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Study on factorsfor ventilator-associated pneumonia in intensive car e unit

Objective: Using claimed data from National Health Insurance (NHI) to identify factors associated
with the development of ventilator-associated pneumonia (VAP). Method: Insured patients, who
received mechanical ventilation in the Intensive Care Unit (ICU) in 1999, were analyzed in this study.
The relationship among VAP, patients characteristics (such as sex, age, history of chronic obstructive
pulmonary disease (COPD), and length of stay of ICU) and the characteristics of hospitals (such as
ownership, accredited, number of general and ICU beds) were analyzed by logistic regression. Results:
There was 2952 of 76979 (3.83%) patients who developed VAP during hospitalization in ICU. The
infectious rate of VAP was significantly higher in male (adjusted odds rate (AOR) 1.27, 95% CI 1.17-
1.38) and elder patients (AOR of 25-44 years old was 1.56, 95% confidence interval (95% Cl) was 1.20-
2.02; AOR of 45-64 years old was 1.86, 95% CI was 1.54-2.25; AOR of above 65 years old was 2.72,
95% Cl was 2.28-3.26). Therate of VAP was related to the longer length of stay in ICU (AOR of 3-5 days
inICU was 1.91, 95% Cl was 1.63-2.24; AOR of 6-13 daysin ICU was 4.14, 95% Cl was 3.61-4.76; AOR
of over 14daysin ICU was 7.25, 95%CI was 6.37-8.29). The rate of VAP was higher in private hospitals
(AOR 1.67, 95% CI 1.51-1.84). Compared with teaching hospitals, the lower hospital accreditation level
was assoi cated with a higher rate of VAP (AOR of regiona hospitals was 2.26, 95% CI 2.03-2.51; AOR
of district teaching hospitals was 3.18, 95% Cl 2.81-3.61; AOR of district hospitals was 5.84,°95% Cl
5.16-6.60). Conclusion: The claimed datafrom NHI can be used for monitoring the condition of VAP
in ICU patients by the governmental ingtitute in order to construct policy to prevent further VAP. (Taiwan
J Public Health. 2004; 23(6): 440-446)
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