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Study design:

Population:
Inclusion criteria: 

Exclusion criteria: 
Dynamics of data collection: 

Collection of blood specimens and microbiological analysis:

Primary outcome:
Data storage and analysis:

 a cohort of patients with  and BSI, assisted in HCI/INCA from October/2012 to 
December /2015. 

patients 18 years old or older with OHD assisted in HCI/INCA.
patients with OHD and BSI assisted in HCI during the study period. The first BSI episode 

of each patient was included only.
patients without sufficient data for analysis will be excluded.

patients with positive blood cultures (potential cases of BSI) have been 
prospectively detected by Laboratory-based surveillance since September 2012. These patients had 
epidemiological, clinical and microbiological data collected using Magpi (Mobile Data Collection) by 
bedside evaluation and records review. During this evaluation, patients were classified as presenting 
true or false BSI (contamination of blood specimen with commensal microbiota of skin). Follow-up 
period was from the date of BSI detection to 30 days after.
The following information was obtained: 
wDemographic: gender, date of birth, place of admission, date of admission;
wClinical: baseline disease, presence of neutropenia, clinical outcome within 30 days after BSI and 

date;
wAbout BSI episode: date of positive blood culture, environment of acquisition (community 

acquired, hospital acquired or health care associated), anatomical origin of BSI (primary or secondary);
wMicrobiological: agent and antimicrobial susceptibility.

 the indication of blood culture (BC) for 
investigation of infectious event was made by the HCI care team. The collection of blood samples was 
done according to protocol already established in HCI by Infection Control Section (ICS). All cultures were 
processed in the Laboratory of Clinical Microbiology HCI/INCA. Detection of positive culture was done by 
automated system BactecTM 9240 (Becton Dickinson, Cockeysville, MD, USA). Bacterial isolates 
identification and antimicrobial susceptibility test were performed by the Vitek2® automated system 
(BioMérieux Vitek Inc., Hazelwood, Mo., USA), as recommended by the manufacturer. Complementary 
biochemical tests were performed according to protocol already established by the LMC/INCA. The 
antimicrobial susceptibility test was done by the disk-diffusion method in Agar, according to The Clinical 
and Laboratory Standards Institute (CLSI). The Minimum Inhibitory Concentration was done by dilution 
test (Etest® ,BioMérieux Vitek Inc., Hazelwood, Mo., USA).

 death within 30 days after BSI detection. 
 proportions, mean or median were calculated for categorical and continuous 

variables, respectively. The data were analyzed by the Excel program. 
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Bloodstream infection (BSI) is an important cause of hospitalization and death in patients with onco-
hematological disease (OHD).  These patients are especially susceptible to BSI due to the 

4-6immunosuppression inherent to OHD and its treatment, besides other risk factors.  The presence of 
6infection may delay cancer therapy, and thus interfere with its prognosis.  Knowledge about 

epidemiological, clinical and microbiological characteristics of BSI occurrence is extremely important to 
guide interventions to reduce the social impact of these events in patients with neoplasm. In view of this 
context, the following questions motivated this study: what are the anatomical origins, microbiological 
profile and mortality associated with BSI in adult patients with OHD assisted in HCI/INCA?
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To describe the environmental of acquisition, anatomical origin, microbiological profile and mortality 
associated with BSI in adult patients with OHD assisted in HCI/INCA.  

Among 837 patients, median age was 61 years (Inter-quartile rage, IQR: 18 - 94), males were 
predominant (n = 528, 63.1%). The most frequent type of cancer observed was solid tumors (n = 555, 
66.3%). Neutropenia was present in 161 (19.2%) patients. 30-day and 7-day mortality were 40.4% 
(n = 338) and 25.2% (n = 211), respectively. These data are shown in Table 1. 

A total of 897 microorganisms were isolated among 837 BSI episodes. Gram-negative microorganisms 
(n = 535, 59.6%) were the most commonly found agents. The overall prevalence of multidrug resistant 
organisms was 8.9%, as seen in Table 2. 

wMortality associated with BSI was extremely high, 40%.
wNot surprising, most of the BSI episodes were acquired during hospitalization.
wGastrointestinal/intraabdominal infections seem to have an important impact on the occurrence of 
BSI in this population, suggesting this extravascular site of infection should be diagnosed and treated 
early. 
wGram-negative microorganisms, specifically E. coli, were the most frequent agents detected. This 
finding is differently from other studies showing predominance of Gram-positive agents such as 
coagulase-negative Staphylococcus. We believe this difference can be explained by the elevated 
frequency of BSI secondary to gastrointestinal/intraabdominal infection found. 

Further analyzes: anatomical origin and microbiological profile of BSI among patients with solid and 
hematological neoplasms will be compared.

The most frequent Gram-negative isolated was Escherichia coli (n = 180, 20%), followed by Klebsiella 
pneumoniae (n = 95, 10.6%) and Pseudomonas aeruginosa (n = 93, 10.4%). Among Gram-positive 
microorganisms, Streptococcus spp (n = 104, 11.6%) was predominant. Candida tropicalis and C. 
parapsilosis prevailed among the fungemias. Data detailed on Table 3.

Regarding the environment of acquisition, most (n = 416, 49.7%) of the 837 BSI episodes were 
hospital acquired. A total of 466 (55.7%) episodes were secondary to an extravascular site of infection: 
157 (18.8%) were related to gastrointestinal/intraabdominal infections, 134 (16%) to pneumonia, 105 
(12.5%) urinary tract infections and 11 (1.3%) related to mucositis. Among primary BSIs (n = 216, 25.8%), 
those associated with short-term central venous catheters were prevalent (n = 70, 8.4%). These data are 
detailed in Table 2.

PRELIMINARY CONCLUSION


