterococcal infections in the neonatal 
intensive care unit. Semin Perinatol. 2002;26:322-31.

14.	 Graham PL 3rd, Begg MD, Larson E, Della-Latta P, Allen A, Saiman 
L. Risk Factors for late onset gram negative sepsis in low birth weight 
infants hospitalized in the neonatal intensive care unit. Pediatr Infect Dis 
J. 2006;25:113-7.

15.	 Feja KN, Wu F, Roberts K, Loughrey M, Nesin M, Larson E et al. Risk 
factors for candidemia in critically ill infants: a matched case control 
study. J Pediatr. 2005;147:156-61.

16.	 Neto MT, Serelha M. Vigilância prospetiva da infeção relacionada 
com a prestação de cuidados de saúde numa Unidade de Cuidados 
Intensivos Neonatais – uma experiência de seis anos. Acta Pediatr Port. 
2009;40:150-3. 

17.	 Protocolo para a Vigilância Epidemiológica das infeções nosocomiais 
nas Unidades de Cuidados Intensivos Neonatais. Direção Geral da 
Saúde, 2007.

18.	 Fenton TR. A new growth chart for preterm babies: Babson and Benda´s 
chart update with recent data and new format. BMC Pediatr. 2003;3-13.

19.	 International Neonatal Network. The CRIB (clinical risk index for 
babies) score: a tool for assessing initial neonatal risk and comparing 



A
R

TI
G

O
 O

R
IG

IN
A

L

Revista Científica da Ordem dos Médicos          www.actamedicaportuguesa.com                                                                                                                267

Pereira H, et al. Risk factors for healthcare associated sepsis in very low birth weight infants, Acta Med Port 2016 Apr;29(4):261-267

performance of neonatal intensive care units. Lancet. 1993;342:193-8. 
20.	 Stoll BJ, Hansen N, Fanaroff, Wright LL, Carlo WA, Ehrenkranz RA et 

al. Late onset sepsis in VLBW neonates: the experience of the NICHD. 
Pediatrics. 2002;110:285-91.

21.	 Ronnestad A, Abrahamsen TG, Medbo S, Reigstad H, Lossius K, 
Kaaresen PI, et al. Late onset septicemia in Norwegian national cohort 
of extremely premature infants receiving very early full human milk 
feeding. Pediatrics. 2005;115:E269-76.

22.	 Downey LC, Smith PB, Benjamin DK. Risk factors and prevention of 
late onset sepsis in premature infants. Early Hum Dev. 2010;86:S7-12.

23.	 Hornik CP, Fort P, Clark RH, Watt K, Benjamin DK, Smith PB, et al. Early 
and late onset sepsis in very low birth weight infants from a large group 
of Neonatal Intensive Care Unit. Early Hum Dev. 2012;88:S69-74. 

24.	 Curtis C; Shetty N. Recent trends and prevention of infection in the 
neonatal intensive care unit. Curr Opin Infect Dis. 2008;21:350-6.

25.	 Auriti C, Maccallini A, Liso GD, Ciommo VD, Ronchetti MP, Orzalesi M. 
Risk factors for nosocomial infection in the neonatal intensive care unit. 
J Hosp Infect. 2003:53:25-30.

26.	 Couto RC, Pedrosa TM, Tofani CP, Pedrosa TM. Risk factors for 
nosocomial infection in a neonatal intensive care unit. Infect Control 
Hosp Epidemiol. 2006;27:571-5.

27.	 Babazono A, Kitajima H, Nishimaki S, Nakamura T, Shiga A, Hayakawa 

M, et al. Risk factors for nosocomial infection in the neonatal intensive 
care unit by the Japanese Nosocomial Infection Surveillance (JANIS). 
Acta Med Okayama. 2008;62:261-8.

28.	 Vergnano S, Menson E, Kennea N, Embleton N, Bedford R, Watts T, et 
al. Neonatal infection in England: the NeonIN surveillance network. Arch 
Dis Child Fetal Neonatal. 2011;96:F9-14.

29.	 Manzoni P, De Luca D, Stronati M, Jacqz-Aigrain E, Ruffinazzi G, Luparia 
M, et al. Prevention of Nosocomial Infections in Neonatal Intensive Care 
Units. Am J Perinatol. 2013;30:81–8.

30.	 De Silva A, Jones PW, Spencer SA. Does human milk reduce infection 
rates in preterm infants? A systematic review. Arch Dis Child Fetal 
Neonatal Ed. 2004;89:F509-13.

31.	 Bentlin MR, Rugolo L, Ferrari L, on behalf of the Brazilian Neonatal 
Research Network. Practices related to late-onset sepsis in very low 
birth weight preterm infants. J Pediatr. 2015;91:168-74.

32.	 Saiman L. Strategies for prevention of nosocomial sepsis in the neonatal 
intensive care unit. Curr Opin Pediatr. 2006;18:101-6.

33.	 Verstraete E, Boelens J, De Coen K, Claeys G, Vogelaers D, 
Vanhaesebrouck P, et al. Healthcare-associated bloodstream infections 
in a neonatal intensive care unit over a 20-year period (1992-2011): 
trends in incidence, pathogens, and mortality. Infect Control Hosp 
Epidemiol. 2014;35:511-8. 


