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Eggimann and colleagues conducted a prospective 
cohort study to determine the influence of using different 
denominators on risk estimates of ventilator-associated 
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mechanically ventilated patients with a reported incidence 
rate of 4 to 25 episodes per 1,000 ventilator-days, but meth­
ods used for risk assessment vary widely, making bench­
marking hazardous. True risk determination requires cal­
culation of infection rates only for the days at risk (ie, those 
on which patients are free of VAP). All patients admitted to 
a medical intensive care unit for more than 48 hours during 
a 2-year period were included. Intensive care unit-acquired 
infections were recorded using modified Centers for 
Disease Control and Prevention criteria. Of the 1,068 
patients admitted, VAP developed in 106 (23.5%) of those 
mechanically ventilated. The incidence of infection was 
22.8 per 1,000 patient-days (95% confidence interval [CI95], 
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18.7-27.6), 29.6 per 1,000 patient-days at risk (CI%, 
24.2-35.8), 35.7 per 1,000 ventilator-days (CI95, 29.2-43.2), 
and 44.0 per 1,000 ventilator-days at risk (CI95, 36.0-53.2). 
The authors concluded that the method of reporting VAP 
rates has a significant impact on the risk estimates. They 
further emphasize that clinicians and hospital management 
in charge of patient care policies should be aware of how to 
read and compare nosocomial infection rates and become 
familiar with the underlying concepts of infection control 
and its potential role for prevention. They argue that failure 
to recognize these issues will lead to biased comparisons 
and compromise meaningful benchmarking between 
healthcare institutions. 
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