(17.3%) Escherichia coli (29.3%) & Enterobacter aerogenes (16.3%) were the
most common isolates in blood stream infections. (Teble-2).

86% of the gram negdive isolates were resistant to commonly used antibiotics
such as 3rd generation and 4th generation cephaosporinsi.e. .cefdinir (90.8%),
cefepime(85.7%), ceftazidime (83.3%), cefotaxime (77.6%), ceftriaxone (73.3%)
and other antimicrobid sasofloxacin (75.3%) ciprofloxacin (57.7%) & gentamycin
(64.4%). Fairly low resistance was seen with imipenem (10.2%), piperacillin &
tazobactum (23.4%) netilmicin(26.8%) & amikacin (29.3%). Mgority of thegram
positive isolates were susceptible to vancomycin (87.5%), linezolid (87.5%) &
gentamycin (76.3%). 93.3% of Saphylococcus aureuswere methicillin resistant.
Resistance was d o high for clindamycin (78.2%) & erythromycin (62.8%).

DISCUSSION

Nosocomid infections have become an important public hedth issue & pose a
critical threat to geriatric population. The vulnerability of thisagegroup isrelated
todefectivehost defenses, chronic underlying disease, poor toleranceto thergpeutic
procedures, prolongedtimeof hospitalization & indiscriminateuseof antimicrobial
agents’. In our study, prevalence of nosocomid infectionsin elderly patientswas
(29.3%). The rdaively high prevalence of nasocomid infections may be dueto
excesslength of hospita stay following high severity of illness, moreintervention,
irretiona use of antibiotics and possibly poor adherence to aseptic techniques.
Similar results were reported by a study done by Beaujean et a®. A study by
Mukhrjeeet d showedincidence of nosocomid infectionsin 80 out of 405 elderly
patientsto be 19.7%" This difference may be related to sample size taken for the
study & hedthcare stting.

The mogt frequent infections were urinary tract infections (48.3%) & skin &
surgica site infections (36.9%), lower respiratory tract infections (10.7 %) &
blood gtreaminfections. Inasmilar sudy doneby Mukherjeeetd, urinary infection
(45%) was the most common infection followed by pulmonary infections (30%),
blood stream infections (16%) & skin infections (3.75%)*. Predominance of skin
& surgica siteinfection in our study could be due to the reason that mgjority of
patients were from surgicd ward & were using invasve devices. Another study
by Rosneideet d reported, skin& surgical siteinfection (56%) asthemost frequent
infection and most of the patients were from surgica wards’.

Useof invasvedeviceswasamgjor risk factor for devel opment of hospita acquired
infections in ederly patients in our study. In 140 patients (66.3%) nosocomia
infections were associated with use of invasive devices such as urinary & CVP
catheters, ventilators& surgery. Thesefindingsindicatethat nosocomia infections
are often associated with the use of invasive devices. Therefore to effectively
reduceburden of theseinfections, theuseof invesvedevicesshould beminimized
and specific disinfection precautionsshoul d betaken during gpplication of devices.
Thelength of hospitaization, whichisawell known risk factor related to severity
of diseaseand affectshedth costs, wasa so arisk factor for devel opment of hospital
acquired infections. Use of antibiotics prior to infection (45.5%) and associated
chronic morbidities (19.9%) were other risk factors for nosocomid infectionsin
ederly patients. Similar risk factors were implicated in a study reported by
Mukherjecet d .

Microorganism distribution of nosocomid infections in our study was different
from findings of other studies*!°. Escherichia coli (28.9%), Pseudomonas
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aeruginosa (22.8%), Klebsela pneumonie (18.6%) & Candida (11.4%) were
predominant in urinary, skin & respiratory infections while Coagulase negative
staphylococcus (33.4%) & staphylococcus aureus (19.5%) were mostly
encountered in blood stream infections. In our study Escherichia coli (52.5%)
was the predominant cause of urinary infections in contrast to Pseudomonas
reported by mukherjee et d® and Candida reported by Richards et d*°. These
differences could be explained by differences in geographic location & hedlth
care system. Our study also reveded that nosocomid infections were more
frequently caused by multidrug resstant bacteria. Antibiotic resistance of gram
negative isolates was quite high to commonly used antimicrobials such as
cephalogporins (82.2%) and fluoroguinolones. Most of gram postive isolates
(93.3%) were methicillin resgtant. Almost smilar antibiotic sengtivity pattern
was obtained in a study done by Mohanasundaram et d*. The most likely
explanation for this phenomenon can be extensve & indiscriminate use of
antibiotics.

In conclusion, the vulnerable geriatric population playsaleading rolein the scope
of nosocomid & hedlth care associated infections creating a significant burden
forthed derly patients& public hedth. In our study most frequent siteof nosocomia
infectionswereurinary tract infections, surgicd Steinfections& lower respiratory
infections. Most of infections were resistant to commonly employed antibiotics.
It wasaso observed that incidence of infection incresseswith useof antibiotics&
invasivedevices Infrail dderly patientswith agerdated multiple severedisorders
& cognitive impairment, early diagnosis and empirica trestment of nosocomia
infectionsis challenging & asound knowledge of the prevalent epidemiology of
bacteriaand their resi tancepatternisnecessary for thesame. Hencemultifactoria
effortsi.e. early recognition of infections, restricted & short term use of invasive
devices& implementation of effectiveinfection control measuresto reduce cross
contamination by resistant organisms can contribute significantly towards
decreasing the prevaence of nosocomia infectionsin geriatrics population.
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