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Abstract
Hospital indoor air can be a source for transmitting nosocomial infections in resource limited settings. This
study was undertaken over two months period (February – March 2010) in Chennai, India, to 1) characterise
bacteria isolated from indoor air of healthcare facility; and 2) establish whether environmental and clinical
isolates are similar by molecular typing methods. Daily visits were made to microbiology laboratory to
determine clustering of cases of nosocomial infections. Patients with illnesses related to respiratory tract and
skin and soft tissues were included. Clinical strains (from laboratory) with similar antibiogram patterns were
systematically stocked. Indoor air samples were collected from such locations by exposed plate method for
30 minutes. Growth was identified by standard microbiological procedures. Phenotypically similar strains
were further subjected to genotyping by polymerase chain reaction and pulsed field gel electrophoresis (PFGE)
to confirm similarity. Coagulase-negative staphylococci (CNS) were only isolated from both environmental
and clinical samples during the study period. Totally, 15 clinical and six environmental strains of CNS were
isolated over two months. One airborne and one clinical strain, isolated subsequently from a patient in the
same location, had similar phenotypic (biochemical and antibiogram) characteristics. Isolates were identified
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as Staphylococcus haemolyticus using API STAPH system (bioMérieux), and confirmed to be meticillin resistant
CNS using appropriate primers. When subjected to typing by PFGE, they were found to be similar (F=0.51).
This is the first study documenting the similarity of CNS of environmental and clinical origin, thus establishing
the possibility of air as a source for transmitting nosocomial infections.
Keywords: Nosocomial infections; Staphylococcus haemolyticus; Air microbiology.
Introduction
Air can be a source for transmitting nosocomial
infections.1 Airborne nosocomial infections are
transmitted directly or indirectly through air and may
cause respiratory (primarily pneumonia) and surgicalsite infections.2 Earlier studies have shown increasing
evidences of airborne transmission in nosocomial
outbreaks of meticillin resistant Staphylococcus aureus
(MRSA),3,4 Acinetobacter spp.4,5 and Pseudomonas
spp.6
Studies carried out in healthcare facilities in
different parts of India have documented the
presence of high bacterial loads in operating rooms,
including Staphylococcus aureus, coagulase-negative
Staphylococcus spp., Acinetobacter spp. and
Klebsiella spp.7,8,9 There are concerns among clinicians
if the presence of such nosocomially significant
microorganisms in indoor air of healthcare facilities
can pose a threat in resource limited settings, especially
in the context of a developing country.
This study was undertaken at a tertiary healthcare
facility in Chennai, India, to 1) characterise bacteria
isolated from indoor air of healthcare facility; and 2)
establish whether environmental and clinical isolates
are similar by molecular typing methods.
Methods
Sample collection
The study was conducted over a period of two months
(February – March 2010) in a tertiary healthcare
facility situated in West Chennai, India. Daily visits
were made to the clinical microbiology laboratory
to determine any clustering of cases of nosocomial
infections among clinical samples received from
patients with illnesses related to respiratory tract and
skin and soft tissues. Cases (after 48 h of admission)
from ward/ intensive care unit (ICU) were screened
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for growth of same species with similar antibiogram
patterns. Such clinical strains from the laboratory were
systematically stocked; air samples were collected in
parallel from locations where cases with similar growth
were admitted. Indoor air samples (in duplicates) were
collected using exposed plate method,10 by exposing
the plates for 30 minutes.11 Media used for sampling
included blood agar and MacConkey agar. Plates were
incubated aerobically at 37°C for 24-48 hours. Growth
was identified by Gram staining, colony morphology
and appropriate biochemical tests.12
Phenotypic identification
Blood agar plates were observed for haemolysis. The
haemolytic colonies were taken and Gram staining
was done. Gram-positive cocci (GPC) were further
subjected to catalase and coagulase tests. If they were
GPC in clusters and catalase positive but coagulasenegative, they were identified as coagulase-negative
Staphylococcus spp. (CNS). They were further
speciated using the API STAPH system (bioMérieux).
All isolates of Gram-negative bacilli (GNB) were
presumptively identified by conventional methods
including haemolysis on sheep blood agar and growth
on MacConkey agar for lactose fermentation. Lactose
fermenting and non lactose fermenting organisms
were characterised to the genus level, based on the
basic biochemical methods like catalase, oxidase,
motility, indole, triple sugar iron test, urease, citrate
and H2S production.12 Appropriate standard ATCC
control strains were included for biochemical tests.
Antimicrobial susceptibility testing
Susceptibilities of the isolates were determined by
disk diffusion method. The following antimicrobial
agents (Hi-Media Company Limited, India) were
tested: ampicillin (A) (10 µg), gentamycin (G) (10µg),
linezolid (Lz) (30 µg), vancomycin (Va) (30 µg),
bacitracin (B), cloxacillin (Cx) (1 µg), cephalexin (Cp)
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(30 µg), cefotaxime (Ce) (30 µg) and ciprofloxacin
(Cf) (5 µg). Staphylococcus aureus ATCC 25923,
Escherichia coli ATCC 25922 and Pseudomonas
aeruginosa ATCC 27853 were used as controls. Results
were expressed as susceptible or resistant according to
criteria recommended by the Clinical and Laboratory
Standards Institute (2009).13
Genotypic characterisation
Phenotypically (biochemical and antibiogram pattern)
similar strains were further subjected to genotyping
by polymerase chain reaction and pulsed field gel
electrophoresis (PFGE) to confirm the similarity.
Polymerase chain reaction (PCR)
Bacterial DNA was extracted from pure cultures
of Staphylococcus isolates recovered from clinical
specimen and indoor air, as per the protocol deduced

by Goldenberger et al. with modifications.14 Fresh
overnight bacterial cultures on nutrient agar were
suspended overnight in 500µl of normal saline and
centrifuged at 14,500 rpm for 10 minutes. Bacterial
pellets were re-suspended in 0.2ml of Triton X-100 buffer
and incubated for 30 minutes at 95°C with agitation.
The tubes were then cooled to 4°C and centrifuged for
10 minutes at 14,500 rpm and 5µl of the supernatant
was used directly for amplification. Amplification was
carried out in a PTC-200 thermal cycler (MJ Research
Inc., Watertown, Mass.). Amplification was done using
commercially available kit (Red dye master mix kit),
custom synthesized primers and reagents procured
from Bangalore Genei Pvt. Ltd (Bangalore, India).
Primers were used at 20 pmol concentrations; 0.2µl
of the primer was used for CNS amplification. Details
of the primers and the cycling conditions used in
the study that were chosen based on the published

Table I. Primers used and cycling conditions

Staphy-lococcus spp.

Organism

Primer
used

Primer sequence

TStaG422
TStaG765

thermal cycling (3
5 -GGC CGT GTT
min at 96°C and
GAA CGT GGT CAA
then 40 cycles of
ATC A -3
tuf gene 1 s at 95°C for the
5 -TIA CCA TTT CAG
denaturation step
TAC CTT CTG GTA
and 30 s at 55°C
A -3
for the annealingextension step)

370

16Sup

5- GTG CCA GCA
GCC GCG GTA A -3 16S
5- AGA CCC GGG
rDNA
AAC GTA TTC AC -3

886

mecup

5- GGG ATC ATA
GCG TCA TTA TTC -3
5- AAC GAT TGT
mecA
GAC ACG ATA GCC
-3

nucPCR

5-TCA GCA AAT
GCA TCA CAA ACA
G -3
5-CGT AAA TGC
ACT TGC TTC AGG
-3
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Target
site

Nuc

Cycling conditions

denaturation for
5 min at 94°C,
followed by 30
cycles of 30 s at
94°C, 30 s at 55°C
and 30 s at 72°C,
and final elongation
for 2 min at 72°C

Amplicon
Reference
size (bp)

527

Martineau
et al.15

Poulsen
et al.16

255
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literature15,16 are summarised in Table I. A strain of
meticillin resistant Staphylococcus haemolyticus that
was confirmed biochemically and tested repeatedly
positive at the time of standardisation of multiplex PCR
was used as positive control for mecA and 16S rDNA
genes. Staphylococcus aureus ATCC 25923 was used
as positive control for tuf gene in conventional PCR
and for nuc gene in multiplex PCR, while water was
included as negative control.
Pulsed Field Gel Electrophoresis (PFGE)
PFGE was the method of choice to determine the
association between the clinical and environmental
strains as it is a very reproducible, and highly
discriminatory sub-typing method capable of
identifying the transmission source of bacterial
pathogens. Genomic DNA was extracted from the
study isolates of CNS and digested with SmaI, and was
then subjected to PFGE as previously described by
McDougal et al. with modifications.17 Staphylococcus
aureus ATCC 25923 was used as control. Gel was
stained with ethidium bromide and captured. Patterns
(pulsotypes) were compared visually and considered
indistinguishable if all bands were shared.
16S rDNA gene amplification and sequencing
DNA sequencing was carried out with an Applied
Biosystems ABI model 3700 sequencer and the
protocols of the manufacturer (PE Applied Biosystems,
Foster City, California) by Sanger method, using the
BigDye Terminator cycle sequencing ready reaction
kit.
Results
Retrospective analysis of the laboratory reports of the
in-patients revealed the occurrence of staphylococcal
wound infections in an orthopaedic ward of the
healthcare facility. Based on this, a systematic walkthrough was conducted in the ward to determine local
environmental conditions. Air samples were collected
by exposed plate method. Samples were processed and
microorganisms were characterised as per standard
procedures. CNS were found to be the predominant
isolate. Daily visits were made to the laboratory and
samples from in-patients of the ward were screened for
occurrence of any nosocomial staphylococcal wound
infections. Strains recovered from air and clinical
samples were stocked.
Int J Infect Control 2015, v11:i4 doi: 10.3396/IJIC.v11i4.025.15
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Indoor air from different hospital locations was found
to harbour CNS and Pseudomonas spp. as predominant
bacterial isolates. Of these, only CNS were isolated
simultaneously from both environmental and clinical
samples during the study period.
A total of 15 clinical and six environmental strains
of CNS were isolated over a period of two months.
Both the environmental and clinical strains of CNS
obtained during the same time period were subjected
to phenotypic and genotypic characterisation to
determine the similarity. Of these, one clinical and
one environmental strain of CNS collected in a week’s
time-period were found to have similar phenotypic
characteristics with identical antibiotic susceptibility
pattern, being resistant to meticillin and sensitive to
vancomycin and linezolid (Table II). The isolates were
identified to be Staphylococcus haemolyticus using
the API STAPH system (bioMérieux), and confirmed to
be meticillin resistant CNS using appropriate primers
(Table II; Figure 1). The environmental strain was first
isolated from the indoor air of the orthopaedic ward
and the clinical strain was isolated with an interval
of eight days from the patient admitted subsequently
in the same ward. Laboratory reports revealed the
recovery of CNS from a tissue sample. The sample
was taken from a patient admitted to the orthopaedic
ward. From the medical records, it was found that
the patient had diabetes mellitus, and was admitted
with an open wound in the lower extremity. Initial
culture of the swab sample from the open wound did
not show any significant growth. The wound became
infected following hospitalisation. The tissue sample
was sent for culture to the laboratory following wound
debridement procedure.
Macrorestriction with SmaI separated the chromosomal
DNA into 10 to 16 well-resolved fragments ranging
in size from 100 to 390 kb. The two study isolates
produced between 14 and 12 bands, yielding a
diverse array of DNA profiles. A total of two distinct
PFGE patterns EL2 and CL2, differing by ≤ 3 bands
was observed. The PFGE pattern of EL2 and CL2
were found to be closely related based on Tenover’s
criteria18 (Figure 2). The study isolates were submitted
to GenBank and have been allotted the GenBank
accession numbers JF306643-JF306644.
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Table II. Antibiotic susceptibility pattern and genotypic characteristics of environmental and clinical strains
of coagulase-negative staphylococci
STRAIN ID
ORIGIN OF SAMPLE
TYPE OF SAMPLE
DATE OF ISOLATION

Ampicillin
Erythromycin
Gentamicin
Ciprofloxacin
Cephalexin
Cephotaxime
Cloxacillin
Oxacillin
Vancomycin
Linezolid
Tetracycline
Rifampicin
TStaG (370 bp)
16Sup (886 bp)
Mecup (527 bp)

EL2-SRMC/10
Environmental
Air
01.03.2010
Staphylococcus
haemolyticus
R
R
R
R
R
R
R
R
S
S
S
S
+
+
+

CL2-SRMC/10
Clinical
Tissue
09.03.2010
Staphylococcus
haemolyticus
R
R
R
R
R
R
R
R
S
S
S
S
+
+
+

nucPCR (255 bp)

-

-

SPECIATION OF THE ORGANISM (API STAPH)

ANTIBIOTIC SUSCEPTIBILITY

GENOTYPIC CHARACTERISATION
(BY POLYMERASE CHAIN REACTION)

16Sup
(886 bp)
Mecup
(527 bp)
nucPCR
(255 bp)
TStaG
(370 bp)

Figure 1. Gel electrophoresis of PCR products amplified from environmental and clinical strains
of Staphylococcus haemolyticus
Int J Infect Control 2015, v11:i4 doi: 10.3396/IJIC.v11i4.025.15
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Chylak et al. carried out a study, where meticillin
resistant strains of S. haemolyticus isolated from
patients and from the hospital ward environment were
typed.22 The study findings suggested that a nurse may
have been the source of infection because the same
genotype of S. haemolyticus was isolated from her
nasal anterior as from the majority of patients.
Airborne nosocomial staphylococcal infections have
been documented. Shiomori et al.23 quantitatively
investigated the existence of airborne meticillinresistant Staphylococcus aureus (MRSA) in a hospital
environment, and found the isolates from the air and
inanimate environments to be identical to the MRSA
strains that caused infections or colonisation in inpatients. The study thus indicated that MRSA gets recirculated among the patients, the air and the inanimate
environments, especially when there is movement in
the rooms. However, so far, no studies have reported
the possibility of airborne CNS in causing nosocomial
infections.

Figure 2. PFGE of SmaI digest of chromosomal DNA
Discussion
Nosocomial infections by CNS are on the rise. About
30% of the nosocomial blood-stream infections are
caused by CNS, of which bacteraemia related to
indwelling devices are predominant. Other infections
by CNS include central nervous system shunt infections,
endophthalmitis, surgical site infections, peritonitis
in patients with continuous ambulatory peritoneal
dialysis and foreign body infections. Approximately 55
– 75% of the nosocomial CNS are meticillin resistant.
In addition, they also cause endocarditis and urinary
tract infections in immunocompetent hosts.19
A study conducted to investigate the prevalence of
MRSA and MRCoNS found the rate of multidrug
resistance to be 69% for MRSA and 72.5% for MRCoNS
strains.20 Another study recorded an increasing
trend of MRCoNS in neonatal septicaemia, with the
prevalence of MRCoNS during 2008, 2009 and 2010
being 41.57%, 47% and 57.36% respectively.21
Int J Infect Control 2015, v11:i4 doi: 10.3396/IJIC.v11i4.025.15

In this study, an attempt was made to look for
the existence of a correlation between airborne
(environmental) and clinical strains of CNS recovered
during the study period. Based on the retrospective
analysis of the laboratory reports, it was found that there
was occurrence of staphylococcal wound infections in
an orthopaedic ward that were nosocomial in origin.
Air samples were collected from the orthopaedic ward
by exposed plate method. Daily visits were made to
the laboratory, and samples were screened for the
occurrence of any nosocomial staphylococcal wound
infections. Strains recovered from air and clinical
samples were stocked.
Thus, a total of 15 clinical and six environmental strains
of CNS were isolated over a period of two months.
When these strains were subjected to screening by
phenotypic and genotypic methods for similarity,
only two strains (one clinical and one environmental)
isolated in a week’s time were found to have similar
phenotypic characteristics with identical antibiotic
susceptibility pattern. Both the strains were found to be
meticillin resistant Staphylococcus haemolyticus. They
were found to be closely related when subjected to
typing by PFGE. Since basic infection control practices
are adhered to during patient care and no outbreak
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was reported during this period, we believe that our
study suggests air as a possible pathway for nosocomial
pathogens indicating the need for conducting future
studies to explore this pathway.
Airborne transmission of S. aureus has not been linked
to areas other than operating rooms, burn units, and
neonatal nurseries.24 To the best of our knowledge, this
is the first study documenting the similarity of clinical
and environmental strains of meticillin resistant CNS
in an orthopaedic ward. This study indicates that air
can be a possible source of nosocomial infection. The
patient may have acquired the infection from the air
due to particle fall-out.
Although airborne transmission of nosocomial
infection by CNS was observed, incidence of only one
such case over a period of two months is noteworthy.
Though 15 clinical and six environmental strains of
CNS were isolated over a period of two months, only
one isolate of CNS from clinical specimen was similar
to an isolate of CNS recovered from indoor air. This
suggests that air may be an infrequent source for these
infections.
Swab samples were not collected from patients / health
personnel / care takers present in the same location
to determine the possible source of these nosocomial
agents. In view of the available resources and lack
of data on microbial indoor air quality, the study
was undertaken to determine the microorganisms in
hospital indoor air, look for isolation of any similar
organisms from patients with illnesses related to
respiratory tract and/ or skin and soft tissues admitted
in the same locations, and determine the association
between clinical and environmental isolates.
Determining the possible sources of airborne CNS is
beyond the scope of the study.
The occurrence of only one episode of airborne
transmission of nosocomial infection suggests that
regular environmental sampling may not be required.
These organisms are frequently shed in air by the
occupants, and may settle on surfaces including high
touch areas like door knobs due to particle fall-out.
Hands of health personnel may get colonised through
contact with such surfaces.
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Targeting measures towards strict adherence to proper
hand hygiene practices might be a better option
than spending resources on frequent environmental
sampling, which may not directly impact outcome of
patient care. Air sampling may however be conducted
as a part of active surveillance during outbreaks of
nosocomial infections.
Acknowledgement		
The authors thank Dr. Anand Manoharan, Infectious
Diseases Training and Research Centre (IDTRC),
Christian Medical College (CMC), Vellore, for
his scientific guidance and critical review of the
manuscript.
Funding
Council of Scientific and Industrial Research (CSIR),
India provided partial financial assistance through
the Senior Research Fellowship [09/949/(0002)/2009/
EMR – I] to carry out the research work; Prof. Benjamin
M Pulimood Laboratories for Infection, Immunity &
Inflammation (BMPLIII), Christian Medical College,
Vellore, to carry out PFGE technique for the study
strains and providing partial financial assistance from
SENTRY study.
Reference
1.
2.

3.

4.

5.

6.

Beggs CB. The Airborne Transmission of Infection in Hospital
Buildings: Fact or Fiction? Indoor Built Environ 2003; 12:
9-18. http://dx.doi.org/10.1177/1420326X03012001002
Kowalski WJ. Air-Treatment Systems for Controlling HospitalAcquired Infections. The epidemiology and aerobiological
pathways of airborne nosocomial infections and methods
of air and surface disinfection. HPAC Engineering. 2007.
Available from: http://hpac.com/ventilation-iaq/air-treatment_
controlling_hopital/ [Last accessed 18th February 2015].
Farrington M, Ling J, Ling T, French GL. Outbreaks of infection
with methicillin-resistant Staphylococcus aureus on neonatal
and burns units of a new hospital. Epidemiol Infect 1990; 105:
215-28. http://dx.doi.org/10.1017/S0950268800047828
Bernards AT, Frenay HM, Lim BT, Hendriks WD, Dijkshoorn
L, van Boven CP. Methicillin-resistant Staphylococcus aureus
and Acinetobacter baumannii: An unexpected difference in
epidemiologic behaviour. Am J Infect Control 1998; 26: 544551. http://dx.doi.org/10.1053/ic.1998.v26.a84555
Allen KD, Green HT. Hospital outbreak of multi-resistant
Acinetobacter anitratus: an airborne mode of spread? J Hosp
Infect 1987; 9: 110-119. http://dx.doi.org/10.1016/01956701(87)90048-X
Jones AM, Govan JR, Doherty CJ, et al. Identification of
airborne dissemination of epidemic multiresistant strains
of Pseudomonas aeruginosa at a CF centre during a cross
infection outbreak. Thorax 2003; 58: 525-527. http://dx.doi.
org/10.1136/thorax.58.6.525

Page 7 of 8
not for citation purposes

Airborne coagulase-negative staphylococci

7.

8.
9.

10.

11.

12.
13.

14.

15.

Kelkar U, Kelkar S, Bal AM, Kulkarni S, Kulkarni S.
Microbiological evaluation of various parameters in
ophthalmic operating rooms. The need to establish guidelines.
Indian J Ophthalmol 2002; 51: 171-176.
Kaur N, Hans C. Air bacterial isolations from operation
theatres in a tertiary care hospital in India. Journal of Clinical
and Diagnostic Research 2007; 2: 87-89.
Sudharsanam S, Srikanth P, Sheela M, Steinberg R. Study
of indoor air quality in hospitals in South Chennai, India –
microbial profile. Indoor Built Environ 2008; 17(5): 435-441.
http://dx.doi.org/10.1177/1420326X08095568
Macher JM, Streifel AJ, Vesley D. Problem buildings,
Laboratories and Hospitals. In: Cox CS and Wathes CM
editors. Bioaerosols handbook. New York: Lewis publishers,
1995. pp 505-530.
Sudharsanam S, Srikanth P, Krishnamurthy S, Steinberg R.
Microorganisms in bioaerosols in indoor air of hospital and
non-hospital settings. Sri Ramachandra Journal of Medicine
2009; 2: 52.
Collee JG, Fraser AG, Marmion BP, Simmons A. Mackie and
McCartney Practical Medical Microbiology. 14th ed. New
York: Churchill Livingstone publications, 1999. pp 135-150.
Clinical and Laboratory Standards Institute. Performance
standards for antimicrobial Susceptibility testing; 19th
Informational supplement. CLSI document: Wayne
Pennsylvania: 2009.
Goldenberger D, Perschil I, Ritzler M, Altwegg M. A simple
“universal” DNA extraction procedure using SDS and
proteinase K is compatible with direct PCR amplification.
Genome Res 1995; 4: 368-370. http://dx.doi.org/10.1101/
gr.4.6.368
Martineau F, Picard FJ, Ke D, Paradis S, Roy PH, Ouellette M,
Bergeron MG. Development of a PCR assay for identification
of staphylococci at genus and species levels. J Clin
Microbiol 2001; 39: 2541–2547. http://dx.doi.org/10.1128/
JCM.39.7.2541-2547.2001

Int J Infect Control 2015, v11:i4 doi: 10.3396/IJIC.v11i4.025.15

Sudharsanam

16. Poulsen AB, Skov R, Pallesen LV. Detection of methicillin
resistance in coagulase-negative staphylococci and in
staphylococci directly from simulated blood cultures using
the EVIGENE MRSA Detection Kit. Antimicrob Chemother
2003; 51: 419-421. http://dx.doi.org/10.1093/jac/dkg084
17. McDougal LK, Steward CD, Killgore GE, Chaitram JM,
McAllister SK, Tenover FC. Pulsed-field gel electrophoresis
typing of oxacillin-resistant Staphylococcus aureus isolates
from the United States: Establishing a national database. J Clin
Microbiol 2003; 41: 5113-5120. http://dx.doi.org/10.1128/
JCM.41.11.5113-5120.2003
18. Tenover FC, Arbeit RD, Goering RV, et al. Interpreting
Chromosomal DNA Restriction Patterns Produced by PulsedField Gel Electrophoresis: Criteria for Bacterial Strain Typing.
J Clin Microbiol 1995; 33(9): 2233–2239.
19. Piette A, Verschraegen G. Role of coagulase-negative
staphylococci in human disease. Vet Microbiol 2009; 134(12): 45-54.
20. Khadri H, Alzohairy M. Prevalence and antibiotic susceptibility
pattern of methicillin-resistant and coagulase-negative
staphylococci in a tertiary care hospital in India. International
Journal of Medicine and Medical Sciences 2010; 2(4): 116120. http://dx.doi.org/10.1016/j.vetmic.2008.09.009
21. Deepa S, Kumari AB, Venkatesha D. Increasing trends of
methicillin resistant coagulase negative Staphylococcus in
neonatal septicaemia - a study in a tertiary care hospital,
Mysore, South India. Online J Health Allied Scs 2010; 9(4):
11.
22. Chylak J, Michalska W, Drews M, Marciniak R, Lange M. Typing
of methicillin resistant strains of S. haemolyticus isolated from
patients and from the hospital ward environment. Med Dosw
Mikrobiol 1999; 51(3-4): 213-219.
23. Shiomori T, Miyamoto H, Makishima K. Significance of
airborne transmission of Methicillin-resistant Staphylococcus
aureus in an otolaryngology – head and neck surgery ynit.
Arch Otolaryngol Head Neck Surg 2001; 127: 644-648.
http://dx.doi.org/10.1001/archotol.127.6.644
24. Centers for Disease Control and Prevention. Guidelines for
environmental infection control in health-care facilities.
Recommendations of CDC and the Healthcare Infection
Control Practices Advisory Committee (HICPAC). MMWR
2003; 52(RR-10): 1-42.

Page 8 of 8
not for citation purposes

