BY MARY ANN MOON

FROM THE ARCHIVES OF INTERNAL MEDICINE

n intensive 15-year program to
control methicillin-resistant
Staphylococcus aureus in 38 French
hospitals has proved effective despite the
unusually high endemic rates of the in-
fection there, according to a report.
Until now, “the feasibility of control-
ling endemic situations with high MRSA
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rates” over a long period of time has
been questioned.

The experience with this program
now “demonstrates that this objective
can be reached at the scale of a large
medical institution,” said Dr. Vincent
Jarlier of Université Pierre et Marie
Curie, Paris, and his associates.

In the early 1990s an international
comparison showed that MRSA rates
among clinical S. aureus strains were “un-

acceptably” high in France, Spain, and
Italy (approximately 35%), compared
with countries in northern Europe (less
than 2%), they said.

In response, an intensive, long-term
program to control the organism was
launched in 1993 at the largest public
medical institution in France, according
to Dr. Jarlier and his associates.

The Assistance Publique-Hépitaux de
Paris includes 38 teaching hospitals—23
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For a list of pediatric urologists in your area who use Deflux, visit www.deflux.com.

Intended Use/Indications
Deflux® is indicated for treatment of children with vesicoureteral
reflux (VUR) grades I1-IV.

Contraindications

Deflux is contraindicated in patients with any of the following conditions:
e Non-functional kidney(s)

e Hutch diverticuli

e Ureterocele

e Active voiding dysfunction

e Ongoing urinary tract infection

Warnings
e Do not inject Deflux intravascularly. Injection of Deflux into blood
vessels may cause vascular occlusion.

Precautions

e Deflux should only be administered by qualified physicians experi-
enced in the use of a cystoscope and trained in subureteral injection
procedures.

e The risks of infection and bleeding are associated with the
cystoscopic procedure used to inject Deflux.

e The usual precautions associated with cystoscopy (e.g. sterile
technique, proper dilation, etc.) should be followed.

e The safety and effectiveness of the use of more than 6 ml of Deflux
(3 ml at each ureteral orifice) at the same treatment session have
not been established.

e The safety and effectiveness of Deflux in the treatment of children
under 1 year of age have not been established.

Adverse Events

List of treatment-related adverse events for 39 patients from a
randomized study and 170 patients from nonrandomized studies.
(Follow-up for studies was 12 months).

Adverse Event Randomized Study Nonrandomized Studies
Category (n=39 DEFLUX patients) (n=170 DEFLUX patients)
UTIG) 6 (15.4%) (ii, iii) 13 (7.6%) (ii, iii)
Ureteral dilation (iv) 1(2.6%) 6 (3.5%)
Nausea/Vomiting/ 0 (0%) 2(1.2%)

Abdominal pain (v)

(i) Cases of UTI typically occurred in patients with persistent reflux.

(ii) Patients in the nonrandomized studies received antibiotic
prophylaxis until the 3-month VCUG. After that only those
patients whose treatment had failed received further antibiotic
prophylaxis. The patients in the randomized study received
antibiotic prophylaxis 1 month post-treatment.

(iii) All UTI cases were successfully treated with antibiotics.

(iv) No case of ureteral dilation required intervention and most cases
resolved spontaneously.

(v) Both cases of nausea/vomiting/abdominal pain were resolved.

Although vascular occlusion, ureteral obstruction, dysuria, hematuria/
bleeding, urgency and urinary frequency have not been observed in any of
the clinical studies, they are potential adverse events associated with
subureteral injection procedures. Following approval, rare cases of post-
operative dilation of the upper urinary tract with or without hydronephrosis
leading to temporary placement of a ureteric stent have been reported.
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Intensive Control Program Curbs MRSA

acute care hospitals and 15 rehabilitation
and long-term care hospitals—through-
out Paris and its suburbs.

This institution admits about 1 million
patients each year, and employs 19,000
physicians and 18,500 nurses.

The control program focused on
rapidly identifying patients with MRSA
infection or colonization and immedi-
ately notifying all caregivers of patients’
MRSA status, isolation interventions
such as using barrier precautions and
having equipment dedicated to MRSA-
positive patients, promoting hand hy-
giene, and providing feedback to the en-
tire hospital community regarding the
program results.

MRSA carriers were identified by spe-
cial stickers on the doors to their rooms
and in all lab reports and charts, the in-
vestigators said.

Hand hygiene efforts received a boost
approximately halfway through the 15-
year program with the promotion of al-
cohol-based hand-rub solutions instead
of hand-washing.

Before this program was implement-
ed in 1993, the proportion of MRSA
among S. aureus strains had been 39.4%
in this institution, Dr. Jarlier and his as-
sociates reported.

In 2007, that proportion had been cut
to 21.6% in the acute care hospitals, a rel-
ative decrease of 45%, the investigators
reported (Arch. Intern. Med. 2010;170:
552-9).

The relative decrease was even
greater—approximately 60%—in ICUs,
and it was 44% in surgical wards, the in-
vestigators reported.

In the rehabilitation and long-term
care facilities, the decrease in the pro-
portion of MRSA among S. auteus strains
was less pronounced (35%).

Similarly, the incidence of MRSA cas-
es decreased by approximately half, from
1.16 per 1,000 hospital-days to 0.57 by the
end of the study.

“When expressed per 100 admissions,
the incidence of MRSA decreased in the

acute care hospitals from 0.90 in 1996 to
0.44 in 2007,” Dr. Jarlier and his
colleagues said.

Again, in the rehabilitation and long-
term care facilities, the decline was
less marked but still significant, they
added. [ |
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‘Swimming lessons at any
age do not make a child
drown proof nor lessen the
need for effective pool
barriers and adequate
supervision.”

Dr. H. Garry Gardner, p. 26






