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Abstract
This recommendation of the Commission for Hospital Hygiene and In-
fection Prevention (KRINKO) addresses not only hospitals, but also
outpatient health care facilities and compiles current evidence.
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The following criteria are the basis for the indications for cleaning and
disinfection: Infectious bioburden and tenacity of potential pathogens
on surfaces and their transmission routes, influence of disinfecting
surface cleaning on the rate of nosocomial infections, interruption of 1 Robert Koch Institute, Berlin,

Germanycross infections due to multidrug-resistant organisms, and outbreak
control by disinfecting cleaning within bundles. The criteria for the se-
lection of disinfectants are determined by the requirements for effec-
tiveness, the efficacy spectrum, the compatibility for humans and the
environment, as well as the risk potential for the development of toler-
ance and resistance. Detailed instructions on the organization and im-
plementation of cleaning and disinfectionmeasures, including structural
and equipment requirements, serve as the basis for their implementa-
tion. Since the agents for surface disinfection and disinfecting surface
cleaning have been classified as biocides in Europe since 2013, the
regulatory consequences are explained. As possible addition to surface
disinfection, probiotic cleaning, is pointed out. In an informative appendix
(only in German), the pathogen characteristics for their acquisition of
surfaces, such as tenacity, infectious dose and biofilm formation, and
the toxicological and ecotoxicological characteristics of microbicidal
agents as the basis for their selection are explained, and methods for
the evaluation of the resulting quality of cleaning or disinfecting surface
cleaning are presented.
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Zusammenfassung
In Deutschland werden die Anforderungen an die Hygiene im Gesund-
heitswesen in Form von Empfehlungen von der Kommission für Kran-
kenhaushygiene und Infektionsprävention (KRINKO) veröffentlicht. Die
KRINKO und ihre ehrenamtliche Arbeit legitimieren sich aus demAuftrag
nach § 23 des Infektionsschutzgesetzes (IfSG).
Die deutsche Originalfassung dieses Dokuments wurde im Oktober
2022 veröffentlicht und wird jetzt auf Englisch der internationalen
Fachöffentlichkeit zur Verfügung gestellt.
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Das Dokument enthält Empfehlungen für die Reinigung und Desinfek-
tion vonOberflächen in Krankenhäusern und ambulantenmedizinischen
Einrichtungen. Anhand folgender Kriterien werden die Indikationen zur
Reinigung und Desinfektion begründet: Infektiöser Bioburden und Te-
nazität potentieller Pathogene auf Oberflächen sowie deren Übertra-
gungsmöglichkeiten, Einfluss der desinfizierenden Flächenreinigung
auf die Rate nosokomialer Infektionen, Unterbrechung von Kreuzinfek-
tionen durch multiresistente Erreger sowie Ausbruchkontrolle durch
desinfizierende Flächenreinigung als Bestandteil von Interventionsbün-
deln. Als Kriterien zur Auswahl der Desinfektionsmittel werden die Wir-
kungsanforderungen, dasWirkspektrum, die Verträglichkeit für Mensch
und Umwelt sowie das Risikopotential für die Entwicklung von Toleranz
und Resistenz dargestellt. Detaillierte Hinweise zur Organisation und
Durchführung der Reinigung und Desinfektion einschließlich baulicher
und apparativer Voraussetzungen dienen als Grundlage für die Umset-
zung der Maßnahmen. Da die Mittel zur Flächendesinfektion und des-
infizierenden Flächenreinigung seit 2013 in Europa als Biozid eingestuft
sind, werden die sich daraus ergebenden regulativen Konsequenzen
erläutert. Als mögliche Ergänzung zur Flächendesinfektion wird auf die
probiotische Reinigung hingewiesen. In einem informativen Anhang
(nicht ins Englische übersetzt; als Electronic Supplementary Material
in der Onlineversion der deutschen Originalfassung dieser Empfehlung)
werden die für die Akquirierung von Flächen relevanten Erregermerk-
male Tenazität, infektiöse Dosis und Biofilmbildung, die zur Auswahl
der Mittel dienenden toxikologische und ökotoxikologische Merkmale
mikrobizider Wirkstoffe sowie Methoden zur Bewertung der Ergebnis-
qualität der Reinigung bzw. desinfizierenden Flächenreinigung erläutert.

Schlüsselwörter: desinfizierende Flächenreinigung, Flächendesinfektion,
Infektionsprävention, Gesundheitseinrichtungen, Empfehlung,
Kommission für Krankenhaushygiene und Infektionsprävention, KRINKO
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Categories within the recommendations
of the Commission for Hospital Hygiene
and Infection Prevention (KRINKO)

The recommendations given in the following document
are based on the current categories of the recommenda-
tions of the Commission for Hospital Hygiene and Infec-
tion Prevention (KRINKO) from 2010 [1] . These are listed
in Table 1. to provide information to the interested, non-
German

Table 1: Categories within the recommendations of the
Commission for Hospital Hygiene and Infection Prevention

(KRINKO, 2010)

Legal notice

This translation is intended solely to provide information
to the interested, non-German-reading public. Any discrep-
ancies or differences that may arise in translation of the
official German version of the recommendation of the
Commission for Hospital Hygiene and Infection Prevention
(KRINKO) “Anforderungen an die Hygiene bei der Reini-
gung undDesinfektion von Flächen” (Bundesgesundheits-
bl 2022; 65:1074–1115, https://doi.org/10.1007/
s00103-022-03576-1) are not binding and have no legal
effect.
The erratum (28/9/2023) of Tab. 4 the official German
version (Bundesgesundheitsbl 2023; 66:1302–1303,
https://doi.org/10.1007/s00103-023-03770-9) has al-
ready been considered in this translation.

Legal notice in German

Rechtlicher Hinweis
Rechtlich bindend ist die deutsche Originalfassung dieser
Empfehlung der Kommission für Krankenhaushygiene
und Infektionsprävention (KRINKO) „Anforderungen an
die Hygiene bei der Reinigung und Desinfektion von
Flächen“ (Bundesgesundheitsbl 2022; 65:1074–1115,
https://doi.org/10.1007/s00103-022-03576-1). Die eng-

3/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...

https://doi.org/10.1007/s00103-022-03576-1
https://doi.org/10.1007/s00103-022-03576-1
https://doi.org/10.1007/s00103-023-03770-9
https://doi.org/10.1007/s00103-022-03576-1


lische Fassung dient der Information der internationalen
Fachöffentlichkeit. Das Erratum vom 28.09.2023
(Bundesgesundheitsbl 2023; 66:1302–1303, https://doi.
org/10.1007/s00103-023-03770-9) zur Tab. 4 der
deutschen Originalfassung ist in dieser Übersetzung im-
plementiert worden.

Electronic supplementarymaterial (only online
and in German)

Additional electronic supplementary material is available
in the online version of the German original recommen-
dation “Hygiene Requirements for the Cleaning and Dis-
infection of Surfaces” of the Commission for Hospital
Hygiene and Infection Prevention (KRINKO) at the Robert
Koch Institute (https://doi.org/10.1007/s00103-022-
03576-1) as informative appendix (only in German).
This informative appendix is also attached to this article
(see Attachment 1; only in German).

1 Introduction
This document updates and expands the 2004 recom-
mendation of the Commission for Hospital Hygiene and
Infection Prevention (KRINKO) on hygiene requirements
for the cleaning and disinfection of surfaces. To limit the
number of references to a minimum, apart from a few
exceptions, only sources published after the KRINKO re-
commendation of 2004 or not included in this recom-
mendation have been included. If statements are based
on references in the 2004 recommendation, this KRINKO
recommendation is cited as the source. To reflect the
complexity of the issue, several new terms have been
introduced since the 2004 recommendation (see section
3.1), and a greater distinction has been made between
surface cleaning, disinfecting surface cleaning and sur-
face disinfection. At the same time, the evidence basis
was reviewed and partially re-evaluated.
Compared to humans (patients, staff, visitors) as a source
of infection and transmission, and as opposed to insuffi-
ciently processed medical devices (MDs) as a source of
contamination, the significance of microbial contamina-
tion or colonisation (biofilms) of inanimate surfaces in-
doors as a source of nosocomial infections (NIs) has been
the subject of less extensive scientific research; in indi-
vidual cases, the causal link often cannot be demon-
strated. This explains the different assessments of the
importance of disinfecting surface cleaning or surface
disinfection as a standard precaution measure. A
paradigm shift has now also taken place in Anglo-Ameri-
can countries [2] due to the increasing awareness of
epidemiological associations between the occurrence of
pathogens in the patient’s environment, the tenacity and
transmissibility of pathogens to patients, and the effec-
tiveness of disinfecting surface cleaning in the context
of outbreakmanagement and terminal disinfection. There
is international consensus on the necessity of disinfecting
surface cleaning according to the indications [3], [4], [5],

[6], [7], [8]. This is also reflected in the fact that both re-
views and guidelines on the prevention of the transmis-
sion of, e.g., Clostridioides (C.) difficile, methicillin-resis-
tant Staphylococcus (S.) aureus (MRSA) strains and
noroviruses, recommend controlled disinfecting surface
cleaning as part of the prevention strategy [2], [9], [10],
[11], [12], [13], [14], [15], [16], [17], [18], [19], [20],
which applies even more explicitly in outbreak situations
[21], [22] (see also section 2.3).

1.1 Objectives

As an element of standard precaution measures, disin-
fecting surface cleaning or surface disinfection is intended
to prevent nosocomially infected surfaces from becoming
reservoirs for pathogens and also limit or eliminate the
further spread of pathogens via contaminated surfaces
during patient care and treatment [11], [23], [24], [25],
[26], [27], [28], [29], [30], [31], [32]. Disinfecting surface
cleaning also removes impurities (e.g., blood, secretions,
excretions) [33], which additionally contributes to visual
cleanliness. If the outbreak involves surfaces, targeted
surface disinfection, often as part of a series of measures
(bundle strategy), is essential for the rapid termination
of the outbreak. For aseptic activities, surface disinfection
ensures the required pathogen-free environment [34].
Disinfecting surface cleaning or surface disinfection also
contributes to protecting staff health, especially in the
case of targeted surface disinfection after potential con-
tamination with pathogens that are relevant to infection,
also for immune competent staff.
Pathogens may be spread from contaminated areas via
the following routes (also see Figure 1):

• Via hands (skin or gloved hands) of staff, other patients
and third parties (e.g., visitors) directly to the patient
in the event of non-compliance with hand hygiene [35],

• starting from contaminated areas to other areas and
from there spread by hand [36],

• through patient contact with the contaminated surface
(hands, bare feet when leaving the bed, skin contact,
e.g., during diagnostics),

• from clipboards placed on a contaminated surface,
• depending on the pathogen, also aerogenically by air
turbulence involving dust and soiled, contaminated
surfaces with subsequent sedimentation on other
surfaces.

Although hands are the main source of exogenous
transmission of NIs, accounting for 5–20% in Europe
[37], surfaces can also be a relevant source of contami-
nation [38], [39]. In this respect, hand hygiene [40] and
indication-based surface hygiene need to be complemen-
tary in terms of standard precaution measures for the
prevention of NIs. If the necessity of disinfecting surface
cleaning/surface disinfection is unclear in any given case,
biocide should be applied after weighing the risk of infec-
tion against the risk from handling the hazardous sub-
stance.
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Figure 1: Transmission routes starting from contaminated surfaces

1.2 Scope of application

The following recommendations apply to inpatient and –
on a risk-adapted basis – to outpatient health care facil-
ities, including rescue services and qualified ambulance
transport, as well as to the nursing and medical care of
residents in inpatient-care facilities, but also to areas not
used by patients (e.g., processing units for MDs), to
eliminate the spread of pathogens (e.g., cleaning rooms,
equipment rooms, changing rooms) or in work areas
where a low-pathogen environment is required. However,
the measures listed can also be applied to specific situ-
ations in the home, e.g., in outpatient nursing care, ad-
apted to local conditions.
In ward and milk kitchens as well as in central hospital
kitchens, low-pathogen environmental conditions are re-
quired; in this case, the requirements of food law apply
[41] (for practical implementation, see [42], [43], [44].

1.3 Relation to other KRINKO
recommendations, the Medical Device
law, the Biocidal Products Regulation
and to the German list of disinfectants

KRINKO recommendations:Surface disinfection, or rather
disinfecting surface cleaning, is addressed in almost all
KRINKO recommendations, either with respect to surfaces
in rooms (work surfaces, furniture, floors, sanitary areas)
or the disinfection of surfaces of non-critical MDs (e.g.,
incubators, monitors, keyboards, device-side operating
surfaces, baby scales). Due to themore extensive specific
contents on surface disinfection, the following KRINKO
recommendations should additionally be referred to:
Prevention of surgical site infections (SSIs) [45], infection
prevention in the context of the care and treatment of
patients with communicable diseases [46], infection

prevention requirements for medical care of immunosup-
pressed patients [47], hygienemeasures for Clostridioides
difficile infections (CDIs) [48], recommendations for the
prevention and control of methicillin-resistant Staphylo-
coccus aureus (MRSA) strains in medical and nursing
facilities [49], hygiene measures for infections or colon-
isation with multidrug-resistant gram-negative rods [50],
hygiene measures for the prevention of infection with
enterococci with specific antibiotic resistances [51], and
hygiene requirements for waste-water transporation sys-
tems inmedical facilities [52]. A number of recommenda-
tions classify surface disinfection as a standard precau-
tion measure.
Biocidal Products Regulation (BPR): As a general rule,
surface disinfectants are classified as biocidal products
(product type 2) and must undergo an approval proce-
dure, unless they fall under the legal regulations of MDs
(see Article 2 of EU Regulation No. 528/2012 [53]). The
German Federal Institute for Occupational Safety and
Health (BAuA) provides a list of biocidal products that are
available on the German market and may be used in
Germany in accordance with an ongoing decision-making
process [54]. The BPR specifies a two-stage approval
procedure for biocidal products, which comprises an
active substance approval and a biocidal product approv-
al. With placement of an approved active substance on
the “Union list”, the deadline is set by which manufactur-
ers must seek approval of products containing that active
substance from the competent authority of a member
state or from the European Chemicals Agency (ECHA), if
the product is to continue to be marketed. The decisive
date for the product approval application is the most re-
cent authorisation date for the active substance included
in the respective product mentioned in the “Union list”.
This means that a large number of products will still be
covered by the current transitional provisions, i.e., without
a complete authorisation procedure, for many years to
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come. The approval process defines requirements for the
efficacy and controlled quality of the product. It also re-
quires an assessment of human and animal health risks
as well as environmental risks arising from the use of the
product. To provide proof of efficacy, primarily European
standards of the European Committee for Standardiza-
tion, Technical Committee (CEN TC) 216 for disinfectants
and antiseptics are to be applied, in order to establish a
uniform standard in all EU states. The assessment of
approved products takes place according to Regulation
(EU) No 528/2012 [53] criteria, which are considered as
the minimum requirements for biocides and have been
developed by the European standardisation bodies. This
assessment does not focus on the actual on-site infection
risks. According to the standard DIN EN 14885 [55],
which is classified under the European standardisation
project TC 216, there are no binding specifications for
replicating the test results, meaning that one test run
with the respective test organism per specified standard
suffices. If necessary, it is possible to go beyond the
minimum standards of disinfectant approval in terms of
efficacy at the national level in accordance with the
European BPR [56]. By the same token, it should be noted
that the requirements for the state-of-the-art production
of disinfectants also exceed the regulatory requirements
of the Biocide Regulation.
Irrespective of the type of approval, users can be confi-
dent that the efficacy required for use is guaranteed; if
necessary, individual examination of expert reports, in-
cluding the test reports, may provide further indications
for use. To confirm that the required efficacy is met,
manufacturer-independent lists can be used, as they take
the conditions of use into account (see the disinfectant
list of the Association for Applied Hygiene e. V. (VAH) in
this section for explanations).
Medical Device law: Disinfectants may be classified as
MDs if their intended use is declared to apply to specified
MDs [57], [58], [59]. A disinfectant may also be declared
as both a MD and a biocide (dual-use claim). This means
that there are several possible requirement profiles.
Surface disinfectants declared for the processing of MDs
must be approved as MDs and fulfill the requirements of
the Medical Device Regulation (MDR). Compliance of the
MD with the essential safety and performance require-
ments is confirmed by the manufacturer with the CE
marking and a declaration of conformity. Disinfectants
for MDs not only require a declaration of efficacy, but also
a declaration of compatibility with the MD and, for ex-
ample, a declaration of storage stability after opening.
List of disinfectants of the Association for Applied Hy-
giene e. V. (VAH, Verbund für Angewandte Hygiene) [60]:
This list includes all products that have a valid VAH certi-
ficate at the time of publication. This certificate is only
issued when the product satisfies the efficacy require-
ments published by the Disinfectants Commission. This
involves the appraisals and test reports being submitted
to an evaluation procedure conducted by manufacturer-
independent experts. The evidence of efficacy for the re-
spective intended use as well as the stated concentra-

tions and contact times are based on at least two expert
opinions, with the associated test reports on investiga-
tions based on sound scientific test methods developed
by the VAH [61], [62] or the German Association for the
Control of Viral Diseases (DVV, Deutschen Vereinigung
zur Bekämpfung der Viruskrankheiten e. V.) [63], [64],
or test methods that comply with the relevant European
standards. In certain instances, the VAH and DVV test
methods place higher demands on the proof of efficacy
of disinfectants than the European standards, e.g., by
testing additional test organisms (see Tab. 7 in the infor-
mative appendix to this recommendation, Attachment 1),
to ensure that quantifiable results are obtained and re-
cord the neutralisation effects of additional dilutions. This
is of practical importance for applications in particularly
sensitive areas. The tests not only examine the antimicro-
bial efficacy of the product, but also consider the formu-
lation (e.g., foams) and the application method, if appro-
priate published test methods are available [65], [66],
[67], [68], [69], [70], [71], [72]. Wherever possible,
practical tests need to be performed. In the 4-Field Test
conducted according to DIN EN 16615 [70] and VAH
method 14.2 [61], [62], for instance, effective surface
disinfection of a dried contamination is tested by wiping
with a disinfectant-soaked cloth. For products used with
any non-specified cloth, an effect of the cloth material on
effectiveness cannot be excluded. The efficacy tests of
the products must be performed and documented in ac-
cordance with the requirements of the VAH by testing
laboratories that are independent of the manufacturer
and whose competence has been demonstrated, e.g., by
participation in interlaboratory tests and/or accreditation
according to DIN EN ISO/IEC 17025 [73]. The VAH list
offers the option of selecting disinfectants based on inde-
pendent certifications.
Disinfectant list of the German Society of Veterinary
Medicine e. V. (DVG): The DVG disinfectant list [74] is is-
sued to cover the use of chemical disinfection procedures
in the food sector, animal husbandry and veterinary
practice. The list for the animal sector also includes
antiparasitic products and procedures.
List of disinfectants and disinfection methods tested
and approved by the Robert Koch Institute (RKI): Accord-
ing to section 18 (1) of the Infection Protection Act (Infek-
tionsschutzgesetz, IfSG) [75], only agents and procedures
that are included in the list of disinfectants and disinfec-
tion procedures tested and approved by the RKI [76] may
be used for disinfection measures ordered by the public
authorities. The disinfectant lists of the RKI and VAH differ
considerably, particularly with respect to the information
on surface disinfection. This can be attributed to the dif-
ferent functions of the lists themselves and, thus, to the
different testing methods and evaluation criteria. The
VAH list is primarily geared towards routine disinfection,
where the RKI list primarily towards officially ordered
disinfection (which is generally only used in specific cases,
e.g., outbreaks or when dealing with specific pathogens).
The basic test methods used for surface disinfectants
differ in terms of the type of experimental soiling and test
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specimens used as well as in the choice of test organ-
isms. The RKI tests are based on experimental soiling of
test objects with pathogen-containing coagulated blood.
In addition to vegetative bacteria and fungi, including
fungal spores, area of action A also generally includes
mycobacteria, which generally place higher demands on
the disinfectant due to their chemo-tolerance. For many
groups of active substances, this results in higher concen-
tration values and/or longer contact time given in the RKI
list than in the VAH list. In accordance with the require-
ments of the RKI, the efficacy testing of the products
must be approved by manufacturer-independent expert
opinions in testing laboratories whose competence has
been demonstrated, for example, by participation in inter-
laboratory tests or accreditation. The RKI also conducts
practical efficacy tests.
Disinfectants compiled by the Industrial Association for
Hygiene and Surface Protection (IHO, Industrieverband
Hygiene und Oberflächenschutz e. V.): The IHO disinfec-
tant list is a compilation of disinfectants for a range of
applications with details on efficacy, but the entries are
only listed by the respective company name and under
the sole responsibility of the company.
Summary of the listing of disinfectants: In the future, the
efficacy testing of disinfectants will be performed as part
of the approval process in accordance with the European
Biocide Regulation (Regulation (EU) 528/2012 [53]), e.g.,
in accordance with DIN EN 14885 [55]. As mentioned
above, the primary objective of product approval under
the harmonised BPR is not to ensure the highest possible
level of protection against infection.
As stated in the explanatory notes on product type 2, the
area of application includes but is not restricted to
swimming pools, aquariums, bath water and other types
of water, as well as air-conditioning systems, walls and
floors in both private, public and industrial areas and in
other areas of professional activity. Medical facilities are
not explicitly mentioned. Instead, the main purpose of
the regulation is to prevent unnecessary risks to humans
or the environment. As a result, the efficacy demands of
disinfectants under biocide legislation do not satisfy the
requirements for disinfectants intended to ensure the
highest possible level of protection against infection in
medical facilities. The approval of a surface disinfectant
based on a group test (product family), which is feasible
under the BPR, is not adequate for surface disinfectants
destined for medical areas, because product efficacy is
not only defined by its active ingredient but may also be
affected by additives such as surfactants and pH. As a
prerequisite for certain efficacy, the bactericidal, levuro-
cidal, tuberculocidal, mycobactericidal, fungicidal, spori-
cidal and/or virus-inactivating efficacy required for the
respectivemedical field of applicationmust be confirmed
by two independent test reports and expert opinions.
These test reports and expert opinions must reflect the
current state-of-the-art, consider new forms of application,
and be issued by manufacturer-independent, accredited
testing institutes, as practiced by the VAH, for example.
Nevertheless, regular post-testing of products on the

market by an independent institution provides additional
certainty about the product’s efficacy. This is why inde-
pendent disinfectant lists, such as those of the VAH and
the RKI, will remain important.

2 Risk assessment of surfaces and
prevention potential of surface
cleaning, disinfecting surface
cleaning and surface disinfection

2.1 Risk differentiation of near-patient
(high-touch) and patient-remote
(low-touch) surfaces

The potential importance of surfaces as a reservoir and/or
source of transmission of pathogens depends on the
pathogen load of the colonised and/or infected patient
and the associated shedding of pathogens into the en-
vironment, as well as the quantity, virulence, resistance
and tenacity of these pathogens in the environment, in
addition to the infectious dose, route of infection and
immunocompetence of the patient. Non-patient sources
(e.g., spread of mould through building dust) can also
contribute to surface contamination. Disinfecting surface
cleaning is particularly pertinent in the environment of
infection-prone and immunocompromised patients.
The decision whether cleaning is sufficient or disinfection
measures are required is determined by

• the probability of microbial contamination,
• the potential for shedding pathogens where the differ-
ing patient risks result from the colonisation, suspected
infection or infection of the patient,

• the probability of staff or patients being directly con-
taminated from the surface,

• the requirement for a pathogen-free environment
during aseptic activities (e.g., preparation of infusion
solutions, enteral nutrition solutions, provision of injec-
tion equipment, preparation of medicinal products in
the pharmacy, operating theater),

• the patient’s susceptibility to infection, e.g., immunode-
ficiency due to an immature immune system, chronic
diseases or immunosuppression,

• the risk to staff posed by pathogens.

For example, the literature describes a case in which a
genotypically identical Serratia liquefaciens strain was
spread from a siphon to a clean work surface (among
other places), and, due to a lack of or inadequate disin-
fection of work surfaces and hands, was in turn trans-
ferred to two infusion bottles, resulting in sepsis [77].
Both in the reconstitution of the parenteral route [78]
and in the manufacture of non-sterile prescription medi-
cinal products, the disinfection of work surfaces is man-
datory [79].
When assessing the risk, it is particularly important to
consider surfaces that come into direct contact with the
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skin (especially hands), mucous membranes or wounds
of patients and staff that are contaminated with secre-
tions and excretions, or that may be contaminated by air
turbulence. Pathogens may be transmitted from these
surfaces indirectly (e.g., via hands, nursing aids) or via
dust and active turbulence to patients or infection-rele-
vant surfaces andMDs/instruments (e.g., in the operating
theater) (see Figure 1).
In this context, near-patient surfaces that often come into
contact with hands/skin (frequently touched surfaces),
and thatmay often become contaminated, are associated
with a higher risk of transmission than surfaces that are
further away from the patient (infrequently touched) and
which staff also do not usually touch. Near-patient sur-
faces include contact parts of the bed and accessories,
bedside table, patient sanitary area (bathtub, washbasin
and surroundings, taps, toilet), door handles, remote
controls, nappy changing tables, examination couches
as well as device surfaces or non-critical MDs (e.g., incu-
bators, ECG device and accessories) [20], [80]. When
operating equipment, the risk of a potential cross-contam-
ination of patient-side surfaces and equipment-side oper-
ating surfaces needs to be considered.
Surfaces on which aseptic activities are performed must
be disinfected immediately before the activity to prevent
contaminating low-germ or sterile products. This not only
applies to the work surfaces of the dressing trolley but
also to the clean work surfaces used to prepare infusion
solutions and syringes. For practical reasons, disinfec-
tants with the shortest contact time, e.g., one minute
(min), are preferable.
Surfaces that are frequently disinfected (e.g., clean work
surfaces) typically exhibit a relatively low total number of
colony-forming units (CFUs) when tested by contact cul-
ture (referred to as the “smear” method). Conversely,
frequently touched surfaces that are not intermittently
disinfected, e.g., PC keyboards, boxes for removing
mouth/nose protection and pathogen-free disposable
medical gloves, doorknobs, etc., are often found to har-
bour ≥20 CFU/cm2, including potential nosocomial
pathogens, in contact culture [81], [82], [83]. The rapid
advances in next-generation sequencing (NGS) techniques
have also made it possible to capture the hospital micro-
biome. The hospital microbiome refers to the sum of all
microorganisms that can be detected on the surfaces of
the different areas of the rooms of a hospital. Compared
to contact cultures, NGS is able to identify the genetic
material of many more species. This potentially allows
detection of microorganisms that cannot be cultured.
However, NGS cannot determinewhethermicroorganisms
were capable of reproducing at the time of sampling [84],
[85], [86]. Preliminary studies indicate that environmental
monitoring supplemented by the assessment of the indoor
microbiome in hospitalsmay open up future opportunities
to derive control strategies based on specific character-
istic compositions of the microbiome on the different
surfaces (see section 6.3).
Even patient-remote surfaces that are not in frequent
contact with hands or skin (“low-touch”) need to be in-

cluded as a source of contamination according to an in-
fection hygiene risk analysis, and must be cleaned and
disinfected, particularly in the case of visible contamina-
tion, if patient-remote surfaces are not included in an
outbreak event [87]. Such surfaces include walls (beyond
the direct contact area of the patient’s bed), floors in
areas without increased risk of infection, ventilation out-
lets (including exhaust vents), lamps and radiators. Espe-
cially in the case of non-aerogenic pathogens or patho-
gens that can be transmitted via air turbulence, the im-
portance of disinfecting surface cleaning of patient-re-
mote surfaces to prevent infections decreases with in-
creasing distance from the patient [88].

2.2 Occurrence and tenacity of
nosocomial pathogens in the patient
environment and reduction of the
pathogen load through disinfection
measures

Particularly in near-patient environments of microbially
colonised or infected patients, the etiological species
causing the colonisation or infection can only be detected
if no surface disinfection has been carried out. This also
applies to viruses, specifically enteroviruses [89],
noroviruses [90], [91] and SARS-CoV-2 [92], as well as
bacteria, e.g., MRSA [93], [94], vancomycin-resistant
enterococci (VRE) [93], [95], carbapenem-resistant
Enterobacteriaceae (CRE) [96], [97], Acinetobacter spp.
[91], C. difficile [91], [98], fungi and yeasts [99], and in
rare instances also dermatophytes [100], both on near-
patient surfaces and on hand and skin contact surfaces
as well as on floors [101], [102]. Even Acanthamoeba,
Vahlkampfia and Vermamoeba spp. have been detected
in the dust of internal medicine intensive care units (ICUs)
as well as on equipment, doors and in the air-conditioning
system of surgery and open-heart surgery ICUs [103].
Aspergillus spp. are primarily released during renovation
work [104].
The tenacity of microorganisms or viruses affects the risk
of direct or indirect spread of pathogens, while the min-
imum infection dose determines the risk of disease. Both
Gram-positive and Gram-negative bacteria can survive
for days to weeks or months, depending on the environ-
mental conditions and the pathogen load; bacterial spores
can sometimes survive much longer. The tenacity of vi-
ruses is often lower, with large differences between en-
veloped and non-enveloped viruses (for details on infec-
tious dose and tenacity, see informative appendix, Attach-
ment 1).
The reduction of microbial surface contamination by dis-
infecting surface cleaning has been demonstrated in
variousmedical settings [105], [106], [107], [108], [109],
[110], [111], [112], [113].
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2.3 Infection epidemiological studies

There is a growing body of evidence on the association
between environmental contamination and the risk of
infection. Several studies have shown that when patients
who were colonised or infected with specific pathogens
were discharged, subsequently admitted patients con-
tracted the same pathogen if there were deficiencies in
terminal disinfection [23], [26], [114], [115], [116], [117],
[118]. This has also been confirmed in meta-analyses
[119], [120]. However, none of the studies examined
provide direct evidence that the previous and the new
patient were colonised with the same clone of the respec-
tive species, which means that this association may only
be considered as highly probable. Similarly, environmental
VRE contamination has been identified as an independent
risk factor for contracting VRE in both an internalmedicine
ICU and a post-acute care setting [121], [122]. Results
from one review indicated that both outbreaks and
sporadic infections could be attributed to contaminated
near-patient surfaces [123].
In a cohort study (n=82) investigating risk factors of
household infections with community acquired MRSA
(CA-MRSA), 65% of patients contaminated with environ-
mental CA-MRSA in the household suffered a recurrent
infection, whereas this was only observed in 35.5% of
patients fromhouseholds in the absence of environmental
contamination. Environmental contamination significantly
increased the risk of recurrent infection [124].
In a surgical ICU, the presence of S. aureus on near-pa-
tient hand-contact surfaces tended to be associated with
a higher rate of NIs. The fact that S. aureus genotypes
isolated from patients and the environment cannot be
distinguished from one another in addition to the pres-
ence of temporal dependencies argues for transmission
in both directions [125].
To date, only a few controlled clinical studies have ex-
amined the efficacy of disinfecting surface cleaning, in
the context of standard precautions, with infection as an
endpoint. Intensified disinfecting surface cleaning re-
duced surface contamination by 94% and was found to
result in a 35% reduction in colonisation and/or infection
of patients with MRSA, VRE, C. difficile and multidrug-
resistant Acinetobacter spp. [126]. Most of the investiga-
tions were initiated in relation to a CDI. A before-and-after
study design was used to investigate the impact of the
disinfection on the rate of CDI. By switching from a
chlorine-based surface disinfectant to cloths containing
peracetic acid (PAA), the rate of CDI was reduced from
6/1,000 patients to 2/1,000 patients [25]. Changing
from a quaternary ammonium compound (QAC)-soaked
cloth to hypochlorite disinfection reduced the rate of CDI
by 85%, from 24.3 to 3.6/10,000 patients [127]. In two
other before-and-after interventional studies, the incid-
ence of CDI was reduced only at relatively high endemic
rates after substituting a QAC for hypochlorite; it then in-
creased again after reverting to a QAC, and was once
again reduced upon switching to hypochlorite [128],
[129]. Hacek et al. [130] demonstrated a significant re-

duction in the incidence of CDI even at low endemic CDI
rates after switching from a QAC to hypochlorite. A multi-
center study of 16 hospitals in Ohio (USA), which were
either randomised as intervention or control hospitals,
examined the impact of an intensified surface disinfection
program on the incidence of CDI. The intervention con-
sisted of improving surface disinfection by training, per-
forming quality controls with fluorescent dye, and
providing feedback on the results. Intervention was asso-
ciated with an improved quality of disinfection in the in-
tervention hospitals but had no impact on the rate of
nosocomial CDI. The publication does not specify which
disinfectants were used, which means that the lack of
effect can only be suspected to be due to insufficient
sporicidal efficacy [131].
A cluster randomised cross-overmulticenter study showed
a significant reduction in new colonisations or infections
caused by multidrug-resistant (MDR) pathogens when
sodium hypochlorite was used instead of a QAC. A com-
binationwith UV irradiation did not demonstrate additional
benefits [132]. A before-and-after study demonstrated a
significant reduction in the incidence of MRSA after
switching from a two-step procedure (see section 3.1 for
definition), i.e., cleaning followed by wipe disinfection
with propan-2-ol, to a one-step procedure (see section
3.1 for definition) with a QAC-based disinfectant cleaner
[133]. The two-step procedure described in this paper
presumably resulted in an inadequate disinfection effect,
perhaps due to residual moisture and dilution of the
propan-2-ol or because of excessively rapid evaporation
and inadequate wetting of the surfaces.
To control outbreaks involving VRE [134], [135], C. difficile
[136], MRSA [106], Acinetobacter (A.) baumannii [137],
[138], [139], [140] and multiresistant Gram-negative
bacteria (MRGN) [134], [141], intensified surface disin-
fection proved to be an effective measure in the bundle
of interventions. In addition, several of the studies ex-
amined also demonstrated the reduction of pathogen-
specific surface contamination through surface disinfec-
tion [105], [107], [136].

2.4 Conclusions

Disinfection of near-patient surfaces has the potential to
prevent NIs. To date, this has predominantly been
demonstrated for C. difficile and multidrug-resistant or-
ganisms (MDROs; e.g., Klebsiella pneumoniae, VRE) and
also as part of bundles of measures deployed to control
outbreaks [142]. This is why international guidelines as-
sign a key role to the disinfection of near-patient surfaces
and surfaces that involve frequent hand/skin contact, in
the context of standard precautionmeasures, to interrupt
the spread of critical pathogens and prevent NIs in gen-
eral [143], [144], [145], [146].
Based on the above, and analogous to hand antisepsis,
there are 5 indications for surface disinfection [147]:

• disinfecting surface cleaning of near-patient surfaces
as part of standard precautions (non-targeted surface
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disinfection) in the context of care/treatment, in par-
ticular for frequently touched surfaces,

• targeted disinfecting surface cleaning or surface disin-
fection after contamination with potentially pathogen-
containing material,

• surface disinfection before aseptic activities on the
work surface,

• terminal disinfection,
• disinfecting surface cleaning as part of a bundle of
measures to control outbreaks.

3 Surface cleaning, disinfecting
surface cleaning and surface
disinfection

3.1 Definitions

Surface cleaning: Cleaning processes are intended to
remove impurities (e.g., dust, dirt, organic substances
such as blood, secretions, excretions) using water with
cleaning-enhancing additives (e.g., surfactants). This
process also removes microorganisms mechanically
without actually or intending to kill/inactivate them.
However, there is currently no valid test method for
quantifying cleaning, which means that there is no avail-
able data on the cleaning effect of cleaning agents.
Depending on the amount of contamination, cleaning is
required before disinfecting surface cleaning or surface
disinfection (two-step procedure).
In addition to maintenance cleaning (cleaning as part of
standard precautions), there are additional cleaning and
care measures, e.g., care film renewal, basic cleaning
and floor care, which are not covered in the current re-
commendations [148].
Disinfection: Disinfection is a process that reduces the
reproductive microorganism count to a level assumed to
be harmless in terms of infection hygiene by killing/inac-
tivation, based on the latest standardised, quantifiable
evidence of effect in accordance with themost up-to-date
knowledge, with the objective of converting the condition
of an object/area into one that no longer poses a risk of
infection. This applies to both disinfecting surface clean-
ing and surface disinfection. The basic requirements for
the efficacy of surface disinfectants are not based on
epidemiology and are therefore only a guide.
Disinfection procedures as part of standard precautions
(also referred to as routine disinfection or current disin-
fection): These serve to reduce surface contamination,
without any indication that specific pathogens have been
released, where the additional elimination of these
pathogens would require an extended spectrum of activ-
ity.
In surface disinfection, the surface is disinfected by using
a surface disinfectant without requiring any additional
cleaning effect (one-step procedure). The main area of
application is the disinfection of work surfaces before

aseptic activities, e.g., drawing up syringes or handling
parenterals.
In the case of disinfecting surface cleaning, cleaning and
disinfection are carried out in one operation (one-step
procedure). This is to limit or prevent the spread of
pathogens during patient care and treatment. It also ap-
plies to areas that are suspected or assumed to have
been contaminated with pathogen-containing material
without this being apparent in individual cases. Disinfec-
tion after the patient is discharged/transferred is intended
to prepare the area/room to be used for the care or
treatment of the next patient without posing any risk of
infection.
These two procedures should only be carried out in one
step if the surface is not heavily soiled (see section 5.1).
For disinfecting surface cleaning, products containing
both a cleaning additive and a disinfectant agent are
used. Cleaning agents and disinfectants must not be
mixed unless specified by the manufacturer, because of
potential incompatibilities of the ingredients (mixing pro-
hibition).
Targeted surface disinfection: This requires the use of
surface disinfectants with a specific indication.

• Surface disinfection with specific activity spectrum:
This is performed in cases of patients who shed
pathogens and therefore a specific activity spectrum
for inactivation of the pathogen is required, e.g.,
tuberculocidal, sporicidal, fungicidal or virucidal acti-
vity. It is primarily used in outbreak situations for dis-
infecting surface cleaning during treatment or care of
isolation patients or cohort patients, and for terminal
disinfection after lifting the isolation period (end of in-
fectiousness) or after discharge of the patient.

• Disinfection after contamination with potentially
pathogen-containing material: After contamination
with blood, secretions or excretions, a high load of
pathogens and/or organic material is to be expected.
This type of contamination must be immediately re-
moved bymechanical means (do not use disinfectants
because they fix proteins). Disinfecting surface clean-
ing or surface disinfection (labelled as “dirty”, see
section 5.1) should only be carried out after this initial
step (two-step procedure).

• Terminal disinfection: The facility-specific risk assess-
mentmust determine which pathogens require termin-
al disinfection. Depending on the pathogen, terminal
disinfection may extend to near-patient surfaces or all
accessible surfaces and objects that are potentially
contaminated with the pathogen. In specific instances,
other concentration:time ratios and procedures may
be required than those used for surface disinfection
in the context of standard precautions, e.g., in the case
of officially ordered disinfection with products or pro-
cedures from the list of disinfectants and disinfection
procedures tested and approved by the RKI [76].

According to both § 23 IfSG and § 137 SGB V, in-house
procedures for infection hygiene must be laid down in
hygiene plans. The Technical Rules for Biological Agents
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(TRBA), in particular TRBA 250 “Biological Agents in
Health Care and Welfare Facilities” [149], defines this
requirement more precisely. Accordingly, the cleaning
and disinfection plan for all surfaces of the hygiene plan
should specify when, with what and how these surfaces
are to be cleaned or disinfected, and also include infor-
mation on reuse (see section 8.2).

3.2 Effectiveness of surface cleaning
and disinfecting surface cleaning

Cleaning may deplete pathogens but is generally not
sufficient to kill or inactivate them. Only a few sensitive
pathogens are susceptible to inactivation by surfactants
[150]. This is why cleaning measures alone are not suffi-
cient in health care facilities when disinfecting surface
cleaning or surface disinfection is indicated.
The 4-Field Test provided experimental evidence that
disinfecting surface cleaning achieved a significantly
greater reduction of S. aureus compared to the control,
which used water with an added surfactant [151], [152].
In contrast to disinfecting surface cleaning, there is no
evidence (see section 2.3 for available evidence) that
surface cleaning reduces the rate of NI. Significantly more
nosocomial pathogens were detected on surfaces after
using cleaning solutions than when disinfectant solutions
were used [153].

4 Cleaning and disinfection
measures in different risk areas

4.1 Assignment of rooms to risk areas

As described in the previous sections, the decision as to
whether cleaning or disinfecting surface cleaning should
be carried out depends on a number of factors that may
affect patients, staff and processes. For the purposes of
standardising the cleaning and disinfecting surface
cleaning process to the greatest possible extent, it has
proven practical to divide rooms and surfaces into differ-
ent risk areas (Table 2).

4.2 Information on risks when applying
surface disinfectants

On a facility-specific basis, the hygiene staff are to estab-
lish the extent, activity spectrum, contact time and fre-
quency of surface disinfection in the cleaning and disin-
fection plan, in accordance with TRBA 250 [149] and
based on the hygiene plan (see section 8.2), as a function
of the risk area and risk surfaces (Table 3). Outpatient
facilities that have neither a hygiene control officer nor
IPC link personnel must define and assume responsibility
for infection prevention via the providers or directors of
these facilities according to section 23 (3) of the IfSG
[75]. The plan must take the epidemiological evidence
for infection control in the area of application and the

risks arising from biocide use, as well as the Chemicals
Act [154] and the Ordinance on Hazardous Substances
[155] into consideration. Although contaminated door
handles and keyboards, for instance, have been the cause
of outbreaks [156], [157], disinfection cannot be carried
out after every contact. Therefore, such infection routes
must be interrupted in accordance with the multi-barrier
concept by hand antisepsis, personal protective equip-
ment and distancing working methods (non-touch tech-
nique). In contrast, surfaces that come into contact with
the skin of different consecutive patients (e.g., contact
surfaces of patient couches, headrests, baby scales)must
be disinfected after each use.

5 Requirements for surface
cleaning and disinfection
procedures and selection criteria

5.1 Efficacy and activity spectrum

Cleaning procedures are intended to remove soiling by
purely mechanical means (see section 1.3). However,
there are no requirements for the cleaning effect in terms
of reducing the number of microorganisms.
In contrast, for surface disinfection procedures, the re-
quirements for efficacy are defined by European stan-
dards and national test methods [61], [62], [63], [64],
[65], [66], [67], [68], [69], [70], [71], [72], [73] (for test
methods, see informative appendix, Attachment 1, section
5). Disinfection should achieve a ≥5 log10 kill rate of ve-
getative bacteria on the surface. For yeasts, moulds,
mycobacteria, C. difficile spores and viruses, the require-
ment is set at ≥4 log10 [61], [62], [63], [64]. These require-
ments consider the worst-case scenario of surface con-
tamination in health-care facilities because bacterial
contamination on near-patient surfaces is only in the
range of 30 CFU/cm2 [158]; even in public toilets,
103 CFU/cm2 is not exceeded, and is usually below
102 CFU/cm2 [159]. The test of efficacy thus considers
the application conditions of surface disinfectants by
wiping or – in the case of minor soiling – by spraying. In
the VAH listing, the corresponding suitability for and effic-
acy of the respective procedure are shown based on the
protein (protein error) and blood (blood error) load with
reference to test methods that are similar to the applica-
tion. It is important to bear in mind that the protein error
varies among the disinfectant agents. For instance, QACs
and alcohols have a more pronounced protein error than
do aldehydes. Oxidants have a low protein error but a
high blood error [160]. For the declaration of efficacy on
visually clean surfaces (“low load/clean conditions”), the
test is performed with test soiling of 0.03% albumin, and
in the case of visible contamination (“high load/dirty
conditions”), with test soiling of 0.3% albumin and 0.3%
sheep erythrocytes. For visually clean surfaces, products
should be labelled “clean”; for visibly soiled surfaces,
products should be labelled “dirty”. For heavy soiling, the
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Table 2: Cleaning and disinfection measures based on the risk of infection for patients and staff (the list within columns serves
as an example)
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Table 3: Areas of application for surface disinfection or disinfectant surface cleaning with reference to exposure time and
frequency of applicationa
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two-step procedure with cleaning and subsequent disin-
fecting surface cleaning is to be used instead of the one-
step procedure using disinfectants labelled for “dirty
conditions”.
The activity spectrum for surface disinfectionmust include
vegetative bacteria (bactericide) and yeasts (levurocide)
as a basic requirement. Depending on the pathogen,
additional pathogens such as Mycobacterium (M.)
tuberculosis (tuberculocidal), atypical mycobacteria (my-
cobactericidal), bacterial spores (sporicidal), moulds
(fungicidal) and/or viruses (products with limited virucidal,
limited virucidal PLUS or virucidal activity) may also need
to be inactivated. The declaration of the activity spectrum
is based on the required efficacy against the test organ-
isms specified in the test standards (see informative ap-
pendix, Attachment 1, Tab. 7). If the VAH or RKI lists do
not include any products that are effective against C.
difficile and/or viruses, the product selection for these
areas of activity may be evaluated based on the plausibil-
ity and congruence of the expert opinions and test reports
(at least two from independent, accredited test laborato-
ries) in line with the methods published in Germany. If a
pathogen is known to have a higher chemoresistance
(e.g., such as Candida (C.) auris [161]), a recommenda-
tion for use can be derived, if necessary, by evaluating
currently available evidence.
In selecting the surface disinfectant, a careful risk-benefit
analysis based on the activity spectrum and the compat-
ibility profile (human, animal, environment, material) (see
informative appendix, Attachment 1, section 3) must be
performed. The manufacturer’s product information is to
be used for this purpose; it provides details on the activity
spectrum, application concentration and contact time.
Indicative data on the activity spectrum of microbicidally
active substances or substance classes for surface disin-
fection are given in Table 4. It should be noted that this
table only provides a guide, because commercial products
are generally combinations of several active substances
which, together with the specific type of formulation, may
influence efficacy. This is why the efficacy documented
in expert opinions is decisive, whereas the tolerability can
only be estimated, with the individual active substances
contained providing orientation, as combination effects
remain to be determined.

5.2 Contact time

The killing/inactivation of microorganisms follows charac-
teristic kinetics depending on the type of active sub-
stance, the amount of disinfectant applied and the con-
centration [162]. In laboratory tests, large quantities of
test organisms (106 up to 108) are used for methodologi-
cal reasons to enable the required reduction to be mea-
sured. These high pathogen counts only occur in visible
contaminations or in biofilms. Generally, surfaces are
significantly less soiled in practice. In addition to the dis-
infection effect, wiping the surfaces also mechanically
removes pathogens. Results from practical tests of sur-
face disinfectants ensure that even greater numbers of

pathogens are killed/inactivated at the indicated contact
time. The smaller the amount of disinfectant applied, the
greater the risk of non-wetted surfaces.
When disinfecting surfaces, and depending on the risk
of infection (see Table 2) and the level of patient safety
required, it is important to evaluate whether the surface
can be used after drying or whether the contact time
should be observed before use. This is because the
killing/inactivation of the pathogens is not linear, but
logarithmic. Consequently, depending on the type of use,
surfaces can in the majority of cases be used or walked
on after air drying, provided the specific characteris-
tics/conditions outlined in Table 3 are observed. This
approach is warranted if there is no visible/massive
contamination (low pathogen load), a sufficient amount
of disinfectant is applied by mechanical means (wiping),
and the application conditions are derived from practical
tests and not from suspension tests. Suspension tests
are still often employed to deterimine efficacy against
viruses or bacterial spores, because practical tests usually
involve higher concentrations and/or longer contact time.
Insofar as the 4-hour value is to be applied, given the low
concentration, there is a risk that pathogen reduction will
not yet be sufficient by the time the surface dries, which
means that the surface cannot be considered disinfected
at this stage.
The operating theater is a very particular area because
it encompasses different contamination risks depending
on the surface (aseptic surfaces, frequently touched or
near-patient surfaces, and rarely touched or patient-re-
mote surfaces). While the instrument table as a surface
for aseptic activities should not be used before the con-
tact time period has been completed, other surfaces can
already be used after drying. Whether the next operation
(incision) can begin before the end of the contact time
needs to be determined with the help of a hospital hygien-
ist, as part of the risk assessment. Aspects such as con-
tamination of the operating theater floor, air conditioning,
type of operation, etc. must be considered. Depending
on the surface, disinfectants with a very short contact
time can be selected, e.g., contact time of 1 min for in-
strument tables or ≤5 min for floors.
In addition to the specifications given in Table 3, waiting
for completion of the contact time is required in the fol-
lowing situations:

• in all cases where the applied product is rinsed off
with drinking water, thereby terminating the disinfec-
tion process, e.g., in the ward kitchen or in patients’
bathtubs,

• if efficacy against viruses or bacterial spores has only
been demonstrated in suspension tests.

5.3 Preventing the spread of pathogens

Cleaning solutions in particular, but also to some extent
disinfectant solutions involving the re-immersion of the
wiping textile after wiping surfaces, are rapidly contami-
nated with pathogens such as Pseudomonas (P.) aeru-
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Table 4: Indicative data on the activity spectrum of microbicidal active substances or substance classes for surface disinfection
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ginosa, Enterobacteriaceae and Acinetobacter spp. [153],
[163], [164]. The application of contaminated solutions
results in the further spread of microorganisms on sub-
sequently mopped surfaces and may be associated with
outbreaks [165]. Cleaning and disinfection procedures
must therefore be organised and carried out in such a
way that they do not increase the microbial load and
spread pathogens on surfaces (see section 6.1.1). The
re-immersion of used wiping textiles in particular is not
permitted [148]. If nosocomial colonisations and infec-
tions increase, incorrectly performed cleaning and disin-
fection procedures must also be considered as a source
of infection.
Wiping textiles intended for repeated use must be ma-
chine processed in such a way that no pathogens are
detected after processing and there is no subsequent
microbial propagation (no residual moisture). Visual
cleanliness must be achieved at the same time. Other-
wise, the disinfectant may be inactivated by remaining
impurities and lose its effectiveness. Thismay lead to the
development of tolerance or resistance [166]. It should
be noted that when pre-soaked wiping textiles are left to
stand for a long time, this too may result in microbial
propagation [148].

5.4 Prevention of selection and
development of resistance

Depending on themode of action of specificmicrobicidally
active substances, these may lead to the development
of resistance, in some cases even cross-resistance to
antibiotics – a factor that has to date received too little
attention when selecting surface disinfectants.
Among the disinfectants used for surface disinfection,
the development of resistance has so far only been
demonstrated for QACs, e.g., for benzalkonium chloride
(BAC) and didecyldimethylammonium chloride (DDAC).
At the genetic and molecular level, the underlying resis-
tance mechanisms may be elucidated, e.g., by detecting
non-specific multidrug efflux pumps [167], [168], [169],
[170], [171], [172]. This also explains the simultaneous
increase in resistance to certain antibiotics. Resistant
staphylococcal strains with cross-resistance to antibiotics
were only detected in isolates obtained from surfaces
disinfected with BAC-soaked cloths or BAC sprays and
not from surfaces that were not disinfected with BAC
[170]. A P. aeruginosa strain that underwent passaging
in vitro increased its resistance to BAC from 0.02 to
0.36% [173]. If, for instance, BAC used as a monoactive
substance reaches or is diluted more than the 4-hour-
concentration threshold, a weakening of the effect in
practice cannot be ruled out. It remains to be investigated
whether this is also the case when used in combination
with other microbicidal active substances or when BAC
is used together with a basic additive to achieve a high
alkaline pH value, which results in virucidal efficacy. For
DDAC, BAC and cetyltrimethylammonium chloride, an
adaptive increase in resistance can be induced by pas-
saging at sublethal concentrations [174], [175]. If DDAC

is used long term at growth-inhibiting rather thanmicrobi-
cidal concentrations, species with increased antibiotic
resistance can be selected [176]. There was also evi-
dence of an adaptive development of resistance to the
combination of DDAC with 2% propan-2-ol in P. aeru-
ginosa strains which was possible to reverse by increased
concentrations of the active substances or a longer con-
tact time [177]. To conclude, it may be deduced that
particularly for QAC-based surface disinfectants, the active
substance should be used at concentrations that are ef-
fective against microbicidal and levurocidal activity. In
suspension tests, the lowest effective BAC and DDAC
concentration was found to be 0.005%. In the event of
an MDR-strain outbreak, surface disinfectants based
solely on QAC should not be used, as it is impossible to
predict the sensitivity of antibiotic-resistant strains to QAC
[178].
Resistance has not been reported to develop against al-
cohols, glucoprotamine, aldehydes, PAA, peroxides,
chlorine dioxide and hypochlorite. Compared to
chloramine B (diluted 1:250), the minimum inhibitory
concentration (MIC) increased significantly, while the
minimum bactericidal concentration (MBC) remained
unchanged, i.e., the application concentrationwas uncon-
ditionally effective [179].

5.5 Risks to humans and the
environment

The active agents used to disinfect surfaces differ signi-
ficantly in terms of their risks to humans and the environ-
ment [180], [181] (see also informative appendix, Attach-
ment 1, section 3). Due to their microbicidal mode of
action, disinfectant agents require careful toxicity and
ecotoxicity evaluation tominimise side effects for humans
and the environment as far as possible. This is addressed,
among other things, by the requirements of the Technical
Rules for Biological Agents (TRGS), in particular TRGS
525 [182], and the TRBA 250 recommendations [149]
on occupational health and safety. More details are
provided in the recommendations of the German Social
Accident Insurance (DGUV), the International Social Se-
curity Association (ISSA) [183], [184], [185] and in the
informative appendix (Attachment 1) to the current recom-
mendation. Independent of this, the toxicity and ecotox-
icity assessment is part of the biocide authorization pro-
cedure.
Aminimization principle applies to the handling of hazard-
ous substances, which states that the use of disinfectants
must always be objectively justified andminimised as far
as possible [154], [155]. Although the EU authorization
allows the unrestricted marketing of active substances
listed below in terms of their toxic risks, the informative
appendix (Attachment 1) provides suggestions from a
risk-assessment perspective, in the interest of protecting
health. The informative appendix (Attachment 1) therefore
gives suggestions on potential side effects of selected
active agents for humans and the environment and lists
alternative active agents with the same activity spectrum.
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However, only active agents whose risks have not been
assessed as part of the biocide product authorization are
considered.
Short-chain aliphatic alcohols: Due to their flammability,
alcohols should only be used on small, delimited surfaces
(max. 50 ml/m2 [182]). Any possibility of sparks from
electrical equipment or electrostatic charge must be ex-
cluded. Exposure by inhalation does not pose a health
hazard [186], [187]. The material compatibility must be-
taken into account, as some plastics are susceptible to
damage. It should be noted that open containers may
release active substances by evaporation.
Aldehydes: Aldehydes should be rejected for toxicological
reasons, particularly for surface disinfection, but also for
room disinfection, as more compatible alternatives are
available. Themain hazard is their allergenic potency with
cross-sensitization occurring between aldehydes. For
formaldehyde, the threshold concentration for sensitiza-
tion is 0.3%, and for triggering an epicutaneous reaction
0.05% but in extremely rare cases <0.05%. Long-term
inhalation exposure to formaldehyde increases the risk
of chronic obstructive pulmonary disease (COPD) [188].
The WHO (2010) recommendation for indoor environ-
ments, which has been adopted by the German Federal
Environment Agency, applies to patients and work areas
where formaldehyde is not normally handled. The formal-
dehyde concentration should not exceed 0.08 parts per
million (ppm) (0.1mg/m3) at any time or in any 30-minute
period [189]. In workplaces where formaldehyde is
handled, an occupational exposure limit (OEL) of 0.3 ppm
(0.37 mg/m3) applies; for 4×per shift, a concentration
twice as high is permissible for 15 min at one hour inter-
vals [190]. Both specifications are designed to prevent
irritant effects as well as cancers induced by tissue
damage.
Room fumigation with formaldehyde is no longer carried
out in hospitals, except for special isolation wards, or as
part of patient transport, but only to avert the risk of ex-
ceptional infectious events. If disinfectants containing
formaldehyde are to be used in disinfection measures
ordered by the authorities, occupational safety measures
must be taken to exclude any risks. Alternatively,
nebulization of hydrogen peroxide (H2O2) should be con-
sidered.
Glutaraldehyde is also released into the ambient air when
used for disinfection. The OEL for handling glutaraldehyde
is 0.2mg/m3 (0.05 ppm); for 4×per shift, a concentration
twice as high is permissible for 15 min at one hour inter-
vals [190]. As the odor threshold is 0.04 ppm, there is
an inhalation risk if odor is perceived [191]. Measure-
ments in different workplaces in the hospital found values
of up to 0.08 ppm. In endoscopy units, provocation tests
confirmed the association between exposure to glutaral-
dehyde and the triggering of asthma and rhinitis [192].
Aliphatic carboxylic acids: Organic carboxylic acids (e.g.,
lactic acid and formic acid) for surface disinfection are
either used pure or in combination, e.g., with QAC, to re-
duce the QAC concentration. They pose no toxic risks at

their application concentrations and are environmentally
safe [193]. In addition, they also remove limescale.
Peroxides:When using H2O2 for room disinfection, due to
the instability of H2O2 the room can be accessed after the
end of the decay time which is dependent on the proce-
dure used (OEL: 0.5 ml/m3 or 0.7 mg/m3). Patients may
only access the room when the H2O2 concentration has
fallen below the derived no-effect level (DNEL) for acute
inhalation exposure of the general population, which is
set at 1.93 mg/m3 [194]. Modern technologies monitor
the ambient H2O2 air concentration during nebulization
until the room is cleared for access. If colloidal silver in
the ppm range is added to the H2O2 as a catalyst, an in-
halation risk cannot be ruled out due to the stability of
colloidal silver even after H2O2 has fallen below the detec-
tion limit.
Peracetic acid (PAA): Analogous to peroxides, PAA is not
allergenic. However, if inhaled, PAA (2.4 ppm) is neurotox-
ic [195]. The inhalation of PAA, even at relatively low
concentrations, has an irritant effect; according to the
ECHA, the DNEL for occupational safety is 0.56 mg/m3

and 0.28 mg/m3 for the general population [196]. Odor
nuisancesmay be expected even below these concentra-
tions; good ventilation is required. PAA is particularly
corrosive to copper and its alloys.
Chlorine-releasing compounds: Hypochlorite and hypo-
chlorous acid are slightly toxic, but are perceived as odor
nuisances and respiratory irritants depending on their
concentration, which is why they are hardly used in Ger-
many, in contrast to Anglo-American countries or southern
Europe. If hypochlorite and hypochlorous acid are handled
in strongly alkaline formulations, potential health hazards
must be considered. When mixed with acidic solutions,
life-threatening chlorine gas emissions may occur. Hypo-
chlorites are not compatible with some surfaces (e.g.,
aluminium). Sodium hypochlorite very rarely induces
sensitization. Tosylchloramide sodium (chloramine T) is
a weak allergen; if it is inhaled as dust, allergic respiratory
diseases may be triggered in some isolated cases [160].
A problem for all chlorine-releasing compounds, including
chloramine T, is that they form adsorbable, organically
bound halogens (AOX), which are toxic, biologically poorly
degradable with mutagenic and carcinogenic potency
[197], which often lead to threshold values being ex-
ceeded in hospital wastewater. However, the largest
source of AOX is organic iodine compounds in X-ray con-
trast media [198], [199]. Where sporicidal action is re-
quired, oxidants are preferable to chlorine-releasing
compounds for large-scale use, in order to reduce the
contamination of wastewater with AOX.
QAC: The large-scale, regular application of QAC has not
been sufficiently characterised in terms of toxicology.
When applied to floors, a visible accumulation develops
which cannot be removed using normal cleaningmethods.
When applying disinfectants, a proportion of the QAC
adheres to aerosols or dust particles and – when these
are disturbed, e.g. by walking on surface-disinfected areas
– dry QAC may detach and find its way into the ambient
air, resulting in either inhalation uptake or further dispers-
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al [200]. Due to the high surface activity of QACs, inhaled
dust particles can attack the surfactant of the lungs,
which may cause and/or promote the development of
COPD. In addition, QACs are highly cytotoxic to the upper
respiratory tract. In patients with bronchial asthma, BAC,
the main form of QAC, can induce bronchoconstriction at
the 600 µg dose level [201]. Animal studies point to ad-
ditional risks associated with exposure to BAC. BAC is
classified as class I acute inhalation toxicity agent based
on findings from animal studies. A 2-week exposure to a
BAC-triethylene-glycol mixture induced severe respiratory
symptoms and degenerative changes in the nasal cavity
of rats [202]. When used to disinfect surfaces in animal
husbandry (laboratory mice), reduced fertility, delayed
embryonic development and impaired immune responses
were reported as side effects [203]. Based on current
understanding, a developmental neurotoxic effect of BAC
also cannot be ruled out, although the oral intake of
120 mg BAC/kg body mass/d tested was relatively high.
In pregnant laboratory mice, oral administration of BAC
was shown to cross the blood-plasma barrier, reach the
neonatal brain and alter brain sterol and lipid homeosta-
sis [204]. BAC administered through the maternal diet
during pregnancy passes the placental barrier and alters
brain cholesterol and lipid homeostasis in newborn mice
[204]. In 43 randomly selected participants (population
sample), the presence of QACs in the blood was detected
in 80%, and in half of these individuals, QAC levels varied
between 10 and 150 nM (nanomolarity), which is the or-
der of magnitude that affects cell metabolism in cell cul-
ture. Participants were found to exhibit a dose-dependent
decrease in mitochondrial function and an increase in
inflammatory cytokines. The concentration of cholesterol-
synthesis pathway intermediates generally increased
[205]. QACs have also been detected in breast milk at
concentrations ranging from0.33–7.4 ng/ml [206]. Since
QACs are not only used in disinfectants and cleaning
agents, but also as preservatives in personal care
products and food processing, their origins cannot be
established with any certainty. Given that surface disin-
fection in particular leads to chronic exposure by inhala-
tion, these findings are alarming.
Allergic contact dermatitis caused by QACs and cross-re-
activity with different QACs [207] has been known for
some time [208], [209], [210]. In pig farmers [211], the
use of disinfectants containing QACs was associated with
asthma. The use of QACs for disinfection was also signi-
ficantly associated with asthma in clinical nurses, as de-
termined by questionnaires, workplace analysis, lung
function testing and a specific IgE assay [212]. However,
a questionnaire survey on the use of QACs in MD pro-
cessing did not confirm an association between QAC use
and asthma [213], presumably because of the lower level
of exposure. A prospective cohort study (n=116,429;
14 US states) demonstrated an association between
exposure to disinfectants and COPD in nurses irrespective
of smoking and asthma status [214]. The use of hypo-
chlorite and glutaraldehyde-based disinfectants was as-
sociated with an increased risk of asthma [215]. Pro-

longed exposure to a BAC-containing cleaning solution in
the workplace resulted in occupational asthma. Changing
the workplace resulted in complete remission [216]. The
use of disinfectant surface cleaners has also been asso-
ciated with bronchial hyperresponsiveness [215]. In any
case, spray application of QACs should be avoided be-
cause of the high inhalation exposure [217].
Phenol derivatives: Today, these are rarely used in surface
disinfectants, primarily for toxicological reasons. In addi-
tion, they have a comparatively low efficacy, a narrow
activity spectrum, are difficult to degrade and produce
AOX in the case of chlorinated cresols and phenols. In
addition, they have an unpleasant, persistent odor [218].
Glucoprotamine:No data have been published on incom-
patibilities for glucoprotamine used as a surface disinfec-
tant [219]. The application of glucoprotamine is associ-
ated with a low build-up on surfaces.

5.6 Waste disposal

Cleaning and disinfection agents whose ingredients are
easily and completely biodegraded or at least eliminated
during wastewater treatment, so that they cannot enter
the water cycle, are preferable [220], [221]. There is a
risk of developing resistance due to dilution effects de-
pending on the active agent, an issue that has received
little attention to date. When preparing the working solu-
tions of cleaning agents and disinfectants, it is important
to ensure that the quantity prepared is almost completely
consumed, in order to minimise the wastewater load
[221]. Concentrates, e.g., containers that are past their
use-by date, must be disposed of as hazardous waste
[222]; see the manufacturers’ safety data sheets and
operating instructions.

5.7 Staff protection

When handling either concentrates or working solutions
of surface disinfectants and cleaners, the risk to skin and
mucous membranes from contact and inhalation of va-
pors must be considered. Protective measures specified
by the manufacturer in the product-specific safety data
sheet should therefore be carefully observed, for example:

• Prepare the disinfectant solution while wearing protec-
tive goggles, if necessary also mouth-nose protection,

• Wear suitable protective gloves where contact with
the disinfectant and the solution for use may occur
(this also applies to soaked cloths),

• Follow the order of mixing,
• Ventilate rooms during large-scale disinfection; respi-
ratory protection masks may be necessary during dis-
infectionmeasures requiring high ambient-air concen-
trations of irritating substances,

• When working in wet conditions or wearing waterproof
gloves for >2 hours, implement a skin protection plan
[149], [223].

18/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



Spray disinfection is only permitted in justified exceptional
cases [217], e.g., if the surface cannot be reached by
wipe disinfection [182].
If surface disinfectants or cleaners are advertised as
spray products by the manufacturer, special instructions
in the safety data sheetmay apply. If surface disinfectants
or cleaners are to be used for spraying but this is not
specified by themanufacturer, respiratory protectionmay
be required.

5.8 Fire protection

For alcohol-based surface disinfectants, additional pro-
tective measures are required due to fire and explosion
risks. For example, the use of alcohol-based disinfectants
is not permitted near open flames or other ignition
sources. In accordance with TRGS 525 [182], the follow-
ing apply:

• The total quantity applied per room must not exceed
50 ml/m2 room floor area for safety, health and explo-
sion protection reasons.

• Aerosol formation must be avoided as far as possible.
Hot surfaces must be cooled before disinfection.

• Disinfection may only be commenced when there are
no other flammable gases or vapors in the ambient
air.

It makes sense to summarise the work area- and sub-
stance group or substance-related operating instructions
with the specifications from the hygiene, cleaning and
disinfection plan as well as the skin protection plan in
the same work instructions [182].

5.9 Conclusions

The following criteria apply to the selection of disinfec-
tants:

• required activity spectrum,
• feasible contact time,
• risks to humans and the environment,
• compatibility with materials,
• acceptance (no or low odor nuisance),
• storage stability of working solutions and
• cost-effectiveness.

Aminimization principle applies to the handling of hazard-
ous substances, which states that the use of disinfectants
must always be objectively justified andminimised as far
as possible [154], [155].
The selection of disinfectant must be based on a careful
risk-benefit analysis (see section 5.1 of the current recom-
mendation and section 3 of the informative appendix,
Attachment 1). In other words, the product with the
broadest spectrum of activity should not be used in every
situation without considering the associated risks. It is
therefore preferable to select a product or product con-
centration that is sufficiently effective for the intended
application.

For small surfaces, alcohol-based surface disinfectants
are preferable due to their rapid action, provided that
there are no material incompatibilities, because they are
not only harmless to human health and the environment
but are also biodegradable.
For toxicological reasons, formaldehyde-based surface
disinfectants are no longer recommended for prophylactic
disinfection and terminal disinfection. If disinfectants
containing formaldehyde are to be used in disinfection
measures ordered by the authorities, occupational safety
measures must be performed to exclude any risks. Glu-
taraldehyde and glyoxal-based surface disinfectants
should only be used if there is no available alternative.
For disinfection of sanitary areas (washbasins, toilets,
shower trays, drains), peroxides with sporicidal activity
are the agent of choice because they leave no residues,
do not form AOX as chlorine-releasing compounds do,
and are advantageous in sanitary areas [52]. Cleaning
or disinfection products for sanitary surfaces often include
acidic formulations to dissolve limescale, e.g., by adding
citric, sulfamic or lactic acid, which all have relatively good
material compatibility.
CDIs require the use of sporicidal surface disinfectants.
Although sodium hypochlorite (bleach) is predominantly
used in the USA and the UK whenever sporicidal activity
is required, peroxides or PAA are recommended in Europe
to prevent contaminating wastewater with AOX.
In case of viral infections, products declared as limited
virucidal, limited virucidal PLUS or virucidal must be se-
lected depending on the pathogen.
For open tuberculosis caused by M. tuberculosis, tuber-
culocidal products suffice. For non-tuberculousmycobac-
terioses, products with mycobactericidal activity should
be used, e.g., peroxides. If an anti-mould activity is re-
quired, e.g., after remediation of moisture damage in
accordance with the Federal Environment Agency Mould
Guide [224], products declared as fungicides (efficacy is
based on fungal spore testing, as these provide the only
quantifiable measurements [72]) should be used. Since
efficacy testing for dermatophytes is not included in the
VAH test hierarchy [61], [62], if disinfection is necessary,
for instance, in the case of particularly contagious
dermatomycoses (e.g., tinea capitis caused byMicrospor-
um audouinii), the best option is to ask themanufacturer
for any available test reports. Alternatively, data on indi-
vidual active ingredients [225] can also be obtained, al-
though efficacy is influenced by the overall formulation.
Other requirements may therefore also need to be con-
sidered. For example, the specifications of food lawmust
be followed in hospital kitchens. The DVG also publishes
the DVG disinfectant list for the food sector, which spe-
cifically covers the application of chemical disinfection
procedures in the food sector [74].

19/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



6 Procedures for surface cleaning,
disinfecting surface cleaning and
surface disinfection
The cleaning and disinfection of surfaces is mainly per-
formed manually. Given that the resulting quality of
manual wipe disinfection hinges on the human factor,
non-contact equipment technologies have also emerged
as alternatives in recent years (see section 6.2). Only
time will tell if such techniques can replace manual wipe
disinfection as part of standard precautions.
Probiotic detergents, i.e., probiotics combined with sur-
factants, have been developed as a promising option to
reduce exposure to chemical substances (see section
6.3).

6.1 Methods using chemical
disinfectants

There are a number of different methods for preparing
chemical disinfectant solutions, their application and
distribution on the given surface, and auxiliary materials
used. The different conditions of use have yet to be
compared in clinical trials. Part of the procedural efficacy
testing involves simulating the application methods in
practice-based trials. When selecting procedures, the ef-
ficacy, feasibility, effectiveness, health hazards and costs
need to be evaluated.

6.1.1 Wipe disinfection

Differentmethods are available depending on the nature
and size of the surface to be treated and the indication
for disinfection.
Surface disinfectants are either supplied as directly ap-
plicable ready-to-use solutions or as concentrates which
need to be diluted on site to the appropriate working
solution. Concentrates provide the advantage of lower
transport and storage costs, but the risk of incorrectly
prepared working solution concentrations is inherent.
The following should be noted:

• Preparation of the working solution:
Important information: Working solutions should not
be left uncovered to avoid altering their concentration
and avoid any unnecessary pollution of ambient air;
they should be used within one working day. If the
manufacturer specifies a shelf life for the working
solution, this should be respected.

• Reusable or disposable textiles:
Disinfectants may be applied and dispersed with re-
usable textiles that can be processed or with dispos-
able textiles. One study, which found that the life cycle
assessment of a disposable wipe or mop head was
more favorable compared to the reusable alternative,
needs to be reviewed because the methodology de-
scribed does not provide sufficient information to reach
a conclusive assessment [226]. Although the life-cycle

assessment of surgical gowns showed that reusable
textiles were superior to disposable textiles [227], this
conclusion is not transferable to wiping textiles. Overall,
there are insufficient data available to draw any con-
clusions on wiping textiles. In order to select the more
environmentally friendly alternatives, independent
comparative life-cycle assessment studies on dispos-
able and reusable wiping textiles (including wipe dis-
penser systems versus ready-to-usewipes) are needed.

Reusable textiles: Important information: In principle, it
should be notedwhether themanufacturer of the process-
able wiping textile provides information on the maximum
number of processing cycles, as material wear increases
with each use and each processing cycle. Excessive pro-
cessing may result in the loss of cleaning characteristics
[228]. Accordingly, reusable textiles should be disposed
of at the latest when they no longer fulfil their intended
purpose. Reusable textiles need to be processed using
validated chemo-thermal or thermal disinfection washing
procedures, unless pre-soakedmop heads are used. They
are subsequently dried and must be stored in a hygienic
manner, specifically in a dry place, to prevent the
propagation of microorganisms [229], [230]. All process
parameters, such as concentration of the process
chemicals, contact time, temperature and diluting effects,
need to be strictly observed. Other additives, such as al-
kaline wash enhancers, can only be added if the efficacy
of the process with this additive has been confirmed un-
der specified conditions. Microbiological testing of pro-
cessed, reusable textiles revealed clear deficiencies when
the above requirements were not met [231]. In addition,
when using processable textiles with different material
qualities, there is a risk of the active ingredients of the
disinfectant being adsorbed onto thematerial. If the cloth
has not been tested with the specific disinfectant, a de-
gree of uncertainty remains regarding its effectiveness,
as the level of liquid absorption and active ingredient
adsorption varies depending on thematerial. Wipe textiles
used should offer a high absorption capacity for liquids,
be resistant to cleaning detergents and disinfectants,
have low fluffing characteristics and be easy to process
at high temperatures.
Disposable textiles: Two options are available: ready-to-
use wipes soaked with disinfectant solution in disposable
packaging (e.g., as commercially available flow packs or
compact free-standing containers) and pre-soaked wipe
dispenser systems. The manufacturer is responsible for
ensuring that the textile and disinfectant are compatible
and that the efficacy of the disinfectant is consistent over
the application period.
Important information: The advantage of ready-to-use
products is their immediate availability at their place of
use. They are available in different sizes for all spectra
of action. The shelf life after opening is up to 3 months.
Disadvantages are the high volume of waste generated,
which includes plastic packaging, the potential that insuf-
ficient liquid is delivered to the surface to be disinfected,
the risk of a limited shelf life, and high costs.
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The requirements that apply to pre-soakedwipe dispenser
systems are evenmore stringent for ready-to-use soaked
disposable wipes.

• On-site preparation:
Disinfection may be carried out either with dry wiping
textiles that are soaked in a freshly prepared disinfec-
tant solution (working solution), pre-soaked textiles,
or with cloths that have been packaged ready-for-use.
Themanual pre-soakingmethod requires a daily supply
of ready-to-use, processable wipe dispenser systems
or wipe dispenser systems containing dry, non-woven
wipe rolls, that are then processed by filling with the
disinfectant solution for pre-soaking. The shelf life of
manually disinfectant pre-soaked cloths depends on
the system. Pre-soaked reusable textiles usually have
a shelf life of one working day if stored properly (con-
tinuous storage of the wiping textile in the working
solution in a suitable closed container). For wipe dis-
penser systems, it is generally 28 days. The manufac-
turer of the wipe roll or the disinfectant used in pre-
soaked wipe dispenser systems must provide expert
evidence, e.g., by chemical analysis, that active-ingredi-
ent activity is not lost during the specified shelf life
[232]. Before deploying wipe dispenser systems, the
suitability of the system for the application area must
be evaluated.
Mechanical pre-soaking (processing) is carried out in
washing machines designed for this purpose; manu-
facturer’s instructions for the cleaning textiles, washing
machines, dosing devices and cleaning and surface
disinfectants used must be followed [148]. Wiping
textiles are processed in the washing machine. This
involves pre-soaking the textiles with disinfectant in
the washing machine and then storing in a closed
container until wiping textiles are removed for use
(note: comply with the specified maximum storage
times). The procedure for machine pre-soaking must
be validated in accordance with DIN 13063 [148]. The
intervals for revalidation are to be determined with the
auditor in collaboration with hospital hygiene. Due to
the variety of influencing factors (e.g., dilution effects,
detergent residues), the process must be viewed crit-
ically [233], [234]. DIN 13063 specifies a number of
criteria for determining whether the machine-pre-
soaked wiping textiles produce the desired disinfection
result right up until the end of the shelf life [148].
Important information: In the case of wipe dispenser
systems, if the shelf life is surpassed, the dosage is
too low and/or the containers are inadequately pro-
cessed, this may cause any introduced infectious
agents to become tolerant to disinfectants and create
a potential infectious reservoir, potentially with the
formation of biofilms. Previous studies detected con-
taminations particularly with formulations based on
surface-active substances, more rarely also with alde-
hyde-based formulations, but so far not with alcohol-
based active substances [235], [236], [237]. There-
fore, the VAH disinfectants commission does not re-

commend the use of processable wipe dispenser sys-
tems – except systems with alcohol-based disinfec-
tants – in areas at increased risk of infection, e.g., in-
tensive care unit, hematology/oncology, neonatology,
burns ward. This recommendation also applies to
systems where only the closing mechanisms (lids) are
processed [238].
Before reloadingwipe dispenser systems, the container
and lid must be processed with a bactericidal, fungi-
cidal and sporicidal activity spectrum, according to the
manufacturer’s instructions. Processing of an experi-
mentally contaminated wipe dispenser system in the
washer-disinfector (WD) machine, regardless of
whether chemical cleaners were added or not, was
shown to prevent recontamination, provided a tempera-
ture of 60–70°C was maintained for at least 5 min.
Similarly, pre-cleaning with hot water or a thorough
cleaning step followed by wipe disinfection using a
disposable wipe and oxygen-releasing disinfectant
prevented recontamination of the disinfectant. How-
ever, the efficacy of neither processing method was
tested for contamination with spores [239].
Independent of verifying that the wipe dispenser sys-
tems are handled correctly, in the context of outbreak
situations with relevant pathogens and particularly
with Gram-negative bacteria, a hygiene-microbiological
inspection of the processable wipe dispenser systems
should be carried out, [232]. In addition, an annual,
random hygiene-microbiological inspection by mem-
brane filtration may be considered to monitor the
processing. The recommended limit for disinfectant
solutions in processable wipe dispenser systems is
0 CFU/10 ml for Gram-negative microorganisms and
3 CFU/10ml for aerobic spore-forming organisms and
other apathogenic environmental flora (e.g.,Micrococ-
cus spp.). Testing should include all processable wipe
dispenser systems in use. Processable wipe dispenser
systems in non-risk areas can be reviewed for initial
indications on suitable culture media for testing (e.g.,
dip slides) [240].
To ensure that staff are protected and to prevent
contamination, the cloths need to be removed with
fresh or disinfected protective gloves of the appropriate
resistance class.
In practice, observations have shown that if the lid is
not closed, disinfectant wipes protruding from the
bucket dry out and lose their efficacy. There is also a
risk of contamination with Gram-negative bacteria,
e.g., as a result of coming into contact with contami-
nated gloves, particularly from wet areas. It is neces-
sary to ensure that disinfectant wipes do not dry out,
e.g., as a result of incorrect closure of the system, and
that wipes do not protrude freely. In addition, the
working instructions should state that the lids of pro-
cessable disinfectant wipe dispenser systems should
be securely closed when the wipes are not being used
[232]. The quality of the textile needs to enable optimal
soaking to the last wipe, i.e., the liquid content needs
to remain constant and theremust be no evaporation.
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• Application procedure:
The application of the surface disinfectant should be
as standardised as possible.
Important information: To ensure the effectiveness of
the disinfection, the surfacemust be completely wetted
with an appropriate amount of disinfectant solution
(individual visual control of the wetting may be useful).
It should be noted that manufacturers do not generally
provide information on the range of appropriate wetting
for any of the wiping textiles. Although a suitable
method has been proposed for ready-to-use wipes
[241], ultimately it is hoped that this information (m2

surface that can be disinfected/wipe) will be available
to help in practice. As long as the efficacy of ready-to-
use disposable wiping textiles is certified in the 4-Field
Test, the quantity required as a function of surface
area is not necessary.
The applied disinfectant should not be removed by
wiping with water or dry wiping before completion of
the contact time. A notable exception is the kitchen
area, where disinfectant residues are removed, e.g.,
by rinsing, after completion of the contact time.
In general, disinfection procedures need to uphold the
discard principle, i.e., the wiping textile should only be
immersed in the disinfectant solution once, because
the efficacy of the disinfectant is reduced or eliminated
by contaminants that are transferred into the solution.
Re-immersion of the wipe is not allowed. To implement
this method, several wipe textiles should initially be
immersed in the clean working solution before use,
then continuously removed as needed during the
cleaning or disinfection process and finally directly
collected for processing or disposal (this is called the
mop-head changing method).
If the surface is heavily contaminated, e.g., with blood,
vomit, etc., the contaminant needs to be removed im-
mediately by mechanical means (do not use disinfec-
tants because they fix protein). Disinfecting surface
cleaning or surface disinfection is only carried out
thereafter (two-step procedure).
To prevent the spread of pathogens, differently colored
textiles should be provided for cleaning and disinfect-
ing surface cleaning in different areas. The clothsmust
be processed or discarded after each patient unit
(patient room incl. sanitary area) [148], [180], [242].
The different colors also allow the patient to see
whether near-patient hygiene measures are being
carried out correctly. For disinfecting surface cleaning
of floors in areas with an increased risk of infection
(see Table 2), it has proven to be sensible to start in
the unclean area in order to prevent spreading patho-
gens and to avoid re-contaminating clean areas via
shoes. The protective gloves of the housekeeping staff
(see section 5.7) must be disinfected or changed after
each patient unit [40].

• Processing of used auxiliary materials:
After use in areas where there is no increased or po-
tential risk of infection (see Table 2), it suffices to clean
potentially contaminated regions of the cleaning trolley

(e.g., handles, containers, rollers, holders) at the end
of the last shift, but at least once every day of use, and
allow them to dry [148].
Important information: After use in areas where there
is an increased risk of infection, or in any potentially
contaminated areas on the wash trolley (e.g., handles,
containers, rollers, brackets), these must be cleaned
with disinfectant at the end of the last shift, but at
least once every day of use, and allowed to dry. For
the processing of wiping textiles, see section 7.3.2.

Table 5 summarises the advantages and disadvantages
of the different floor disinfection options.

6.1.2 Spraying method

With spray disinfection, the disinfectant is sprayed onto
the surface to be treated. This results in inhalation
exposure of staff, which is why this procedure is not re-
commended for occupational safety reasons [183], [185]
or is only deemed permissible in justified exceptions
[182], if the area cannot be reached by wiping but re-
quires disinfection [217], [243]. If the disinfectant is ap-
plied as a foam instead of a spray, inhalation exposure
may be disregarded.
Table 6 summarises the advantages and disadvantages
of the different options for disinfecting small surfaces.

6.1.3 Surface cleaning by machines

Scrubbing machines can be used for synthetic coverings
and tiles, and spray extraction methods can be used for
textile floors [244], [245]; however, there are currently
no test methods to prove the cleaning or disinfecting ef-
ficacy of the methods using machines [148]; therefore,
machine methods for surface cleaning should only be
used in areas without an infection risk.
The use of scrubbing machines for cleaning floors in
health-care facilities does not lead to increasedmicrobial
ambient air pollution when machines are operated and
maintained properly. In the absence of available data on
the efficacy of disinfecting surface cleaning, these ma-
chines should only be used for cleaning purposes [246].
This application requires that the machines be operated
according to themanufacturer’s instructions with respect
to maintenance and processing (preference should be
given to hoses, suction lips and brushes that can be
processed mechanically/[chemo]thermally) [148]. The
mentioned requirements and the processing frequency
need to be substantiated by the appliancemanufacturers
by means of expert opinions.

6.2 Non-contact equipment-based
procedures

Non-contact equipment-based disinfection processes in-
clude chemical and physical principles of action. As these
have no cleaning effects, additional cleaning is required
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Table 5: Advantages and disadvantages of different wiping methods for manual disinfecting cleaning and disinfectiona of floors

to remove any contamination before using these proce-
dures.
Non-contact technologies including nebulization of H2O2

are not considered in the context of standard precautions;
they may be used as a supplement in the context of ter-
minal disinfection or outbreak control, if necessary.
To date, non-contact physical equipment-based proce-
dures should not be used in areas with an increased or
specific risk of infection (see Table 2), due to the lack of
test standards for the disinfecting effect and the resulting
uncertainty in terms of efficacy.

6.2.1 Chemical procedures

Aerosols and nebulization: Different disinfectants are
used in disinfection processes that apply the disinfecting
agent as an aerosol or nebulization.
Room disinfection by vaporising or nebulizing formalde-
hyde is only required in extremely rare, exceptional cases
[247]. Should this procedure nevertheless be required
in specific situations as part of an officially ordered disin-
fectionmeasure, the detailed conditions of use are given
in the list of disinfectants and disinfection procedures
tested and approved by the RKI [76]. In addition, TRGS
522 [248] applies to the application of the procedure.

For room disinfection, the nebulization of H2O2 is increas-
ingly being discussed as a supplement to wipe disinfec-
tion [249], [250], [251], [252]. An essential condition for
use is the manufacturer’s evidence of efficacy [253].
Since the efficacy of the method is highly dependent on
the furnishings of the room (e.g., existing fixtures, textiles),
the size of the room and the accessibility by the method,
it is important to evaluate the efficacy in a practical test
to ensure an effective application. If necessary, this may
be based on results from similar rooms. Information on
the methodological procedure for this is given in the list
of disinfectants and disinfection procedures tested and
approved by the RKI [76]. When used accordingly, a sig-
nificant reduction of the pathogen load on the treated
surfaces can be demonstrated [252], [254], [255], [256].
A reduction in the incidence of nosocomial colonisations
and infections [249], [251], [254], [255], [257] as well
as efficacy in controlling outbreaks [254], [258], [259],
[260], [261] have also been demonstrated. Nebulization
with H2O2 may therefore be considered in the event of an
uncontrollable outbreak [260]. Nebulization of rooms
after occupancy by COVID-19 patients and before new
admissions has also proven to be feasible. Overall, the
evidence to date is insufficient to support the deployment
of such procedures [249], [250], [251], [252], and the
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Table 6: Advantages and disadvantages of different methods for disinfecting surface cleaning and surface disinfection of small
surfaces
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limitations are numerous [76], [183], [184], [247], [251],
[252], [262], [263]. Consequently, at this point in time,
no recommendation can be given for the use of H2O2

nebulization as terminal disinfection.

The following is required for effective disinfection:

• H2O2 is only effective in direct contact with the surface.
To cover the largest possible surface area, open cup-
boards and drawers and remove othermaterials in the
room that cover potentially contaminated surfaces
beforehand and then disinfect them separately.
Devices and openings that make it difficult for the
disinfecting agent to penetrate due to their design, as
well as ventilation systems, must be given special at-
tention [264].

• Effective disinfection depends on the dimensions of
the surfaces in the room that need to be disinfected
and the ambient air flow behaviour (e.g., switching off
the ventilation and air conditioning [A/C] system, taping
off ventilation shafts). This is why the reproducible ef-
ficacy of nebulization procedures and the application
of aerosols must be tested in the context of on-site
validation [76], [264], which is not described in the
studies cited. For effective use of the processes,
technical solutions such as sensors are required to
provide a continuous measurement of the H2O2 con-
centration in the ambient air during nebulization for
the duration of the previously determined contact time
to ensure disinfection efficacy.

• Furthermore, the efficacy is highly dependent on the
nature of the surfaces to be disinfected. For example,
the time required to appropriately reduce the level of
pathogen solely based on its adherence to another
surface may increase the contact time tenfold [265],
[266].

• It should be noted that efficacy is not achieved for
blood residues and that it has not been specified for
fluid accumulations, for instance. Nebulization there-
fore only makes sense as a supplement to the previ-
ously performedwipingmethod of surface disinfection.

The following is required for compatibility:

• Room disinfection by H2O2 nebulization only applies to
unoccupied rooms, i.e., as part of terminal disinfection,
because inhaled H2O2 is highly toxic at the 10% appli-
cation concentration and is irritating to the respiratory
tract at much lower concentrations (irritation threshold
10 mg/m3) [267]. Consequently, the rooms can only
be occupied again after longer ventilation intervals
[76], [262], [263], [268], [269]. Patients may only
access the room when the H2O2 concentration has
fallen below the derived no-effect level (DNEL) for
acute inhalation exposure [194]. Ideally, the drop in
H2O2 concentration after nebulization is tracked and
documented by the H2O2 disinfection device itself, by
continuous measurement of the ambient air. For
working rooms, activitiesmay already be started when
the OEL is below 0.5 ppm. Efficacy can only be guaran-

teed by accompanying measurements of the disinfec-
tion device, as the time required for ventilation until
H2O2 decays depends on the room situation. The room
is automatically given clearance by the disinfection
device to ensure the safety of patients and staff.
Should complications arise during the disinfection
process (e.g., if the A/C system is not switched off),
the process needs to be stopped automatically by the
H2O2 disinfection device and the operating personnel
notified. Procedures involving nebulization solutions
containing >8–35%H2O2 require additional precautions
due to their hazard potential [270].

• To insure the safety of staff and patients, the room
that is nebulised with H2O2 should be separated from
the surrounding area. Tape off all open connections
to other areas, e.g., door gaps, ventilation shafts,
heating pipes and sockets. The manufacturer needs
to provide evidence that the material used is suitable
for this purpose.

• To demonstrate the successful progress of the disin-
fection process, a final report including room data, the
amount of H2O2 consumed and the clearancemeasure-
ment of the room from the device should be generated.

• To reliably ensure disinfection, a programme for annual
calibration and quality assurance of the nebulization
device should be implemented. In addition, the manu-
facturer should provide instruction when the device is
first used.

• It is also important to note that the processmay cause
material damage, and that themanufacturer’s instruc-
tions generally do not extend to the MDs that remain
in the room. The operator of the MD is therefore re-
sponsible for ensuring that the processed MD is fully
functional for its intended purpose and that it is safe
to use, even if it has been processed differently from
the manufacturer’s instructions.

Given that ozone is highly toxic, genotoxic and suspected
of being carcinogenic [160], its use in health care facilities
is not relevant for surface disinfection. However, the uses
of ozone for disinfection in the health care sector continue
to be evaluated [271], [272], [273], [274], [275], [276]
[277], [278].
The “Chemical Risks” working group of the Health Care
Section of the ISSA, in collaboration with the Employer’s
Liability Insurance Association for Health Services and
Social Services (Berufsgenossenschaft für Gesundheits-
dienst und Wohlfahrtspflege), has analysed the hazards
and protective measures for activities involving disinfec-
tants in the health care sector. Its Factsheet 8 from 2014
notes that fumigation procedures possess a high risk
potential for the operators and the environment, and that
high demands are therefore placed not only on the com-
petence of the persons carrying out the procedure but
also on the sequence of the individual steps of room
disinfection, i.e., preparation, implementation and follow-
up [183], [184].
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6.2.2 Physical procedures

Steam: Steam (e.g., steam cleaners) is a resource-inten-
sive as well as unreliable method for reducing pathogen
loads. The following problems still remain unresolved:
lack of validation of the efficacy and cleaning effect in
addition to the risk of pathogen spread. Under specific
conditions, steam reduced the pathogen load on surfaces
[279], but without cleaning. Amobile system only reduced
coliforms by <1 log10 [280]. In contrast, an ICU application
study showed that steam disinfection was equivalent to
a two-step procedure consisting of cleaning and sub-
sequent application of 1,000 or 5,000 ppm hypochlorite
in terms of MRSA, VRE, carbapenem-resistant P. aeru-
ginosa and multidrug-resistant A. baumannii [281].
UV and HINS irradiation: UV and high-intensity narrow-
spectrum (HINS) irradiation (405 nanometre [nm] HINS
irradiation) can have a bactericidal, sporicidal and virucid-
al efficacy depending on the dose of irradiation [282],
[283], [284]. Because of the potential shadowing,
pathogens are not reliably killed on highly structured
surfaces (e.g., pores, depressions, caverns, inner lumina)
and surfaces with a flat radiation angle. This essentially
limits the application of UV and HINS irradiation to smooth
surfaces. Devices need to be operated and maintained
according to themanufacturer’s instructions (in particular,
the number of hours the lamps are left on need to be
monitored to guard against undue energy losses). The
safety of users with regard to radiation exposure and
potential exposure to ozonemust be ensured at all times.
In addition, material compatibility with the process must
be assessed.
Antimicrobial irradiation of surfaces by UV or HINS irradi-
ation using mobile irradiation devices (robots) has been
increasingly used as part of terminal disinfection after
discharge of patients infected with C. difficile or MDRO
in more recent years [255], [285], [286], [287], [288],
[289], [290], [291], [292], [293], [294], [295], [296].
Most studies indicate that these types of procedures are
effective in preventing nosocomial infections caused by
C. difficile andMDRO. A conclusive estimate of UV or HINS
irradiation efficacy for preventing defined nosocomial in-
fections is not yet possible [15], [294], as the studies
performed to date do not address whether the technology
is superior or inferior to current wipe-disinfection prac-
tices.

6.3 Probiotic cleaning methods

Microbiome studies have shown that a reduced diversity
of microorganisms can lead to an increased risk of infec-
tion. It has therefore been postulated that it is not only
the presence of pathogens, but also the absence of a di-
verse composition of non-pathogenic environmental
bacteria in the hospital environment that may contribute
to the development of NIs [297], [298], [299]. This ra-
tionale led further studies to investigate the influence of
probiotic microorganisms on the hospital microbiome
and its impact on NIs.

Probiotic detergents deploy different bacterial species
(e.g., Bacillus spp., Lactobacillus spp., Streptococcus
spp.). Colonisation with probiotic bacteria can prevent
the propagation of pathogens by increasing competition
for nutrients and space and secreting secondary
metabolites that provide a survival advantage [300]. Ac-
cording to the competitive exclusion principle, also known
as Gause’s principle, Gause’s law, Gause’s hypothesis,
the Volterra-Gause principle, Grinnell’s axiom or the Vol-
terra-Lotka equations [301], species competing for the
same limited resource cannot coexist in a homogeneous
habitat. If microorganisms are removed from a surface
by disinfection, diversity is disturbed, allowing a pathogen
to thrive and colonise the space because of reduced
competition [302].
The use of probiotic cleaning methods in experimental
settings have been shown to reduce the surface pathogen
load by as much as 90% over conventional wipe disinfec-
tion [303], [304] without selecting forMDRO [305], [306].
In a multicentre study, the probiotic procedure reduced
the cumulative incidence of NIs from 4.8 to 2.3%
(p<0.0001) when compared to chemical disinfection. In
addition, the detection of antimicrobial resistance genes
decreased by up to 99%, antibiotic use to combat NIs
decreased by 60.3% and resulted in a 75.4% decrease
in associated costs [305], [307]. However, the before-
and-after design of this multicentre study represents a
potential bias. The result was nevertheless almost com-
pletely confirmed in a subsequent study, which reported
a reduction in the cumulative incidence of NIs from 4.6
to 2.6%, a decrease in severe NIs from 1.57 to 1% and
MDR infections from 1.13 to 0.53% [308]. In addition, a
comparison of cleaning with soap, disinfection and probi-
otic procedures found that using soap and probiotic
bacteria stabilised the surface microbiome by displacing
Escherichia (E.) coli and S. aureus when compared to
disinfection [309]. So far, there is no evidence that probi-
otic bacteria put patients at risk [310]. Since viruses do
not propagate outside of their host cells, it cannot be
assumed that they are displaced by themicrobiomewhen
surfaces are contaminated with probiotic bacteria. Con-
sequently, chemical disinfection is indispensable when
virus disinfection is indicated. Overall, the use of probiot-
ics on surfaces in medical facilities is an interesting ap-
proach because instead of nosocomial pathogens, probi-
otic bacteria form a long-lasting stablemicrobiome [311],
[312], in contrast to disinfection, which only lasts for a
short time [313], may result in the development of resis-
tance involving cross-resistance to antibiotics depending
on the active ingredient being used, and may pose a risk
to humans and the environment. A prerequisite for the
safe application of probiotics is a guarantee of microbio-
logical product quality, because evidence exists of ex-
traneous contamination occurring [314]. The effective-
ness of probiotic cleaning procedures needs to be studied
more thoroughly before deriving any general recommend-
ations for their use in hospital settings [315].
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7 Building and equipment
requirements

7.1 Rooms and furnishings

Suitable premises are a prerequisite to ensure a consis-
tently high quality of surface disinfection and disinfectant
surface cleaning. The following findings are based on an
inpatient setting and are to be considered for outpatient
settings as far as risk and room-specific functions are
concerned. Storage rooms must be available, e.g., for
tools and cleaning trolleys (cleaning-equipment rooms).
If cleaning-agent rooms do not have windows, they must
have an air-exhaust system.
Depending on the building configuration, rooms may be
centralised or decentralised. In the case of a centralised
arrangement, staff must have access to disinfection aids
outside of main operating hours. Alternatively, ready-to-
use disposable wiping textiles soaked in disinfectant
solution can be kept on hand. DIN 13063 [148] can be
used to provide further guidance on the requirements for
central premises, e.g., power connections, drains,
changing facilities.
For setting up and dismantling the cleaning trolleys, an
appropriately large room should be available to allow
separation into unclean/clean areas with central or de-
centralised aeration and air exhaust.
Appropriately sized, ventilated rooms with equipment for
processing, including separate drying facilities (if this is
not already done during the processing), are needed for
the processing of used auxiliary materials. The processing
procedure needs to be organised in such a way that un-
clean and clean areas are separated from each other,
e.g., optimally by means of a tunnel washer. The pro-
cessed auxiliary materials must be stored in such a way
that they are protected from contamination (separation
of clean/unclean areas). In an analysis of 44 planned
hospitals, this separation was lacking in 42% of cases.
Inadequate ventilation was noted in 12% [316].

7.2 Requirements for surfaces in
medical facilities with regard to cleaning
and disinfection

Functionality, safety and hygiene must be given equal
consideration right from the planning phase, i.e., cleaning
and disinfection should be designed to be both efficient
and very user-friendly. Structurally, poorly accessible
niches should be avoided.
Floors and other hygienically relevant surfaces should be
easy to clean and disinfect, i.e., surfaces should be even,
easy to wipe and seamless wherever possible. Carpets
are not suitable for therapy and care areas.
Instead of conduits, which can often suffer damage and
can be costly to repair, appropriately grouted plinths are
easier to repair and can be easily reached with wiping
textiles.

Surface wettability affects how easily a surface may be
contaminated and influences the result of surface
cleaning and disinfection. Low wettability (e.g., lotus ef-
fect) can adversely impact the result of the disinfection.
In other areas where hygiene is paramount, such as the
food industry, a surface roughness (Ra) of 0.8 micro-
metres (µm) has proven to be suitable for mechanically
treated surfaces [317]. Open-pored and granular materi-
als should be avoided.
Materials or coatings should be selected that possess
long-term resistance to the expected physical (e.g., UV
radiation, temperature exposure) and chemical effects
(e.g., cleaning and disinfecting agents) as well as other
influences. In the real clinical setting, many intensively
used surfaces in patient care are defective after a few
years and reveal areas that cannot be safely disinfected
and where dirt accumulates. Especially in high-risk areas,
steps should be taken to ensure that surfaces can be
disinfected.
To reduce inaccessible surfaces, cupboards should extend
to the ceiling and be flush with the floor. Radiators should
be designed to prevent creating inaccessible spaces.

7.3 Equipment requirements

7.3.1 Disinfectant dosing devices

Effective disinfection requires accurate dosing of the
disinfectant to prevent selection of micro-organisms with
increased disinfectant tolerance or resistance. Depending
on the size of the facility, this is best achieved by auto-
matic dosing in decentralised disinfectant dosing units
[318]. Central disinfectant dosing units with a pipe net-
work throughout the facility are no longer used because
of their disadvantages (costs, no remediation feasible in
case of biofilm formation). However, even with decentral-
ised disinfectant dosing devices and especially with
combination devices that are used to dose cleaning
agents in addition to disinfectants, biofilm can form in
the lines conveying the fluids.
Incorrect operation, which poses a risk of inadequate
disinfection and/or the selection of disinfectant-tolerant
microorganisms due to the use of sub-concentration
levels of disinfectants, should be prevented by conducting
technical inspections at least once a year [318]. In the
case of (generally rare) nosocomial outbreaks, a hygiene-
microbiological check may indicate the presence of
biofilms.

7.3.2 Processing of wiping textiles

For processing, there should be a separation from other
laundry to be processed based on the degree of soiling,
material condition (e.g., with the risk of introducing ex-
traneous chemicals) and hygiene risk. Textiles used for
cleaning may be processed in a household washing ma-
chine and dried in a household tumble dryer; air drying
is not recommended because of its inherent risk of
spreading pathogens and recontamination. If wiping tex-
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tiles are used for disinfection, higher processing stand-
ards must be observed than if they are used for cleaning
purposes. If processing is not feasible, disposable wiping
textiles should be used.
Reusable wiping textiles used for disinfection must be
processed in a thermal or chemo-thermal disinfection
washing procedure with proven efficacy, e.g., following
the specifications of the disinfectant dosing device list
of the VAH, or according to the list of disinfectants and
disinfection procedures tested and approved by the RKI,
or with proven efficacy in a practical test (e.g., cotton
cloth). Processing needs to ensure that dirt and organic
contamination are removed and that pathogens are no
longer detectable. In the case of wiping textiles used for
disinfection in areas with an increased risk of infection,
prevention of pathogen carry-over should be prevented
during transport to processing (e.g., waterproof pack-
aging). Washing is followed by machine drying. Unless
pre-soaked wiping textiles are used, the completely dried
wiping textiles should be stored in a dry place until further
use to prevent the propagation of any potential residual
flora. Processed wiping textiles must be protected from
recontamination.
The requirements for the disinfection washing process
are for instance specified in DIN 13063 [148]. If the
machine is only equipped with a manual detergent dis-
penser, graduated dispensing accessories need to be
used. Annual maintenance of the washing machines is
recommended. Regular wash cycle inspections are to be
carried out with bioindicators [319]; a statement on in-
spection intervals is not yet available [320], but an annual
inspection appears sensible. In the event of an outbreak,
a hygiene-microbiological examination of potential
sources, e.g., wiping textiles used and processing proce-
dure, is indicated.
For the outpatient sector, it is also possible to outsource
processing to certified laundries (e.g., RAL-GZ 992/2 for
“hospital laundry” [321]). If wiping textiles are processed
in laundries that operate according to the RABC (risk
analysis and biocontamination control) quality assurance
system, revalidation of the washing process needs to be
carried out annually or after any process changes accord-
ing to DIN 14065 [322].

7.4 Compatibility of materials with
cleaning and disinfection procedures

When disinfecting surfaces, a distinction must be made
between surfaces of furniture and fixtures on the one
hand and MDs on the other. All furniture and fixture sur-
faces that need cleaning, disinfecting surface cleaning
or surface disinfection must be resistant to cleaning
agents and disinfectants used for the intended purpose
as well as to the mechanical cleaning system. This is why
chemical resistance is an important selection criterion.
If furniture or fixtures used in the patient care setting are
to be purchased, these need to be amenable to and able
to withstand cleaning and disinfection. To this end, the
manufacturer needs to provide valid information, e.g.,

proof of effectiveness for cleaning and, if applicable,
disinfection procedures, material compatibility and, if
applicable, the influence of disinfection on the service
life of the product. Prior to procuring fixtures and flooring,
it is advisable to request the manufacturer’s cleaning
and disinfection specifications by means of a checklist
to avoid having to use different groups of active sub-
stances for disinfection because the surfaces are differ-
ent, which would lead to confusion in practice (example
of a checklist in [323]).
If manufacturer’s instructions for cleaning and disinfection
of the operating or device surfaces of the MD are given,
these must be followed after a plausibility check. In addi-
tion, the manufacturer’s instructions for processing in
accordance with theMedical Devices Operator Ordinance
(MPBetreibV) [324] must be considered.
In the event of incomplete and/or implausible information
on the cleaning and disinfection of operating or device
surfaces, a request for completion, specification and/or
correction needs to be submitted to the manufacturer.
In practice, it is problematic if different agents need to
be used for different devices. One possible solution to
the problem is to choose one type of product for sensitive
surfaces and one for non-sensitive surfaces, and to have
the manufacturer of the device or disinfectant dosing
device confirm in writing that it is approved for use [323].
Incompatibilities should be considered e.g., when using:

• QACs on certain rubber coverings,
• alcohols on acrylic glass, soft PVC and polystyrene,
• Glucoprotamine on silicone, if used continuously also
on polycarbonate, polysulphone and acrylic glass,

• acidic products on cement-based materials (e.g., ter-
razzo floors) and tile joints,

• chlorine compounds on corrodible metals and even
standard stainless steels,

• PAA on corrodible metals and
• alkaline products on aluminium and linoleum floors.

Tantalum, aluminium (99.6%), tin (99%), polished and
cleaned stainless steels, perbunan, many plastics (PE,
PVC, polytetrafluoroethylene), borosilicate glass, white
stoneware and porcelain are inert to H2O2.

7.5 Anti-adhesive and antimicrobially
effective surfaces

Anti-adhesive finishes (e.g., super hydrophobicity, zwit-
terions, hydrogels, nano-structuring) can minimise the
adhesion ofmicroorganisms through steric or electrostatic
effects. For this reason, the introduction of antimicrobially
impregnated or effective surfaces is increasingly being
discussed in health-care facilities [325] as a means of
reducing the pathogen load on surfaces between disin-
fecting surface cleanings. Whether these surfaces are
suitable to complement standard precaution measures
in terms of disinfecting surface cleaning needs further
independent investigation. Antimicrobially finished sur-
faces are tested according to ISO 22196 [326]. However,
the process parameters of the standard do not reflect
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the practical conditions of use (different temperature,
humidity, contact time, pathogens [327], organic load
[328]), and do not give any indication about the reliability
of efficacy; thus, they must be verified in practice [329].
Copper surfaces have been shown to exhibit an antimi-
crobial efficacy in vitro and in situ [330], [331]. The re-
sults of 4 out of 638 selected studies showed that the
rate of NI tended to decrease under the influence of
copper surfaces; however, the quality of the studies in
some cases was characterised by substantial methodolo-
gical weaknesses and conflicts of interest, which means
that no recommendation for use can be derived at present
[332].
The widespread use of materials with added active sub-
stances at sub-bactericidal concentrations, such as
triclosan, BAC, chlorhexidine, silver and copper, presents
a risk of developing tolerance and resistance that corre-
lates with antibiotic resistance [149], [162], [166], [324],
[333], [334], [335], [336], [337], [338], [339]40] and
the loss of biodiversity. The uncontrolled use of copper
and silver-based products, for example, is therefore con-
sidered critical not only with regard to the finishing of
surfaces, but also in animal feed and cosmetics [340],
[341], [342].
It is generally important to bear in mind that antimicrobial
surfaces are only a supplement to disinfectant surface
cleaning or surface disinfection, and that trusting in their
antimicrobial properties may lead to neglecting standard
precaution measures.

8 Quality assurance
Surface cleaning, disinfecting surface cleaning and sur-
face disinfection must be considered as processes for
which standard operating procedures need to be de-
veloped. Proper implementation can be ensured through
auditing systems [6].
The performance and frequency of surface cleaning and
disinfecting surface cleaning must be specified in the
cleaning and disinfection plan on a room- and surface
basis for each medical facility; alternatively, in the case
of external service providers (building cleaners), these
must be included in the service description (service de-
scription in DIN 13063, Annex A [148]) along with instruc-
tions for performance (see also section 4.2). Where an
external service provider is commissioned, this provider
is responsible for the qualified implementation; otherwise,
the head of the facility needs to ensure that the staff in
charge are qualified. DIN 13063 lists detailed require-
ments for the service provider, such as responsibilities,
authorities and qualifications [148].
The effectiveness of surface cleaning, disinfecting surface
cleaning and surface disinfection depends not only on
the choice of products but also on compliance with
quality standards [6], [7], [147], [343], [344]. It has been
demonstrated that less than half of the near-patient sur-
faces are regularly cleaned [125], [345], [346], [347].

After terminal disinfection, the target pathogen was still
detected in up to 60% of cases [348].
Ensuring that both cleaning and disinfecting surface
cleaning are carried out in accordance with quality
standards is a source of ongoing discussion among hos-
pital staff, patients and visitors [349]. The following in-
formation on quality assurance was provided by an online
survey involving 10% of German hospitals [350]: The
hospital hygiene department monitored the quality of
cleaning by visual inspection in 51% of cases, by contact
culture in 35% and by fluorescent marking in 12% of
cases. The quality of cleaning was monitored monthly
(28%), quarterly (24%), semi-annually (28%) and for
special reasons (e.g., change of staff, change of cleaning
system or outbreak) (20%). Patient rooms were not
cleaned on Sundays in over 50% of reporting hospitals,
and not on Saturdays and Wednesdays in 13% and 16%
of hospitals, respectively.
Measures to improve the effectiveness of surface cleaning
and disinfecting surface cleaning were often investigated
in bundles. Bundles that included training and coaching,
dedicated staff and monitoring using checklists resulted
in improvements [4].

8.1 Requirements for staff, human and
material resources

To ensure infection prevention, the necessary qualification
and training of facility staff must be regulated in accor-
dance with section 23 (3) IfSG, which also includes
standard precaution measures. The head of the facility
is responsible for implementation of surface hygiene
measures which meet the quality requirements; external
service providers or in-house staff may be called upon
for this purpose.
The requirements for both surface cleaning and disinfect-
ing surface cleaning need to be provided at all times to
ensure that they are carried out correctly and effectively.
For instance, the service provider is required to ensure
that the staff, equipment and expertise necessary to carry
out cleaning and disinfection work, including the ability
to implement it, are in place. DIN 13063, for example,
calls for introductory and training programmes, and Annex
D lists the subjects to be covered by technical instruction
which are suitable as aids to training, based on facility
size [148]. The optimal solution is to assign specifically
trained staff to risk areas. The service provider and the
client shall agree on a contingency plan to cover sick
leave and holidays.
Additional training is required before introducing new
technologies or disinfectant dosing devices. Because the
supervisor is responsible for the continuous improvement
of the housekeeping staff’s performance of their duties,
the staffing ratio of supervisor:housekeeping staff should
be determined and specified in the contract, if outsourced
to a service provider. The same applies to the definition
of the number of cleaners.
In order to assess the quality of the measures performed
and the resulting implementation for quality improvement,
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close cooperation between the entire specialist staff for
hygiene and infection prevention (hospital hygienist, hy-
giene specialist and, if applicable, hygiene engineer;
hereafter referred to as hygiene team) and the service
provider is required. The joint development and risk-based
definition of cleaning and disinfection measures are cru-
cial to create aworking atmosphere ofmutual understand-
ing and collegial cooperation.
In a before-and-after study in a paediatric ward for immun-
ocomprimised patients, the use of more qualified surface
cleaning staff reduced environmental contamination with
noroviruses from 20% to 6% and with rotaviruses from
15% to 10% [351]. This example illustrates how important
it is for surface cleaning to be carried out by professional
staff.
Training canmore than double the quality of results [352].
In line with expectations, the combination of monitoring
and training also leads to a significant improvement the
quality of results [353]. At a university hospital in Virginia
(USA), the results of internal monitoring using fluorescent
markers are externally validated by themanufacturer and
the results are reported to the infection control committee
on a monthly basis to ensure the ongoing quality [8]. A
combined intervention consisting of a highly motivated
and trained team, daily disinfecting surface cleaning and
final monitoring in isolation units for patients with CDI
reduced the number of positive environmental test results
by 89% (p<0.006) [98].
In addition to the training, some centres have studied the
impact of increasing staffing levels. Employing an addi-
tional worker fromMonday to Friday to perform disinfect-
ing surface cleaning of only the critical surfaces in one
of 2 surgical units for a period of 6months each (prospec-
tive cross-over design) enabled a significant reduction of
the level of microbial contamination as well as the MRSA
infection rate [110].

8.2 Hygiene plan

As part of the hygiene plan, indications, target objects,
as well as cleaning and surface cleaning intervals must
be defined in the cleaning and disinfection plan based
on the risk area (see Table 2, Table 3, and Table 4) and
the contamination risk, and included in the service de-
scription. Coordination between the hygiene team and
the service provider is recommended when developing
the hygiene plan for the inpatient sector. In the outpatient
sector, the head of the facility is responsible for the pre-
paration of and compliance with the hygiene plan; extern-
al hygiene consultationsmay be useful depending on the
facility profile. For implementing the hygiene plan, the
service provider needs to establish procedural instructions
with associated responsibilities, including the handling
of specific procedures/technologies.

8.3 Implementation of monitoring

There is currently no international standard to uniformly
monitor surface cleaning and surface disinfection. The

recommendations of the Centers for Disease Control and
Prevention (CDC) on infection control in medical facilities
[143] and the recommendations derived from them for
evaluating surface cleaning in hospitals [354] provide
guidance. These recommendations call upon hospitals
to implement programmes to improve the cleaning and
disinfection of frequently touched, near-patient contact
surfaces. Two levels are proposed. Level I comprises a
programme which is adapted to the individual clinic and
jointly established by the hygiene team and the service
provider; it includes defined checklists and structured
training of the cleaning staff as well as regular, standard-
ised monitoring of the cleaning performance by the hy-
giene team and the service provider. Patient-satisfaction
surveys are also assessed. The results are then used to
develop and implement suggestions for team improve-
ments. Level II also includes the use of objectivemethods
for checking cleaning performance (e.g., fluorescence or
adenosine triphosphate [ATP] method), which are to be
carried out at least 3x annually and reported back as part
of a feedback process, with the aim of achieving at least
a 10–20% improvement in cleaning.
If monitoring is specifically used to improve quality, the
choice of method is secondary. In terms of recovery or
sensitivity, nylon-flocked swabs were superior to cellulose
sponges for the detection of Gram-negative bacteria [355]
or equivalent for CRE [356]. For the detection of Gram-
negative bacteria, swabs are superior to contact plates;
for Gram-positive cocci, the reverse is true [357]. A de-
tailed description of the methods has been included in
section 4 of the informative appendix (Attachment 1) to
this recommendation, and its informative value is sum-
marised in Table 7 without indicating any preference for
one measurement method over another.
According to Ferreira et al. [358], the fluorescence
method and visual inspection are good for monitoring
compliance with cleaning specifications, whereas meth-
ods that check the microbiological load give a better in-
dication of an actual risk of infection and the efficacy of
disinfection. Independent of the use of a measuring
method, the observation of process sequences bymeans
of a checklist is necessary for the assessment of the
quality-compliant performance of disinfecting surface
cleaning. The repeat intervals are set based on the audit
results.
Of course, depending on the risk profile, such extensive
monitoring is not necessary in outpatient facilities, but
nevertheless, quality assurance of surface cleaning and
surface disinfection should also be ensured in these fa-
cilities along with continual improvement.

9 Recommendations
Surface cleaning, disinfecting surface cleaning according
to the indication, and surface disinfection are essential
standard precaution measures for the prevention of NIs.
The key to the prevention potential of these measures is
adherence to further standard precaution measures fo-
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Table 7: Comparison of different methods for assessing the results of disinfecting surface cleaning of the patient environment
(modified according to [358])

cusing on hand hygiene. As part of the revision of these
recommendations, the evidence for several recommen-
dations was reviewed and reassessed, and some catego-
ries were consequently adjusted. Even if no category has
been assigned, there is a requirement to comply with
good hygienic practices.

Organisation and scope of surface
cleaning and disinfection

The commission recommends

• that medical facility managers define the framework
conditions for ensuring quality cleaning and disinfec-
tion measures (cat. IV).

• that the scope of cleaning (maintenance cleaning and
additional cleaning services) and surface disinfection
(disinfection procedures as part of standard precaution
measures and targeted surface disinfection) in inpa-
tient and outpatient healthcare facilities be defined in
a service descrip-tion (no cat.) as a basis for action for
external service providers, depending on the risk area
involved (see Table 2) and the risk of contamination
in relation to rooms and surfaces. Coordination
between the hygiene team and the service provider is
recommended when developing the hygiene plan for
the inpatient sector. If an external service provider is
commissioned, this provider is responsible for the
qualified implementation. In the outpatient sector, the
head of the facility is responsible for drawing up the
cleaning and disinfection plan based on the hygiene
plan. If no ex-ternal service provider is involved, the
head of the facility is also responsible for compliance
with the cleaning and disinfection plan and for ensuring
that the staff in charge are qualified (cat. IV).

• that the cleaning and disinfection plan for all surfaces
specifies when, with what and how these surfaces are
to be cleaned or disinfected, and also includes infor-
mation on reuse (cat. IV).

Other recommendations of the KRINKO concerning
surface disinfection or disinfecting surface cleaning
in special areasmust also be considered, if necessary,
in particular the recommendations on the prevention
of SSIs, the prevention of infections in the care and
treatment of patients with communicable diseases,
infection prevention requirements for themedical care
of immunosup-pressed patients, hygiene measures
for Clostridioides difficile infections (CDIs) or colonisa-
tion with multidrug-resistant Gram-negative rods, and
on the prevention of enterococci infections with specif-
ic antibiotic resistances, as well as recommendations
for the prevention and control of methicillin-resistant
Staphylococcus aureus (MRSA) strains inmedical and
nursing facilities.

• that the interfaces with the external service provider
as well as the tasks that are not provided by the service
provider be specified in the cleaning and disinfection
plan for each department or facility (outpatient facili-
ties) (no cat.).

• that the external service provider, in consultation with
the hygiene team, establish procedural instructions
including the use of specific procedures/technologies
to be implemented (no cat.).

• that the external service provider establish pro-
grammes for the familiarisation and training of
housekeeping staff in coordination with the hygiene
team, and that the implementation of these pro-
grammes also be coordinated (no cat.).

• that cleaning and surface disinfection measures in
ward and milk kitchens of health care facilities be
defined by the hospital hygienist (no cat.).

• the definition of cleaning and surface disinfection
measures in areas where medicinal products are
manufactured or MDs are processed, in accordance
with the requirements of the law onMedicinal Products
and MDs (cat. IV).

• surface disinfection or disinfectant surface cleaning
on surfaces on which aseptic activities are carried out
prior to the start of such activities (cat. IB/IV).
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• surface disinfection after visible surface contamination
with potentially infectiousmaterials (e.g., blood, secre-
tions, excretions, faeces, etc.) after prior mechanical
removal of the contamination (cat. IV).

• that surfaces that come into contact with the skin of
different consecutive patients (e.g., contact surfaces
of patient couches, headrests, baby scales) be disin-
fectant cleaned or disinfected after each use (cat. II).

• that surfaces that are frequently touched or near-pa-
tient surfaces, in areas with a potential risk of infection
(see Table 2) but where there is no evidence of colon-
isation or infection with critical pathogens, be disinfec-
ted daily and after patients have been discharged
(cat. II).

• that frequently touched or near-patient surfaces
(cat. IB) as well as floors (cat. IB) in areas with an in-
creased risk of infection, e.g., immunocompromised
patients, intensive care patients, as well as in areas
with a particular risk of infection, e.g., isolation units
(see Table 2), undergo daily disinfecting surface
cleaning.

• that if there are indications of frequent nosocomial
transmissions or outbreaks, themeasures for disinfec-
tion of surfaces with frequent hand/skin contact be
reviewed as part of the intervention bundle with regard
to the implementation, the selection of active sub-
stances in the disinfectant and the application condi-
tions of the disinfectant dosing devices, and adjust
them if necessary (cat. IB).

• disinfecting surface cleaning after discharge of isolated
patients as terminal disinfection (cat. IB).

• the routine cleaning of all surfaces in areas without
risk of infection, i.e., with a risk comparable to that of
the general population (no cat.).

Selection of surface disinfectants

The commission recommends

• that the hospital hygienist select the disinfectant dos-
ing device including application concentration and
contact time for the inpatient area. The head of the
facility is responsible for this in the outpatient sector.
Ensure that the required spectrum of activity is met
(cat. IB).

• that in the selection of surface disinfectants, the
activity spectrum, efficacy, material compatibility and
risks to humans and the environment be considered
(cat. IB).

• that rooms occupied by CDI patients be disinfected
daily with a surface disinfectant with proven efficacy
against C. difficile (cat. II); the concentration and con-
tact time should at least be selected based on the
bactericidal/levurocidal efficacy (no cat.).

• that in the event of CDI outbreaks, corridors (including
handrails in the corridor) and side rooms of the ward
also be disinfected with disinfectant dosing devices
with proven efficacy against C. difficile at sporicidal
concentration-time ratios (cat. II). The scope is to be

defined in detail with the hospital hygienist based on
the results of a departmental and patient-related risk
analysis.

• that for the terminal disinfection of patient rooms, in-
cluding sanitary areas, where CDI patients have been
accommodated, all accessible and potentially contam-
inated surfaces and objects be disinfected, including
the floor, after discharge, transfer or when isolation is
lifted, with a disinfectant dosing device proven to be
effective against C. difficile at a sporicidal concentra-
tion-time ratio (cat. II).

• that for infections with non-enveloped viruses with
partial lipophilicity (noroviruses, rotaviruses, adenovir-
uses), disinfectant dosing devices declared as limited
virucidal PLUS be used, and for hydrophilic non-envel-
oped viruses (e.g., picornaviruses), disinfectant dosing
devices declared as virucidal be used (cat. II).

• that in the case of mould contamination, after remedi-
ation of moisture damage and subsequent detailed
cleaning in consultation with the hygiene staff, surface
disinfectants with fungicidal activity be used (cat. II).

• not using QAC-based surface disinfectants at the low
4-hour concentration because of the risk of developing
resistance (no cat.).

• that, as a matter of principle, surface disinfectants be
used under the application conditions that were used
to determine their efficacy under practical conditions
(cat. II).

Implementation

The commission recommends

• that the surface to be disinfected be wetted with an
appropriate amount of disinfectant solution (no cat.);
that the applied disinfectant not be removed by wiping
with water or dry wiping before the end of the contact
time (no cat.).

• that working solutions (no cat.) be handled appropri-
ately, protected from contamination, and that their
shelf lifebe respected (cat. IV).

• the use of fresh and clean wiping textiles (no cat.); al-
ternatively, wiping textiles soaked with disinfectant
solution removed from disposable packaging or pre-
soaked wiping textiles from processable wipe dis-
penser systems or from the washing machine (ready-
made) are also suitable.

• the implementation of application methods that do
not involve the reimmersion of used wiping textiles
into the cleaning or disinfectant solution (no cat.); re-
immersion is strictly forbidden (cat. II).

• that any visible contamination with organic material
first be removed mechanically (without the use of dis-
infectant) and the surface then disinfected (two-step
procedure) (cat. IV).

• the proper processing and dry storage of auxiliary
materials used (e.g., wipe dispenser systems, colour-
coded containers, tubs, wipe and mop head holders,
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presses, insert sieves, cleaning trolleys, hand contact
surfaces) (no cat.).

• that the processing of wiping textiles used for both
cleaning and disinfection be performed separately
from other processed laundry on account of the level
of soiling, the nature of the material (e.g., detaching
of textile fibres) and the risk of introducing extraneous
chemicals (no cat.).

• that textiles used for cleaning be processed in a
household washingmachine and dried in a household
tumble dryer (no cat.); on the other hand, reusable
wiping textiles used for disinfectionmust be processed
in a disinfection washing process in order to safely
remove dirt and organic contamination from the rins-
ing, cleaning and wet wiping covers and to ensure that
pathogens are no longer detectable (cat. II).

• the machine drying of processed wiping textiles (no
cat.). Unless pre-soaked wiping textiles are used, the
completely dried wiping textiles should be stored in a
dry place until further use to prevent the propagation
of any potential residual flora. Processedwiping textiles
must be protected from recontamination (no cat.).

• the use of disposable wiping textiles, if wiping textiles
used for disinfection cannot be processed as part of
the disinfection washing process (cat. II).

• carefully weighing the use of any special processes
such as machine pre-soaking of wiping textiles (pro-
cessing) as part of a risk analysis, due to the variety
of potential influencing factors and that the efficacy
of any such processes should be checked (no cat.).

• that reprocessable wipe dispenser systems not be
used in areas where there is an increased risk of infec-
tion (cat. II). This does not apply to processable wipe
dispenser systems that use alcohol-based disinfec-
tants.

• that when using reprocessable wipe dispenser sys-
tems, the manufacturer’s declared period of use
(available expert confirmation) and reprocessing of
the system (with a bactericide, fungicide and sporicide)
absolutely be complied with before reloading (cat. IV);
the dispenser system must be carefully closed after
the removal of each wipe.

• that reprocessablewipe dispenser systems be checked
hygiene-microbiological in the event of nosocomial
outbreaks, particularly if Gram-negative bacteria are
involved (cat. II); if necessary, an additional annual
random hygiene-microbiological inspection may be
considered in order to check the processing.

• limiting the use of alcohol-based surface disinfectants
to small circumscribed areas due to their inflammabi-
lity; the total quantity applied per room must not ex-
ceed 50 ml per m2 room floor area (cat. IV).

• observing the contact time declared by the manufac-
turer for the application concentration:
for work surfaces before aseptic activities,•
for visible contamination with potentially pathogen-
containing material (e.g., blood, secretions, excre-
tions),

•

for contamination from environmental sources,•

for terminal disinfection,•
for patients’ bathtubs until the next time the bath
is filled with water,

•

for the ward kitchen, when rinsing with drinking
water is required after disinfection,

•

for the application of surface disinfectants, specifi-
cally against viruses or bacterial spores (or, if appli-

•

cable, for other spectra of activity), for which the
conditions of application have been determined
exclusively based on suspension tests.

If surfaces need to be reused quickly on a regular basis,
it makes sense to use disinfectant dosing devices with a
short contact time adapted to the practical situation. All
other surfaces can be walked on/used after drying (no
cat.).

Selection of procedures

The commission recommends

• that only areas that cannot be reached by wipe disin-
fection be disinfected by spraying (cat. IV).

• the use of equipment for nebulising H2O2 in addition
to regular surface disinfection, but only in the case of
NI outbreaks where routine wipe disinfectionmethods
did not stop the outbreak (cat. II); their use requires
evidence that the required H2O2 concentration is
achieved in the ambient air for the duration of the
contact time at the concentration previously estab-
lished by an expert in order to guarantee the disinfec-
tion effect. Staff may only access the room when the
H2O2 concentration has fallen below the OEL (0.5ml/m

3

or 0.7 mg/m3) (cat. IV). Patients may only be admitted
to the room when the H2O2 concentration has fallen
below the DNEL (1.93 mg/m3) (cat. IV). It should be
noted that efficacy is not achieved for blood residues
and that efficacy has not been specified for fluid accu-
mulations (cat. II).

• that machine methods for surface cleaning only be
used in areas without a risk of infection due to the lack
of evidence of effectiveness (no cat.).

• that physical non-contact equipment-based methods
not be used in areas with an increased or particular
risk of infection due to the lack of test standards for
disinfecting effect and the resulting uncertain efficacy
(no cat.).

Building requirements, material
compatibility and surface design

The commission recommends

• that hygienically relevant surfaces, including floors, be
reliably cleanable and disinfectable and that nomater-
ial damage be inflicted by the cleaning or disinfecting
surface cleaning (no cat.). Prior to purchasing new
products, e.g., floor coverings and furniture, we recom-
mend confirming with the manufacturer the material
compatibility in terms of suitability for disinfection.
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• that surfaces impregnated with anti-adhesive and an-
timicrobial products not be used to supplement basic
hygiene precautions with regard to disinfecting surface
cleaning, as long as their infection prevention benefits
have not been assessed in terms of epidemiology and
the risks they pose to humans and the environment
as well as their ability to induce microbial resistance
have not been evaluated (cat. III).

• that ventilated rooms for processing and storage of
auxiliary materials be available in the inpa-tient area,
either as spatially separate clean and unclean rooms,
or, the size of the room permitting, at least as separate
clean and unclean areas; in the outpatient area, facil-
ity-specific measures need to be implemented (no
cat.).

• that depending on the size of the facility and the way
in which the disinfectant solution is prepared, automat-
ic decentralised disinfectant dosing devices be in-
stalled (no cat.); with regard to dosing accuracy, the
dosing devices should comply with the recommenda-
tions issued by the Federal Institute for Materials Re-
search and Testing (BAM), the RKI and KRINKO; at the
same time, the operating principle of the device must
not be conducive to forming biofilms (no cat.).

• that in the case of nosocomial outbreaks, the hygiene-
microbiological inspection of the disinfectant dosing
device be decentralised (no cat.); irrespective of this,
the frequency of the technical inspection is based on
the manufacturer’s specifications (cat. IV).

• that in the event that a dosing device is not used,
other safe dosing methods be implemented which are
simple, reliable and less prone to errors; the correct
application must be ensured and verified (no cat.).

Quality assurance of surface cleaning
and disinfection

The commission recommends

• that the staff and equipment required to ensure quality
cleaning and disinfecting surface cleaning, including
processing technology, be provided (no cat.); that the
quality and continual improvement of implementation
be assured through familiarisation programmes as
well as regular documented training and education
measures (cat. II); that the procedure be adapted to
the size of the facility (no cat.).

• the quality of surface cleaning and disinfection be as-
certained by means of facility-related hygienemonitor-
ing (cat. II); the scope of monitoring and the responsib-
ility for its implementation, assessment and frequency
as well as the communication channels in the inpatient
area are to be deter-mined by the hospital hygienist
and the head of the facility for outpatient areas, where
applicable in coordination with an external hygiene
advisor (no cat.).

• that the inspection of the disinfecting surface cleaning
as part of terminal disinfection after the occurrence

of particular pathogens be carried out on an ad hoc
basis through hygiene monitoring (no cat.).

• that if reusable textiles are used for disinfection and
processed, an annual validation be conducted to de-
termine the effectiveness of the disinfecting washing
process in the respective facility (no cat.). In the event
of an outbreak, a hygiene-microbiological inspection
of the sources in question is indicated (no cat.).

These recommendations were produced on behalf of the
Commission for Hospital Hygiene and Infection Prevention
by Prof. Dr. Axel Kramer (Head of the working party), Dr.
Bärbel Christiansen, Prof. Dr. Martin Exner, Prof. Dr. Ursel
Heudorf, Prof. Dr. Lutz Jatzwauk and Prof. Dr. Constanze
Wendt on a voluntary basis and without influence from
commercial groups. From the Robert Koch Institute, Dr.
Franziska Lexow, Dr. Ingeborg Schwebke (formerly from
RKI) andMarc Thanheiser were involved. The recommend-
ations were prepared by the working party and, after a
detailed discussion, agreed by the Commission.

List of abbreviations
• A/C Air conditioning
• ATP Adenosine triphosphate
• AOX Adsorbable organic halides
• BAC Benzalkonium chloride
• BPR Biocidal products regulation
• CA-MRSA Community acquired MRSA
• CDI Clostridioides difficile infection
• cm2 Square centimetre
• COPD Chronic obstructive pulmonary disease
• CRE Carbapenem-resistant enterobacteriaceae
• DDAC Didecyldimethylammonium chloride
• DNEL Derived no-effect level
• DVG German Society of Veterinary Medicine
• DVV German Association for the Control of Viral Dis-
eases

• H2O2 Hydrogen peroxide
• HINS High-intensity narrow-spectrum
• IfSG Infection Protection Act
• ICU Intensive care unit
• ISSA International social security association
• CFU Colony forming unit
• KRINKOCommission for Hospital Hygiene and Infection
Prevention

• m2 Square metre
• m3 Cubic metre
• Mg Milligram
• log10 Decimal logarithm
• Min Minute
• Ml Millilitre
• MD Medical device
• MDRO Multidrug-resistant organisms
• MRSA Methicillin-resistant Staphylococcus aureus
• NI Nosocomial infection
• OEL Occupational exposure limit
• PAA Peracetic acid
• Ppm Parts per million
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• QAC Quaternary ammonium compound
• RKI Robert Koch Institute
• TRBA Technical rules for biological agents
• TRGS Technical rules for hazardous substances
• VAH Association for Applied Hygiene
• VRE Vancomycin-resistant enterococci

Notes

Competing interests

The author declares to have no competing interests.

Attachments
Available from https://doi.org/10.3205/dgkh000468
1. Attachment1_dgkh000468.pdf (3284 KB)

Electronic supplementary material (only online and
in German)

References
1. Kommission für Krankenhaushygiene und Infektionsprävention

(KRINKO). Die Kategorien in der Richtlinie für
Krankenhaushygiene und Infektionsprävention - Aktualisierung
der Definitionen. Mitteilung der Kommission für
Krankenhaushygiene und Infektionsprävention [Categories in
the guideline for hospital hygiene and infection control - updating
the definitions. Report of the Committee of Hospital Hygiene and
Infection Control]. Bundesgesundheitsblatt Gesundheitsforschung
Gesundheitsschutz. 2010 Jul;53(7):754-6. DOI:
10.1007/s00103-010-1106-z

2. Ling ML, Apisarnthanarak A, Thu le TA, Villanueva V, Pandjaitan
C, Yusof MY. APSIC Guidelines for environmental cleaning and
decontamination. Antimicrob Resist Infect Control. 2015;4:58.
DOI: 10.1186/s13756-015-0099-7

3. Greig JD, Lee MB. Enteric outbreaks in long-term care facilities
and recommendations for prevention: a review. Epidemiol Infect.
2009 Feb;137(2):145-55. DOI: 10.1017/S0950268808000757

4. Donskey CJ. Does improving surface cleaning and disinfection
reduce health care-associated infections? Am J Infect Control.
2013May;41(5 Suppl):S12-9. DOI: 10.1016/j.ajic.2012.12.010

5. Carling P. Methods for assessing the adequacy of practice and
improving room disinfection. Am J Infect Control. 2013May;41(5
Suppl):S20-5. DOI: 10.1016/j.ajic.2013.01.003

6. Gebel J, Exner M, French G, Chartier Y, Christiansen B, Gemein
S, Goroncy-Bermes P, Hartemann P, Heudorf U, Kramer A,
Maillard JY, Oltmanns P, Rotter M, Sonntag HG. The role of
surface disinfection in infection prevention. GMS Hyg Infect
Control. 2013 Apr 29;8(1):Doc10. DOI: 10.3205/dgkh000210

7. Dancer SJ. Controlling hospital-acquired infection: focus on the
role of the environment and new technologies for
decontamination. Clin Microbiol Rev. 2014 Oct;27(4):665-90.
DOI: 10.1128/CMR.00020-14

8. Doll M, Stevens M, Bearman G. Environmental cleaning and
disinfection of patient areas. Int J Infect Dis. 2018 Feb;67:52-7.
DOI: 10.1016/j.ijid.2017.10.014

9. Dancer SJ. Importance of the environment in meticillin-resistant
Staphylococcus aureus acquisition: the case for hospital cleaning.
Lancet Infect Dis. 2008 Feb;8(2):101-13. DOI: 10.1016/S1473-
3099(07)70241-4

10. MacCannell T, Umscheid CA, Agarwal RK, Lee I, Kuntz G,
Stevenson KB; Healthcare Infection Control Practices Advisory
Committee-HICPAC. Guideline for the prevention and control of
norovirus gastroenteritis outbreaks in healthcare settings. Infect
Control Hosp Epidemiol. 2011 Oct;32(10):939-69. DOI:
10.1086/662025

11. Otter JA, Yezli S, Salkeld JA, French GL. Evidence that
contaminated surfaces contribute to the transmission of hospital
pathogens and an overview of strategies to address
contaminated surfaces in hospital settings. Am J Infect Control.
2013May;41(5 Suppl):S6-11. DOI: 10.1016/j.ajic.2012.12.004

12. Barclay L, Park GW, Vega E, Hall A, Parashar U, Vinjé J, Lopman
B. Infection control for norovirus. Clin Microbiol Infect. 2014
Aug;20(8):731-40. DOI: 10.1111/1469-0691.12674

13. Calfee DP, Salgado CD,Milstone AM, Harris AD, Kuhar DT, Moody
J, Aureden K, Huang SS, Maragakis LL, Yokoe DS; Society for
Healthcare Epidemiology of America. Strategies to prevent
methicillin-resistant Staphylococcus aureus transmission and
infection in acute care hospitals: 2014 update. Infect Control
Hosp Epidemiol. 2014 Jul;35(7):772-96. DOI: 10.1086/676534

14. Siani H, Maillard JY. Best practice in healthcare environment
decontamination. Eur J Clin Microbiol Infect Dis. 2015
Jan;34(1):1-11. DOI: 10.1007/s10096-014-2205-9

15. McDonald LC, Gerding DN, Johnson S, Bakken JS, Carroll KC,
Coffin SE, Dubberke ER, Garey KW, Gould CV, Kelly C, Loo V,
Shaklee Sammons J, Sandora TJ, Wilcox MH. Clinical Practice
Guidelines for Clostridium difficile Infection in Adults and
Children: 2017 Update by the Infectious Diseases Society of
America (IDSA) and Society for Healthcare Epidemiology of
America (SHEA). Clin Infect Dis. 2018 Mar;66(7):987-94. DOI:
10.1093/cid/ciy149

16. Han JH, Sullivan N, Leas BF, Pegues DA, Kaczmarek JL, Umscheid
CA. Cleaning Hospital Room Surfaces to Prevent Health Care-
Associated Infections: A Technical Brief. Ann Intern Med. 2015
Oct;163(8):598-607. DOI: 10.7326/M15-1192

17. Ministry of Health and Family Welfare - Government of India
(MoHFW). National Guidelines for Clean Hospitals. 2015 [cited
2022 Jul 07]. Available from: https://main.mohfw.gov.in/sites/
default/files/7660257301436254417_0.pdf

18. Alblas D, Bartel A, Beaudry J, Blake M, Brosnyak S, Christianson
C, Desautels J, Foreman J. Guidelines for Routine Environmental
Cleaning of the Operating Room. Winnipeg Regional Health
Authority (WRHA); 2017 [cited 2022 Jul 07]. Available from:
https://www.pediatria.gob.mx/archivos/burbuja/8_Limpieza_
y_desinfeccion_del_quirofano.pdf

19. ExnerM, Bhattacharya S, Gebel J, Goroncy-Bermes P, Hartemann
P, Heeg P, Ilschner C, Kramer A, Ling ML, Merkens W, Oltmanns
P, Pitten F, Rotter M, Schmithausen RM, Sonntag HG, Steinhauer
K, Trautmann M. Chemical disinfection in healthcare settings:
critical aspects for the development of global strategies. GMS
Hyg Infect Control. 2020 Dec 23;15:Doc36. DOI:
10.3205/dgkh000371

20. Assadian O, Harbarth S, Vos M, Knobloch JK, Asensio A, Widmer
AF. Practical recommendations for routine cleaning and
disinfection procedures in healthcare institutions: a narrative
review. J Hosp Infect. 2021 Jul;113:104-14. DOI:
10.1016/j.jhin.2021.03.010

21. Otter JA, Klein JL, Watts TL, Kearns AM, French GL. Identification
and control of an outbreak of ciprofloxacin-susceptible EMRSA-
15 on a neonatal unit. J Hosp Infect. 2007 Nov;67(3):232-9.
DOI: 10.1016/j.jhin.2007.07.024

35/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



22. Khanafer N, Voirin N, Barbut F, Kuijper E, Vanhems P. Hospital
management of Clostridium difficile infection: a review of the
literature. J Hosp Infect. 2015 Jun;90(2):91-101. DOI:
10.1016/j.jhin.2015.02.015

23. Huang SS, Datta R, Platt R. Risk of acquiring antibiotic-resistant
bacteria from prior room occupants. Arch Intern Med. 2006
Oct;166(18):1945-51. DOI: 10.1001/archinte.166.18.1945

24. Hayden MK, Blom DW, Lyle EA, Moore CG, Weinstein RA. Risk of
hand or glove contamination after contact with patients colonized
with vancomycin-resistant enterococcus or the colonized patients'
environment. Infect Control Hosp Epidemiol. 2008 Feb;29(2):149-
54. DOI: 10.1086/524331

25. Carter Y, Barry D. Tackling C difficile with environmental cleaning.
Nurs Times. 2011 Sep 13-19;107(36):22-5.

26. Shaughnessy MK, Micielli RL, DePestel DD, Arndt J, Strachan
CL, Welch KB, Chenoweth CE. Evaluation of hospital room
assignment and acquisition of Clostridium difficile infection.
Infect Control Hosp Epidemiol. 2011 Mar;32(3):201-6. DOI:
10.1086/658669

27. Weber DJ, RutalaWA. Understanding and preventing transmission
of healthcare-associated pathogens due to the contaminated
hospital environment. Infect Control Hosp Epidemiol. 2013
May;34(5):449-52. DOI: 10.1086/670223

28. Weber DJ, RutalaWA. Assessing the risk of disease transmission
to patients when there is a failure to follow recommended
disinfection and sterilization guidelines. Am J Infect Control. 2013
May;41(5 Suppl):S67-71. DOI: 10.1016/j.ajic.2012.10.031

29. Otter JA, Yezli S, French GL. The Role Played by Contaminated
Surfaces in the Transmission of Nosocomial Pathogens. In:
Borkow G, editor. Use of Biocidal Surfaces for Reduction of
Healthcare Acquired Infections. Cham: Springer International
Publishing; 2014. pp. 27-58.

30. Rosa R, Arheart KL, Depascale D, Cleary T, Kett DH, Namias N,
Pizano L, Fajardo-Aquino Y, Munoz-Price LS. Environmental
exposure to carbapenem-resistant Acinetobacter baumannii as
a risk factor for patient acquisition of A. baumannii. Infect Control
Hosp Epidemiol. 2014 Apr;35(4):430-3. DOI: 10.1086/675601

31. Weber DJ, Anderson D, Rutala WA. The role of the surface
environment in healthcare-associated infections. Curr Opin Infect
Dis. 2013 Aug;26(4):338-44. DOI:
10.1097/QCO.0b013e3283630f04

32. Weber DJ, Anderson DJ, Sexton DJ, Rutala WA. Role of the
environment in the transmission of Clostridium difficile in health
care facilities. Am J Infect Control. 2013 May;41(5 Suppl):S105-
10. DOI: 10.1016/j.ajic.2012.12.009

33. Gold KM, Hitchins VM. Cleaning assessment of disinfectant
cleaning wipes on an external surface of a medical device
contaminated with artificial blood or Streptococcus pneumoniae.
Am J Infect Control. 2013 Oct;41(10):901-7. DOI:
10.1016/j.ajic.2013.01.029

34. Sandle T, editor. The CDC Handbook: A Guide to Cleaning and
Disinfecting Cleanrooms. 2nd ed. Guildford, Surrey (UK):
Grosvenor House Publishing; 2016.

35. Bhalla A, Pultz NJ, Gries DM, Ray AJ, Eckstein EC, Aron DC,
Donskey CJ. Acquisition of nosocomial pathogens on hands after
contact with environmental surfaces near hospitalized patients.
Infect Control Hosp Epidemiol. 2004 Feb;25(2):164-7. DOI:
10.1086/502369

36. Rheinbaben F, Schünemann S, Gross T, Wolff MH. Transmission
of viruses via contact in ahousehold setting: experiments using
bacteriophage straight phiX174 as a model virus. J Hosp Infect.
2000 Sep;46(1):61-6. DOI: 10.1053/jhin.2000.0794

37. Gastmeier P. From 'one size fits all' to personalized infection
prevention. J Hosp Infect. 2020 Mar;104(3):256-60. DOI:
10.1016/j.jhin.2019.12.010

38. Stiefel U, Cadnum JL, Eckstein BC, Guerrero DM, Tima MA,
Donskey CJ. Contamination of hands with methicillin-resistant
Staphylococcus aureus after contact with environmental surfaces
and after contact with the skin of colonized patients. Infect
Control Hosp Epidemiol. 2011 Feb;32(2):185-7. DOI:
10.1086/657944

39. Chen LF, Knelson LP, Gergen MF, Better OM, Nicholson BP,
Woods CW, Rutala WA, Weber DJ, Sexton DJ, Anderson DJ; CDC
Prevention Epicenters Program. A prospective study of
transmission ofMultidrug-Resistant Organisms (MDROs) between
environmental sites and hospitalized patients-the TransFER
study. Infect Control Hosp Epidemiol. 2019 Jan;40(1):47-52.
DOI: 10.1017/ice.2018.275

40. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Händehygiene in Einrichtungen des
Gesundheitswesens: Empfehlung der Kommission für
Krankenhaushygiene und Infektionsprävention (KRINKO) beim
Robert Koch-Institut (RKI). Bundesgesundheitsblatt
Gesundheitsforschung Gesundheitsschutz. 2016
Sep;59(9):1189-220. DOI: 10.1007/s00103-016-2416-6

41. Regulation (EC) No 852/2004 of the European Parliament and
of the Council of 29 April 2004 on the hygiene of foodstuffs, OJ
L 139 30.4.2004. p. 1.

42. DIN 10516:2020-10. Lebensmittelhygiene - Reinigung und
Desinfektion. Berlin: Beuth; 2020.

43. Deutsche Gesellschaft für Krankenhaushygiene (DGKH).
Hygieneanforderungen beim Umgang mit Lebensmitteln in
Krankenhäusern, Pflege- und Rehabilitationseinrichtungen und
neuen Wohnformen. Hyg Med. 2018;43(1/2):7-12.

44. Heckmann M, Kramer A, Küster H. Muttermilch,
Frauenmilchspende und Formulanahrung. In: Kramer A, Assadian
O, Exner M, Hübner NO, Scheithauer S, Simon A, editors.
Krankenhaus- und Praxishygiene. München: Elsevier; 2022. pp.
467-72.

45. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Prävention postoperativer Wundinfektionen:
Empfehlung der Kommission für Krankenhaushygiene und
Infektionsprävention (KRINKO) beim Robert Koch-Institut.
Bundesgesundheitsblatt Gesundheitsforschung
Gesundheitsschutz. 2018 Apr;61(4):448-73. DOI:
10.1007/s00103-018-2706-2

46. Ruscher C. Infektionsprävention im Rahmen der Pflege und
Behandlung von Patienten mit übertragbaren Krankheiten.
Empfehlung der Kommission für Krankenhaushygiene und
Infektionsprävention (KRINKO) beim Robert Koch-Institut.
Bundesgesundheitsblatt Gesundheitsforschung
Gesundheitsschutz. 2015 Oct;58(10):1151-70. DOI:
10.1007/s00103-015-2234-2

47. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Anforderungen an die Infektionsprävention bei der
medizinischen Versorgung von immunsupprimierten Patienten:
Empfehlung der Kommission für Krankenhaushygiene und
Infektionsprävention (KRINKO) beim Robert Koch-Institut.
Bundesgesundheitsblatt Gesundheitsforschung
Gesundheitsschutz. 2021 Feb;64(2):232-64. DOI:
10.1007/s00103-020-03265-x

48. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Hygienemaßnahmen bei Clostridioides difficile-
Infektion (CDI): Empfehlung der Kommission für
Krankenhaushygiene und Infektionsprävention (KRINKO) beim
Robert Koch-Institut. Bundesgesundheitsblatt
Gesundheitsforschung Gesundheitsschutz. 2019 Jul;62(7):906-
23. DOI: 10.1007/s00103-019-02959-1

36/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



49. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Empfehlungen zur Prävention und Kontrolle von
Methicillin-resistenten Staphylococcus aureus-Stämmen (MRSA)
in medizinischen und pflegerischen Einrichtungen.
Bundesgesundheitsbl. 2014;57(6):695–732. DOI:
10.1007/s00103-014-1980-x

50. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Hygienemaßnahmen bei Infektionen oder Besiedlung
mit multiresistenten gramnegativen Stäbchen. Empfehlung der
Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO) beim Robert Koch-Institut (RKI) [Hygiene measures
for infection or colonization with multidrug-resistant gram-
negative bacilli. Commission recommendation for hospital
hygiene and infection prevention (KRINKO) at the Robert Koch
Institute (RKI)]. Bundesgesundheitsblatt Gesundheitsforschung
Gesundheitsschutz. 2012 Oct;55(10):1311-54. DOI:
10.1007/s00103-012-1549-5

51. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Hygienemaßnahmen zur Prävention der Infektion
durch Enterokokken mit speziellen Antibiotikaresistenzen:
Empfehlung der Kommission für Krankenhaushygiene und
Infektionsprävention (KRINKO) beim Robert Koch-Institut.
Bundesgesundheitsblatt Gesundheitsforschung
Gesundheitsschutz. 2018 Oct;61(10):1310-61. DOI:
10.1007/s00103-018-2811-2

52. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Anforderungen der Hygiene an abwasserführende
Systeme in medizinischen Einrichtungen: Empfehlung der
Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO) beim Robert Koch-Institut. Bundesgesundheitsblatt
GesundheitsforschungGesundheitsschutz. 2020 Apr;63(4):484-
501. DOI: 10.1007/s00103-020-03118-7

53. Regulation (EU) No 528/2012 of the European Parliament and
of the Council of 22 May 2012 concerning the making available
on themarket and use of biocidal products. OJ L 167, 27.6.2012.
pp. 1–123.

54. Bundesanstalt für Arbeitsschutz und Arbeitsmedizin (BAuA).
Biozidprodukte im Entscheidungsverfahren. Liste der
Biozidprodukte, die in Deutschland aufgrund eines laufenden
Entscheidungsverfahrens auf dem Markt bereitgestellt und
verwendet werden dürfen (Stand 06.07.2022). 2022 [cited 2022
Apr 27]. Available from: https://www.baua.de/DE/Themen/
Anwendungssichere-Chemikalien-und-Produkte/
Chemikalienrecht/Biozide/pdf/Biozidprodukte-im-
Entscheidungsverfahren.pdf

55. DIN EN 14885:2019-10 Chemische Desinfektionsmittel und
Antiseptika - Anwendung Europäischer Normen für chemische
Desinfektionsmittel und Antiseptika; Deutsche Fassung EN
14885. Berlin: Beuth; 2018.

56. Verbund für Angewandte Hygiene e.V. (VAH); Desinfektionsmittel-
Kommission. Zum Stellenwert der Desinfektionsmittel-Liste des
VAH vor dem Hintergrund der Biozidprodukte-Verordnung. Hyg
Med. 2018;43(1/2):31-3.

57. Regulation (EU) No 2017/745 of the European Parliament and
of the Council of 5 April 2017 on medical devices, amending
Directive 2001/83/EC, Regulation (EC) No 178/2002 and
Regulation (EC) No 1223/2009 and repealing Council Directives
90/385/EEC and 93/42/EEC. OJ L 117, 5.5.2017, p. 1–175.

58. Jäkel C. Disinfectants for Human Use – Classification as
Medicinal Products even following 15th amendment to the AMG.
Hyg Med. 2009;34(6):240-7.

59. Jäkel C. Rechtliche Einstufung von Desinfektionsmitteln im
Gesundheitswesen – ein Update. PharmR. 2013;35(6):261-9.

60. Verbund für Angewandte Hygiene e.V. (VAH); Desinfektionsmittel-
Kommission. Desinfektionsmittel-Liste des VAH. 2022 [cited
2022 May 05]. Available from: https://vah-liste.mhp-verlag.de

61. Verbund für Angewandte Hygiene e.V. (VAH); Desinfektionsmittel-
Kommission. Anforderungen undMethoden zur VAH-Zertifizierung
chemischer Desinfektionsverfahren. 2019 [cited 2022 Jul 07].
Available from: https://vah-online.de/files/download/ebooks/
eBook_VAH_Methoden_Anforderungen.pdf

62. Verbund für Angewandte Hygiene e.V. (VAH); Desinfektionsmittel-
Kommission. Anforderungen undMethoden zur VAH-Zertifizierung
chemischer Desinfektionsverfahren. Kapitel 1 bis 4: Stand 1.
November 2021. 2021 [cited 2022 Jul 07]. Available from:
https://vah-online.de/files/download/ebooks/211109-VAH-
Methodenbuch-Kapitel-1-4-Gesamt.pdf

63. Rabenau HF, Schwebke I, Blümel J, Eggers M, Glebe D, Rapp I,
Sauerbrei A, Steinmann E, Steinmann J, Willkommen H, Wutzler
P. Leitlinie der Deutschen Vereinigung zur Bekämpfung der
Viruskrankheiten (DVV) e. V. und des Robert Koch-Instituts (RKI)
zur Prüfung von chemischen Desinfektionsmitteln auf
Wirksamkeit gegen Viren in der Humanmedizin: Fassung vom 1.
Dezember 2014 [Guideline of the German Association for the
Control of Viral Diseases (DVV) eV and the Robert Koch Institute
(RKI) for testing chemical disinfectants for effectiveness against
viruses in human medicine. Version of 1 December, 2014].
Bundesgesundheitsblatt Gesundheitsforschung
Gesundheitsschutz. 2015 Apr;58(4-5):493-504. DOI:
10.1007/s00103-015-2131-8

64. Rabenau HF, Schwebke I, Steinmann J, Eggers M, Rapp I,
Neumann-Haefelin D. Quantitative Prüfung der viruziden
Wirksamkeit chemischer Desinfektionsmittel auf nicht-porösen
Oberflächen. Hyg Med. 2012;37(3):78-85.

65. DIN EN 13727:2015-12. Chemische Desinfektionsmittel und
Antiseptika - Quantitativer Suspensionsversuch zur Bestimmung
der bakteriziden Wirkung im humanmedizinischen Bereich -
Prüfverfahren und Anforderungen (Phase 2, Stufe 1); Deutsche
Fassung EN 13727:2012+A2:2015. Berlin: Beuth; 2015.

66. DIN EN 14348:2005-04. Chemische Desinfektionsmittel und
Antiseptika - Quantitativer Suspensionsversuch zur Bestimmung
der mykobakteriziden Wirkung chemischer Desinfektionsmittel
im humanmedizinischen Bereich einschließlich der
Instrumentendesinfektionsmittel - Prüfverfahren und
Anforderungen (Phase 2, Stufe 1); Deutsche Fassung EN
14348:2005. Berlin: Beuth; 2005.

67. DIN EN 14476:2019-10. Chemische Desinfektionsmittel und
Antiseptika - Quantitativer Suspensionsversuch zur Bestimmung
der viruziden Wirkung im humanmedizinischen Bereich -
Prüfverfahren und Anforderungen (Phase 2, Stufe 1); Deutsche
Fassung EN 14476:2013+A2:2019. Berlin: Beuth; 2019.

68. DIN EN 17126:2019-02. Chemische Desinfektionsmittel und
Antiseptika - Quantitativer Suspensionsversuch zur Bestimmung
der sporiziden Wirkung im humanmedizinischen Bereich -
Prüfverfahren und Anforderungen (Phase 2, Stufe 1); Deutsche
Fassung EN 17126:2018. Berlin: Beuth; 2019.

69. DIN EN 17387:2021-10. Chemische Desinfektionsmittel und
Antiseptika - Quantitativer Oberflächen-Versuch zur Bestimmung
der bakteriziden und/oder levuroziden und/oder fungiziden
Wirkung chemischer Desinfektionsmittel auf nicht porösen
Oberflächen im humanmedizinischen Bereich - Prüfverfahren
und Anforderungen ohne mechanische Behandlung (Phase 2,
Stufe 2); Deutsche Fassung EN 17387:2021. Berlin: Beuth;
2021.

70. DIN EN 16615:2015-06. Chemische Desinfektionsmittel und
Antiseptika - Quantitatives Prüfverfahren zur Bestimmung der
bakteriziden und levuroziden Wirkung auf nicht-porösen
Oberflächenmit mechanischer Einwirkungmit Hilfe von Tüchern
im humanmedizinischen Bereich (4-Felder-Test) - Prüfverfahren
und Anforderungen (Phase 2, Stufe 2); Deutsche Fassung EN
16615:2015. Berlin: Beuth; 2015.

37/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



71. DIN EN 16777:2019-03. Chemische Desinfektionsmittel und
Antiseptika - Quantitativer Versuch auf nicht porösen Oberflächen
ohne mechanische Einwirkung zur Bestimmung der viruziden
Wirkung im humanmedizinischen Bereich - Prüfverfahren und
Anforderungen (Phase 2, Stufe 2); Deutsche Fassung EN
16777:2018. Berlin: Beuth.

72. DIN EN 13624:2022-08. Chemische Desinfektionsmittel und
Antiseptika - Quantitativer Suspensionsversuch zur Bestimmung
der fungiziden oder levurozidenWirkung im humanmedizinischen
Bereich - Prüfverfahren und Anforderungen (Phase 2, Stufe 1);
Deutsche Fassung EN 13624:2021. Berlin: Beuth; 2022.

73. DIN EN ISO/IEC 17025:2018-03. Allgemeine Anforderungen an
die Kompetenz von Prüf- und Kalibrierlaboratorien (ISO/IEC
17025:2017); Deutsche und Englische Fassung EN ISO/IEC
17025:2017. Berlin: Beuth; 2018.

74. Deutsche Veterinärmedizinische Gesellschaft (DVG). 8. Liste der
nach den Richtlinien der DVG (4. Aufl.) geprüften und als wirksam
befundenen Desinfektionsmittel (Handelspräparate, ohne
Ausbringungsverfahren) für den Lebensmittelbereich. Stand:
07.07.2022. 2022 [cited 2022 Jul 07]. Available from: https://
www.desinfektion-dvg.de/fileadmin/templates/fachgruppen/
desinfektion/scripts/pdfDesinfektionsDB.php/?pdf=1&list=lm

75. Infektionsschutzgesetz vom 20. Juli 2000 (BGBl. I S. 1045), das
zuletzt durch Artikel 3a des Gesetzes vom 28. Juni 2022 (BGBl.
I S. 938) geändert worden ist.

76. Robert Koch-Institut (RKI). Liste der vom Robert Koch-Institut
geprüften und anerkannten Desinfektionsmittel und -verfahren
: Stand: 31. Oktober 2017 (17. Ausgabe).
Bundesgesundheitsblatt Gesundheitsforschung
Gesundheitsschutz. 2017 Nov;60(11):1274-97. DOI:
10.1007/s00103-017-2634-6

77. Engelhart S, Saborowski F, Krakau M, Scherholz-Schlösser G,
Heyer I, Exner M. Severe Serratia liquefaciens sepsis following
vitamin C infusion treatment by a naturopathic practitioner. J
Clin Microbiol. 2003 Aug;41(8):3986-8. DOI:
10.1128/JCM.41.8.3986-3988.2003

78. Kommission für Krankenhaushygiene und Infektionsprävention;
Robert Koch Institute. Anforderungen an die Hygiene bei
Punktionen und Injektionen [Public health requirements in
punctures and injections]. Bundesgesundheitsblatt
Gesundheitsforschung Gesundheitsschutz. 2011
Sep;54(9):1135-44. DOI: 10.1007/s00103-011-1352-8

79. Bundesapothekerkammer (BAK). Hygieneplan für die Herstellung
der nichtsterilen Rezepturarzneimittel (Arbeitshilfe zur
Qualitätssicherung). 2018 [cited 2022 Jul 07]. Available from:
https://view.officeapps.live.com/op/view.aspx?src=https%3A%
2F%2Fwww.abda.de%2Ffileadmin%2Fuser_upload%2Fassets%
2FPraktische_Hilfen%2FLeitlinien%2FHygienemanagement%
2FFB_Hygienemanagement_Rezeptur.docx&wdOrigin=
BROWSELINK

80. Centers for Disease Control and Prevention (CDC). Best Practices
for Environmental Cleaning in Healthcare Facilities in Resource-
Limited Settings. Appendix C: Examples of high-touch surfaces
in a specialized patient area. 2020 [cited 2022 Jul 07]. Available
from: https://www.cdc.gov/hai/prevent/resource-limited/high-
touch-surfaces.html

81. Anderson G, Palombo EA. Microbial contamination of computer
keyboards in a university setting. Am J Infect Control. 2009
Aug;37(6):507-9. DOI: 10.1016/j.ajic.2008.10.032

82. Wojgani H, Kehsa C, Cloutman-Green E, Gray C, Gant V, Klein N.
Hospital door handle design and their contamination with
bacteria: a real life observational study. Are we pulling against
closed doors? PLoS One. 2012;7(10):e40171. DOI:
10.1371/journal.pone.0040171

83. Assadian O, Leaper DJ, Kramer A, Ousey KJ. Can the design of
glove dispensing boxes influence glove contamination? J Hosp
Infect. 2016 Nov;94(3):259-62. DOI:
10.1016/j.jhin.2016.09.005

84. Lax S, Sangwan N, Smith D, Larsen P, Handley KM, Richardson
M, Guyton K, Krezalek M, Shogan BD, Defazio J, Flemming I,
Shakhsheer B, Weber S, Landon E, Garcia-Houchins S, Siegel J,
Alverdy J, Knight R, Stephens B, Gilbert JA. Bacterial colonization
and succession in a newly opened hospital. Sci Transl Med. 2017
May;9(391):eaah6500. DOI: 10.1126/scitranslmed.aah6500

85. Poza M, Gayoso C, Gómez MJ, Rumbo-Feal S, Tomás M, Aranda
J, Fernández A, Bou G. Exploring bacterial diversity in hospital
environments by GS-FLX Titanium pyrosequencing. PLoS One.
2012;7(8):e44105. DOI: 10.1371/journal.pone.0044105

86. ComarM, D'Accolti M, Cason C, Soffritti I, Campisciano G, Lanzoni
L, Bisi M, Volta A, Mazzacane S, Caselli E. Introduction of NGS
in Environmental Surveillance for Healthcare-Associated Infection
Control. Microorganisms. 2019 Dec;7(12):708. DOI:
10.3390/microorganisms7120708

87. Stein C, Lange I, Rödel J, Pletz MW, Kipp F. Targeted Molecular
Detection of Nosocomial Carbapenemase-Producing Gram-
Negative Bacteria-On Near- and Distant-Patient Surfaces.
Microorganisms. 2021 May;9(6):1190. DOI:
10.3390/microorganisms9061190

88. Rutala WA, Weber DJ. Surface disinfection: should we do it? J
Hosp Infect. 2001 Aug;48 Suppl A:S64-8. DOI: 10.1016/s0195-
6701(01)90017-9

89. Gallimore CI, Taylor C, Gennery AR, Cant AJ, Galloway A, Iturriza-
Gomara M, Gray JJ. Environmental monitoring for gastroenteric
viruses in a pediatric primary immunodeficiency unit. J Clin
Microbiol. 2006 Feb;44(2):395-9. DOI: 10.1128/JCM.44.2.395-
399.2006

90. Barker J, Vipond IB, Bloomfield SF. Effects of cleaning and
disinfection in reducing the spread of Norovirus contamination
via environmental surfaces. J Hosp Infect. 2004 Sep;58(1):42-
9. DOI: 10.1016/j.jhin.2004.04.021

91. Weber DJ, Rutala WA, Miller MB, Huslage K, Sickbert-Bennett E.
Role of hospital surfaces in the transmission of emerging health
care-associated pathogens: norovirus, Clostridium difficile, and
Acinetobacter species. Am J Infect Control. 2010 Jun;38(5 Suppl
1):S25-33. DOI: 10.1016/j.ajic.2010.04.196

92. Lee SE, Lee DY, Lee WG, Kang B, Jang YS, Ryu B, Lee S, Bahk
H, Lee E. Detection of Novel Coronavirus on the Surface of
Environmental Materials Contaminated by COVID-19 Patients in
the Republic of Korea. Osong Public Health Res Perspect. 2020
Jun;11(3):128-32. DOI: 10.24171/j.phrp.2020.11.3.03

93. Knelson LP, Williams DA, Gergen MF, Rutala WA, Weber DJ,
Sexton DJ, Anderson DJ; Centers for Disease Control and
Prevention Epicenters Program. A comparison of environmental
contamination by patients infected or colonized with methicillin-
resistant Staphylococcus aureus or vancomycin-resistant
enterococci: a multicenter study. Infect Control Hosp Epidemiol.
2014 Jul;35(7):872-5. DOI: 10.1086/676861

94. Lin D, Ou Q, Lin J, Peng Y, Yao Z. A meta-analysis of the rates of
Staphylococcus aureus and methicillin-resistant S aureus
contamination on the surfaces of environmental objects that
health care workers frequently touch. Am J Infect Control. 2017
Apr;45(4):421-9. DOI: 10.1016/j.ajic.2016.11.004

95. Bonten MJ, Hayden MK, Nathan C, van Voorhis J, Matushek M,
Slaughter S, Rice T, Weinstein RA. Epidemiology of colonisation
of patients and environment with vancomycin-resistant
enterococci. Lancet. 1996 Dec;348(9042):1615-9. DOI:
10.1016/S0140-6736(96)02331-8

38/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



96. Lerner A, Adler A, Abu-Hanna J, Meitus I, Navon-Venezia S,
Carmeli Y. Environmental contamination by carbapenem-resistant
Enterobacteriaceae. J Clin Microbiol. 2013 Jan;51(1):177-81.
DOI: 10.1128/JCM.01992-12

97. Weber DJ, Rutala WA, Kanamori H, Gergen MF, Sickbert-Bennett
EE. Carbapenem-resistant Enterobacteriaceae: frequency of
hospital room contamination and survival on various inoculated
surfaces. Infect Control Hosp Epidemiol. 2015 May;36(5):590-
3. DOI: 10.1017/ice.2015.17

98. Sitzlar B, Deshpande A, Fertelli D, Kundrapu S, Sethi AK, Donskey
CJ. An environmental disinfection odyssey: evaluation of
sequential interventions to improve disinfection of Clostridium
difficile isolation rooms. Infect Control Hosp Epidemiol. 2013
May;34(5):459-65. DOI: 10.1086/670217

99. Welsh RM, Bentz ML, Shams A, Houston H, Lyons A, Rose LJ,
Litvintseva AP. Survival, Persistence, and Isolation of the
Emerging Multidrug-Resistant Pathogenic Yeast Candida auris
on a Plastic Health Care Surface. J Clin Microbiol. 2017
Oct;55(10):2996-3005. DOI: 10.1128/JCM.00921-17

100. Garcia-Cruz CP, Aguilar MJN, Arroyo-Helguera OE. Fungal and
Bacterial Contamination on Indoor Surfaces of a Hospital in
Mexico. Jundishapur J Microbiol. 2012;5(3):460-4. DOI:
10.5812/jjm.2625

101. Lemmen SW, Häfner H, Zolldann D, Stanzel S, Lütticken R.
Distribution ofmulti-resistant Gram-negative versusGram-positive
bacteria in the hospital inanimate environment. J Hosp Infect.
2004 Mar;56(3):191-7. DOI: 10.1016/j.jhin.2003.12.004

102. Kramer A, Schwebke I, Kampf G. How long do nosocomial
pathogens persist on inanimate surfaces? A systematic review.
BMC Infect Dis. 2006 Aug;6:130. DOI: 10.1186/1471-2334-6-
130

103. Niyyati M, Naghahi A, Behniafar H, Lasjerdi Z. Occurrence of Free-
living Amoebae in Nasal Swaps of Patients of Intensive Care Unit
(ICU) and Critical Care Unit (CCU) and Their Surrounding
Environments. Iran J Public Health. 2018;47(6):908-13.

104. Talento AF, Fitzgerald M, Redington B, O'Sullivan N, Fenelon L,
Rogers TR. Prevention of healthcare-associated invasive
aspergillosis during hospital construction/renovation works. J
Hosp Infect. 2019 Sep;103(1):1-12. DOI:
10.1016/j.jhin.2018.12.020

105. Falk PS, Winnike J, Woodmansee C, Desai M, Mayhall CG.
Outbreak of vancomycin-resistant enterococci in a burn unit.
Infect Control Hosp Epidemiol. 2000 Sep;21(9):575-82. DOI:
10.1086/501806

106. Rampling A, Wiseman S, Davis L, Hyett AP, Walbridge AN, Payne
GC, Cornaby AJ. Evidence that hospital hygiene is important in
the control of methicillin-resistant Staphylococcus aureus. J Hosp
Infect. 2001 Oct;49(2):109-16. DOI: 10.1053/jhin.2001.1013

107. Denton M, Wilcox MH, Parnell P, Green D, Keer V, Hawkey PM,
Evans I, Murphy P. Role of environmental cleaning in controlling
an outbreak of Acinetobacter baumannii on a neurosurgical
intensive care unit. J Hosp Infect. 2004 Feb;56(2):106-10. DOI:
10.1016/j.jhin.2003.10.017

108. Hayden MK, Bonten MJ, Blom DW, Lyle EA, van de Vijver DA,
Weinstein RA. Reduction in acquisition of vancomycin-resistant
enterococcus after enforcement of routine environmental
cleaning measures. Clin Infect Dis. 2006 Jun;42(11):1552-60.
DOI: 10.1086/503845

109. Valiquette L, Cossette B, Garant MP, Diab H, Pépin J. Impact of
a reduction in the use of high-risk antibiotics on the course of
an epidemic of Clostridium difficile-associated disease caused
by the hypervirulent NAP1/027 strain. Clin Infect Dis. 2007
Sep;45 Suppl 2:S112-21. DOI: 10.1086/519258

110. Dancer SJ, White LF, Lamb J, Girvan EK, Robertson C. Measuring
the effect of enhanced cleaning in a UK hospital: a prospective
cross-over study. BMCMed. 2009 Jun;7:28. DOI: 10.1186/1741-
7015-7-28

111. Wilson AP, Smyth D, Moore G, Singleton J, Jackson R, Gant V,
Jeanes A, Shaw S, James E, Cooper B, Kafatos G, Cookson B,
Singer M, Bellingan G. The impact of enhanced cleaning within
the intensive care unit on contamination of the near-patient
environment with hospital pathogens: a randomized crossover
study in critical care units in two hospitals. Crit Care Med. 2011
Apr;39(4):651-8. DOI: 10.1097/CCM.0b013e318206bc66

112. Grabsch EA, Mahony AA, Cameron DR, Martin RD, Heland M,
Davey P, Petty M, Xie S, Grayson ML. Significant reduction in
vancomycin-resistant enterococcus colonization and bacteraemia
after introduction of a bleach-based cleaning-disinfection
programme. J Hosp Infect. 2012 Dec;82(4):234-42. DOI:
10.1016/j.jhin.2012.08.010

113. Hess AS, Shardell M, Johnson JK, Thom KA, Roghmann MC,
Netzer G, Amr S, Morgan DJ, Harris AD. A randomized controlled
trial of enhanced cleaning to reduce contamination of healthcare
worker gowns and gloves withmultidrug-resistant bacteria. Infect
Control Hosp Epidemiol. 2013 May;34(5):487-93. DOI:
10.1086/670205

114. Datta R, Platt R, Yokoe DS, Huang SS. Environmental cleaning
intervention and risk of acquiring multidrug-resistant organisms
from prior room occupants. Arch Intern Med. 2011
Mar;171(6):491-4. DOI: 10.1001/archinternmed.2011.64

115. Nseir S, Blazejewski C, Lubret R, Wallet F, Courcol R, Durocher
A. Risk of acquiring multidrug-resistant Gram-negative bacilli
from prior room occupants in the intensive care unit. Clin
Microbiol Infect. 2011 Aug;17(8):1201-8. DOI: 10.1111/j.1469-
0691.2010.03420.x

116. Cohen B, Cohen CC, Løyland B, Larson EL. Transmission of health
care-associated infections from roommates and prior room
occupants: a systematic review. Clin Epidemiol. 2017;9:297-
310. DOI: 10.2147/CLEP.S124382

117. Cohen B, Liu J, Cohen AR, Larson E. Association Between
Healthcare-Associated Infection and Exposure to Hospital
Roommates and Previous Bed Occupants with the Same
Organism. Infect Control Hosp Epidemiol. 2018 May;39(5):541-
6. DOI: 10.1017/ice.2018.22

118. Drees M, Snydman DR, Schmid CH, Barefoot L, Hansjosten K,
Vue PM, Cronin M, Nasraway SA, Golan Y. Prior environmental
contamination increases the risk of acquisition of vancomycin-
resistant enterococci. Clin Infect Dis. 2008 Mar;46(5):678-85.
DOI: 10.1086/527394

119. Mitchell BG, Dancer SJ, Anderson M, Dehn E. Risk of organism
acquisition from prior room occupants: a systematic review and
meta-analysis. J Hosp Infect. 2015 Nov;91(3):211-7. DOI:
10.1016/j.jhin.2015.08.005

120. Wu YL, Yang XY, Ding XX, Li RJ, Pan MS, Zhao X, Hu XQ, Zhang
JJ, Yang LQ. Exposure to infected/colonized roommates and prior
room occupants increases the risks of healthcare-associated
infections with the same organism. J Hosp Infect. 2019
Feb;101(2):231-9. DOI: 10.1016/j.jhin.2018.10.014

121. Martínez JA, Ruthazer R, Hansjosten K, Barefoot L, Snydman DR.
Role of environmental contamination as a risk factor for
acquisition of vancomycin-resistant enterococci in patients
treated in a medical intensive care unit. Arch Intern Med. 2003
Sep;163(16):1905-12. DOI: 10.1001/archinte.163.16.1905

122. Cassone M, Zhu Z, Mantey J, Gibson KE, Perri MB, Zervos MJ,
Snitkin ES, Foxman B, Mody L. Interplay Between Patient
Colonization and Environmental ContaminationWith Vancomycin-
Resistant Enterococci and Their Association With Patient Health
Outcomes in Postacute Care. Open Forum Infect Dis. 2020
Jan;7(1):ofz519. DOI: 10.1093/ofid/ofz519

39/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



123. Suleyman G, Alangaden G, Bardossy AC. The Role of
Environmental Contamination in the Transmission of Nosocomial
Pathogens and Healthcare-Associated Infections. Curr Infect Dis
Rep. 2018 Apr;20(6):12. DOI: 10.1007/s11908-018-0620-2

124. Knox J, Sullivan SB, Urena J, Miller M, Vavagiakis P, Shi Q,
Uhlemann AC, Lowy FD. Association of Environmental
Contamination in the Home With the Risk for Recurrent
Community-Associated, Methicillin-Resistant Staphylococcus
aureus Infection. JAMA Intern Med. 2016 Jun;176(6):807-15.
DOI: 10.1001/jamainternmed.2016.1500

125. White LF, Dancer SJ, Robertson C, McDonald J. Are hygiene
standards useful in assessing infection risk? Am J Infect Control.
2008 Jun;36(5):381-4. DOI: 10.1016/j.ajic.2007.10.015

126. RutalaWA, Kanamori H, GergenMF, Knelson LP, Sickbert-Bennett
EE, Chen LF, Anderson DJ, Sexton DJ, Weber DJ; CDC Prevention
Epicenters Program. Enhanced disinfection leads to reduction
ofmicrobial contamination and a decrease in patient colonization
and infection. Infect Control Hosp Epidemiol. 2018
Sep;39(9):1118-21. DOI: 10.1017/ice.2018.165

127. Orenstein R, Aronhalt KC, McManus JE Jr, Fedraw LA. A targeted
strategy to wipe out Clostridium difficile. Infect Control Hosp
Epidemiol. 2011 Nov;32(11):1137-9. DOI: 10.1086/662586

128. Mayfield JL, Leet T, Miller J, Mundy LM. Environmental control
to reduce transmission of Clostridium difficile. Clin Infect Dis.
2000 Oct;31(4):995-1000. DOI: 10.1086/318149

129. Wilcox MH, Fawley WN, Wigglesworth N, Parnell P, Verity P,
Freeman J. Comparison of the effect of detergent versus
hypochlorite cleaning on environmental contamination and
incidence of Clostridium difficile infection. J Hosp Infect. 2003
Jun;54(2):109-14. DOI: 10.1016/s0195-6701(02)00400-0

130. Hacek DM, Ogle AM, Fisher A, Robicsek A, Peterson LR.
Significant impact of terminal room cleaning with bleach on
reducing nosocomial Clostridium difficile. Am J Infect Control.
2010 Jun;38(5):350-3. DOI: 10.1016/j.ajic.2009.11.003

131. Ray AJ, Deshpande A, Fertelli D, Sitzlar BM, Thota P, Sankar C
T, Jencson AL, Cadnum JL, Salata RA, Watkins RR, Sethi AK,
Carling PC, Wilson BM, Donskey CJ. A Multicenter Randomized
Trial to Determine the Effect of an Environmental Disinfection
Intervention on the Incidence of Healthcare-Associated
Clostridium difficile Infection. Infect Control Hosp Epidemiol.
2017 Jul;38(7):777-83. DOI: 10.1017/ice.2017.76

132. Anderson DJ, Chen LF, Weber DJ, Moehring RW, Lewis SS, Triplett
PF, Blocker M, Becherer P, Schwab JC, Knelson LP, Lokhnygina
Y, RutalaWA, Kanamori H, GergenMF, Sexton DJ; CDC Prevention
Epicenters Program. Enhanced terminal room disinfection and
acquisition and infection caused bymultidrug-resistant organisms
and Clostridium difficile (the Benefits of Enhanced Terminal
Room Disinfection study): a cluster-randomised, multicentre,
crossover study. Lancet. 2017 Feb;389(10071):805-14. DOI:
10.1016/S0140-6736(16)31588-4

133. Garvey MI, Wilkinson MAC, Bradley CW, Holden KL, Holden E.
Wiping out MRSA: effect of introducing a universal disinfection
wipe in a large UK teaching hospital. Antimicrob Resist Infect
Control. 2018;7:155. DOI: 10.1186/s13756-018-0445-7

134. Ross B, Hansen D, PoppW. Cleaning and disinfection in outbreak
control – experiences with different pathogens. Healthcare
infection. 2013;18(1):37-41. DOI: 10.1071/HI12041

135. Kreidl P, Mayr A, Hinterberger G, Berktold M, Knabl L, Fuchs S,
PoschW, Eschertzhuber S, Obwegeser A, Lass-Flörl C, Orth-Höller
D. Outbreak report: a nosocomial outbreak of vancomycin
resistant in a solid organ transplant unit. Antimicrob Resist Infect
Control. 2018;7:86. DOI: 10.1186/s13756-018-0374-5

136. Kaatz GW, Gitlin SD, Schaberg DR,Wilson KH, Kauffman CA, Seo
SM, Fekety R. Acquisition of Clostridium difficile from the hospital
environment. Am J Epidemiol. 1988 Jun;127(6):1289-94. DOI:
10.1093/oxfordjournals.aje.a114921

137. Tankovic J, Legrand P, De Gatines G, Chemineau V, Brun-Buisson
C, Duval J. Characterization of a hospital outbreak of imipenem-
resistant Acinetobacter baumannii by phenotypic and genotypic
typing methods. J Clin Microbiol. 1994 Nov;32(11):2677-81.
DOI: 10.1128/jcm.32.11.2677-2681.1994

138. Neely AN, Maley MP, Warden GD. Computer keyboards as
reservoirs for Acinetobacter baumannii in a burn hospital. Clin
Infect Dis. 1999 Nov;29(5):1358-60. DOI: 10.1086/313463

139. Doidge M, Allworth AM, Woods M, Marshall P, Terry M, O'Brien
K, Goh HM, George N, Nimmo GR, Schembri MA, Lipman J,
Paterson DL. Control of an outbreak of carbapenem-resistant
Acinetobacter baumannii in Australia after introduction of
environmental cleaning with a commercial oxidizing disinfectant.
Infect Control Hosp Epidemiol. 2010 Apr;31(4):418-20. DOI:
10.1086/651312

140. Chmielarczyk A, Higgins PG, Wojkowska-Mach J, Synowiec E,
Zander E, Romaniszyn D, Gosiewski T, Seifert H, Heczko P,
Bulanda M. Control of an outbreak of Acinetobacter baumannii
infections using vaporized hydrogen peroxide. J Hosp Infect.
2012 Aug;81(4):239-45. DOI: 10.1016/j.jhin.2012.05.010

141. Hobson RP, MacKenzie FM, Gould IM. An outbreak of multiply-
resistant Klebsiella pneumoniae in the Grampian region of
Scotland. J Hosp Infect. 1996 Aug;33(4):249-62. DOI:
10.1016/s0195-6701(96)90011-0

142. Division of Viral Diseases; National Center for Immunization and
Respiratory Diseases; Centers for Disease Control and Prevention.
Updated norovirus outbreakmanagement and disease prevention
guidelines. MMWR Recomm Rep. 2011 Mar 4;60(RR-3):1-18.

143. Sehulster L, Chinn RY; CDC; HICPAC. Guidelines for environmental
infection control in health-care facilities. Recommendations of
CDC and the Healthcare Infection Control Practices Advisory
Committee (HICPAC). MMWR Recomm Rep. 2003 Jun 6;52(RR-
10):1-42.

144. Ontario Agency for Health Protection and Promotion (Public
Health Ontario), Provincial Infectious Diseases Advisory
Committee (PIDAC). Best Practices for Environmental Cleaning
for Prevention and Control of Infections in All Health Care
Settings. 3rd ed. Toronto: Queen’s Printer for Ontario; 2018 [cited
2022 Jul 07]. Available from: https://
www.publichealthontario.ca/-/media/documents/bp-
environmental-cleaning.pdf?la=en

145. Alberta Health Services (AHS). Suggested Surface Cleaning/
Disinfection Guidelines for GI/ILI/VLI Outbreaks in Child Care
Facilities. 2019 [cited 2022 Jul 07]. Available from: https://
www.albertahealthservices.ca/assets/info/hp/phys/nor/if-hp-
phys-moh-nz-obm-surface-cleaning-gi-ili.pdf

146. Centers for Disease Control and Prevention (CDC), Healthcare
Infection Control Practices Advisory Committee (HICPAC), Rutala
WA, Weber DJ. Guideline for Disinfection and Sterilization in
Healthcare Facilities, 2008 (Update: May 2019). Atlanta, GA:
CDC; 2008 [cited 2022 Jul 07]. Available from: https://
www.cdc.gov/infectioncontrol/pdf/guidelines/disinfection-
guidelines-H.pdf

147. Dancer SJ, Kramer A. Four steps to clean hospitals: LOOK, PLAN,
CLEAN and DRY. J Hosp Infect. 2019 Sep;103(1):e1-e8. DOI:
10.1016/j.jhin.2018.12.015

148. DIN 13063:2021-09. Krankenhausreinigung - Anforderungen
an die Reinigung und desinfizierende Reinigung in
Krankenhäusern und anderen medizinischen Einrichtungen.
Berlin: Beuth; 2021.

149. TRBA 250: Biologische Arbeitsstoffe im Gesundheitswesen und
in der Wohlfahrtspflege. GMBl 2014 (10/11), letzte Änderung
vom 2.5.2018.

40/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



150. Tuladhar E, HazelegerWC, KoopmansM, ZwieteringMH, Beumer
RR, Duizer E. Residual viral and bacterial contamination of
surfaces after cleaning and disinfection. Appl Environ Microbiol.
2012 Nov;78(21):7769-75. DOI: 10.1128/AEM.02144-12

151. Exner M, Vacata V, Hornei B, Dietlein E, Gebel J. Household
cleaning and surface disinfection: new insights and strategies.
J Hosp Infect. 2004 Apr;56 Suppl 2:S70-5. DOI:
10.1016/j.jhin.2003.12.037

152. Jacobshagen A, Gemein S, Exner M, Gebel J. Test methods for
surface disinfection: comparison of theWiperator ASTM standard
E2967-15 and the 4-field test EN 16615. GMSHyg Infect Control.
2020 Apr 1;15:Doc04. DOI: 10.3205/dgkh000339

153. Dharan S, Mourouga P, Copin P, Bessmer G, Tschanz B, Pittet
D. Routine disinfection of patients' environmental surfaces. Myth
or reality? J Hosp Infect. 1999 Jun;42(2):113-7. DOI:
10.1053/jhin.1999.0567

154. Chemikaliengesetz in der Fassung der Bekanntmachung vom
28. August 2013 (BGBl. I S. 3498, 3991), das zuletzt durch
Artikel 115 des Gesetzes vom10. August 2021 (BGBl. I S. 3436)
geändert worden ist.

155. Gefahrstoffverordnung vom26. November 2010 (BGBl. I S. 1643,
1644), die zuletzt durch Artikel 2 der Verordnung vom 21. Juli
2021 (BGBl. I S. 3115) geändert worden ist.

156. Roberts SA, Findlay R, Lang SD. Investigation of an outbreak of
multi-drug resistant Acinetobacter baumannii in an intensive
care burns unit. J Hosp Infect. 2001 Jul;48(3):228-32. DOI:
10.1053/jhin.2001.0985

157. Bures S, Fishbain JT, Uyehara CF, Parker JM, Berg BW. Computer
keyboards and faucet handles as reservoirs of nosocomial
pathogens in the intensive care unit. Am J Infect Control. 2000
Dec;28(6):465-71. DOI: 10.1067/mic.2000.107267

158. Eichner A, Holzmann T, Eckl DB, Zeman F, Koller M, Huber M,
Pemmerl S, Schneider-Brachert W, Bäumler W. Novel
photodynamic coating reduces the bioburden on near-patient
surfaces thereby reducing the risk for onward pathogen
transmission: a field study in two hospitals. J Hosp Infect. 2020
Jan;104(1):85-91. DOI: 10.1016/j.jhin.2019.07.016

159. Keiper I. Qualitative und quantitative bakteriologische und
virologische Untersuchungen zur Erhebung des Hygienestatus
verschiedener öffentlicher Toilettenanlagen einer süd-
westdeutschen Großstadt [Dissertation]. Berlin: Freie Universität
Berlin; 2002.

160. Kramer A, Reichwagen H, Widulle P, Heldt W. Oxidanzien. In:
Kramer A, Assadian O, editors. Wallhäußers Praxis der
Sterilisation, Antiseptik und Konservierung. Stuttgart: Thieme;
2008. pp. 713-45.

161. RutalaWA, Kanamori H, GergenMF, Sickbert-Bennett EE, Weber
DJ. Susceptibility of Candida auris and Candida albicans to 21
germicides used in healthcare facilities. Infect Control Hosp
Epidemiol. 2019 Mar;40(3):380-2. DOI: 10.1017/ice.2019.1

162. Bansemir K. Desinfektionsmittelmenge und -wirksamkeit bei der
Flächendesinfektion. Swiss Med Wkly. 1985;7(3b):36-9.

163. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Anforderungen an die Hygiene bei der Reinigung und
Desinfektion von Flächen. Empfehlung der Kommission für
Krankenhaushygiene und Infektionsprävention beim Robert
Koch-Institut (RKI) [Responsibilities of public health in cleaning
and disinfection of surfaces. Recommendation by the Commitee
of Hospital Hygiene and Infection Control by the Robert Koch
Institute]. Bundesgesundheitsblatt Gesundheitsforschung
Gesundheitsschutz. 2004 Jan;47(1):51-61. DOI:
10.1007/s00103-003-0752-9

164. Mouron R, Sonnabend W. Erfahrungen in der Anwendung von
Desinfektionsmitteln bzw. Reinigungsmitteln bei der
Dekontamination von Bodenflächen in Pflegebereichen des
Krankenhauses. Hyg Med. 1983;8(11):477–80.

165. Engelhart S, Krizek L, Glasmacher A, Fischnaller E, Marklein G,
Exner M. Pseudomonas aeruginosa outbreak in a haematology-
oncology unit associated with contaminated surface cleaning
equipment. J Hosp Infect. 2002 Oct;52(2):93-8. DOI:
10.1053/jhin.2002.1279

166. Kampf G. Antiseptic Stewardship. Biocide Resistance and Clinical
Implications. Cham: Springer; 2018.

167. Poole K. Efflux pumps as antimicrobial resistance mechanisms.
Ann Med. 2007;39(3):162-76. DOI:
10.1080/07853890701195262

168. Costa SS, Viveiros M, Amaral L, Couto I. Multidrug Efflux Pumps
in Staphylococcus aureus: an Update. Open Microbiol J.
2013;7:59-71. DOI: 10.2174/1874285801307010059

169. Tandukar M, Oh S, Tezel U, Konstantinidis KT, Pavlostathis SG.
Long-term exposure to benzalkonium chloride disinfectants
results in change ofmicrobial community structure and increased
antimicrobial resistance. Environ Sci Technol. 2013
Sep;47(17):9730-8. DOI: 10.1021/es401507k

170. He GX, Landry M, Chen H, Thorpe C, Walsh D, Varela MF, Pan H.
Detection of benzalkonium chloride resistance in community
environmental isolates of staphylococci. J Med Microbiol. 2014
May;63(Pt 5):735-41. DOI: 10.1099/jmm.0.073072-0

171. Kim M, Weigand MR, Oh S, Hatt JK, Krishnan R, Tezel U,
Pavlostathis SG, Konstantinidis KT. Widely Used Benzalkonium
Chloride Disinfectants Can Promote Antibiotic Resistance. Appl
Environ Microbiol. 2018 Aug 17;84(17):e01201-18. DOI:
10.1128/AEM.01201-18

172. Wassenaar TM, Ussery D, Nielsen LN, Ingmer H. Review and
phylogenetic analysis of qac genes that reduce susceptibility to
quaternary ammonium compounds in Staphylococcus species.
Eur J Microbiol Immunol (Bp). 2015 Mar;5(1):44-61. DOI:
10.1556/EUJMI-D-14-00038

173. Adair FW, Geftic SG, Gelzer J. Resistance of Pseudomonas to
quaternary ammonium compounds. I. Growth in benzalkonium
chloride solution. Appl Microbiol. 1969 Sep;18(3):299-302. DOI:
10.1128/am.18.3.299-302.1969

174. Walsh SE, Maillard JY, Russell AD, Catrenich CE, Charbonneau
DL, Bartolo RG. Development of bacterial resistance to several
biocides and effects on antibiotic susceptibility. J Hosp Infect.
2003 Oct;55(2):98-107. DOI: 10.1016/s0195-6701(03)00240-
8

175. VoumardM, Venturelli L, BorgattaM, Croxatto A, Kasas S, Dietler
G, Breider F, Gunten Uv. Adaptation of Pseudomonas aeruginosa
to constant sub-inhibitory concentrations of qua-ternary
ammonium compounds. Environ Sci Water Res Technol.
2020;6(4):1139-52. DOI: 10.1039/C9EW01056D

176. Soumet C, Méheust D, Pissavin C, Le Grandois P, Frémaux B,
Feurer C, Le Roux A, Denis M, Maris P. Reduced susceptibilities
to biocides and resistance to antibiotics in food-associated
bacteria following exposure to quaternary ammonium
compounds. J Appl Microbiol. 2016 Nov;121(5):1275-81. DOI:
10.1111/jam.13247

177. Chojecka A, Tarka P, Kanecki K, Nitsch-Osuch A. Evaluation of
the Bactericidal Activity of Didecyl Dimethyl Ammonium Chloride
in 2-Propanol against Pseudomonas aeruginosa Strains with
Adaptive Resistance to this Active Substance According to
European Standards. Tenside Surf Det. 2019;56(4):287-93. DOI:
10.3139/113.110632

178. Hornschuh M, Zwicker P, Kramer A, Schaufler K, Heiden SE,
Bohnert JA, Becker K, Hübner NO. Extensively-drug-resistant
Klebsiella pneumoniae ST307 outbreak strain fromnorth-eastern
Germany does not show increased tolerance to quaternary
ammonium compounds and chlorhexidine. J Hosp Infect. 2021
Jul;113:52-8. DOI: 10.1016/j.jhin.2021.01.032

41/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



179. Krasilnikow AP, Adartschenko AA, Smuschko LS. Variabilität der
Erregerpopulationen von Hospitalinfektionen. In: Krasünikow AP,
Kramer A, Gröschel D, Weuffen W, editors. Grundlagen der
Antiseptik Teil 4 Faktoren dermikrobiellen Kolonisation. Stuttgart:
Gustav Fischer Verlag; 1985. pp. 34-67.

180. Kramer A, Assadian O, Koburger T, Kramer S, Ryll S.
Flächendesinfektion und desinfizierende Reinigung. In: Kramer
A, Assadian O, Exner M, Hübner NO, Simon A, editors.
Krankenhaus- und Praxishygiene. München: Elsevier; 2016. pp.
47-56.

181. Kramer A, Widulle H, OA. Vergleichende Charakteristik häufig in
Desinfektionsmitteln und Antiseptika eingesetzter Wirkstoffe.
In: Kramer A, Assadian O, editors. Wallhäußers Praxis der
Sterilisation, Antiseptik und Konservierung. Stuttgart: Thieme;
2008. pp. 624-37.

182. TRGS 525: Gefahrstoffe in Einrichtungen der medizinischen
Versorgung. GMBl 2014 (63):1294-1307, letzte Änderung vom
10.7.2015.

183. Deutsche Gesetzliche Unfallversicherung (DGUV). Prävention
chemischer Risiken beim Umgang mit Desinfektionsmitteln im
Gesundheitswesen. Berlin: DGUV; 2016 [cited 2022 Jul 07].
Available from:
https://publikationen.dguv.de/widgets/pdf/download/article/3151

184. Internationale Vereinigung für Soziale Sicherheit (IVSS). Factsheet
8: Besondere Verfahren (Desinfektion von Räumen, Geräten
bzw. Wäsche). In: Prävention chemischer Risiken beim Umgang
mit Desinfektionsmitteln im Gesundheitswesen (Factsheets,
DGUV Information 207-206). Berlin: Deutsche Gesetzliche
Unfallversicherung (DGUV); 2016. pp. 88-98.

185. Internationale Vereinigung für Soziale Sicherheit (IVSS). Factsheet
5: Flächendesinfektion. In: Prävention chemischer Risiken beim
Umgang mit Desinfektionsmitteln im Gesundheitswesen
(Factsheets, DGUV Information 207-206). Berlin: Deutsche
Gesetzliche Unfallversicherung (DGUV); 2016. pp. 65-73.

186. Kramer A, Arvand M, Christiansen B, Dancer S, Eggers M, Exner
M, Müller D, Mutters NT, Schwebke I, Pittet D. Ethanol is
indispensable for virucidal hand antisepsis: memorandum from
the alcohol-based hand rub (ABHR) Task Force, WHO
Collaborating Centre on Patient Safety, and the Commission for
Hospital Hygiene and Infection Prevention (KRINKO), Robert
Koch Institute, Berlin, Germany. Antimicrob Resist Infect Control.
2022 Jul;11(1):93. DOI: 10.1186/s13756-022-01134-7

187. Kramer A, Reichwagen H,Widulle P, HeldtW. Alkohole. In: Kramer
A, Assadian O, editors. Wallhäußers Praxis der Sterilisation,
Antiseptik und Konservierung. Stuttgart: Thieme; 2008. pp. 243-
69.

188. Kramer A, Reichwagen H, Widulle P, Heldt W. Aldehyde. In:
Kramer A, Assadian O, editors. Wallhäußers Praxis der
Sterilisation, Antiseptik und Konservierung. Stuttgart: Thieme;
2008. pp. 670-86.

189. Kaden DA, Mandin C, Nielsen GD, Wolkoff P. Formaldehyde. In:
World Health Organization (WHO), editor. WHO Guidelines for
indoor air quality: selected pollutants. Copenhagen, Denmark:
WHO; 2010. pp. 103-56.

190. TRGS 900: Arbeitsplatzgrenzwerte. GMBl 2006 (7):161-2, letzte
Änderung vom 25.02.2022.

191. Nayebzadeh A. The effect of work practices on personal exposure
to glutaraldehyde among health care workers. Ind Health. 2007
Apr;45(2):289-95. DOI: 10.2486/indhealth.45.289

192. Corrado OJ, Osman J, Davies RJ. Asthma and rhinitis after
exposure to glutaraldehyde in endoscopy units. Hum Toxicol.
1986 Sep;5(5):325-8. DOI: 10.1177/096032718600500505

193. Kramer A, Reichwagen S, Widulle H, Nürnberg W, Heldt P.
Organische Carbonsäuren. In: Kramer A, Assadian O, editors.
Wallhäußers Praxis der Sterilisation, Desinfektion, Antiseptik
und Konservierung Stuttgart: Thieme; 2008. pp. 690-710.

194. European Chemicals Agency (ECHA). Hydrogen peroxide (EC
number: 231-765-0, CAS number: 7722-84-1). 2022 [cited 2022
May 3]. Available from: https://echa.europa.eu/de/registration-
dossier/-/registered-dossier/15701/7/1

195. Kramer A, Zwinger B, Adrian V, Jülich WD. Tierexperimentelle
Untersuchungen und Fragebogenerhebung zu neurotoxischen
Risiken durch Peressigsäure. Hyg Med. 1993;18(9):377-85.

196. European Chemicals Agency (ECHA). Peracetic acid (EC number:
201-186-8, CAS number: 79-21-0). 2022 [cited 2022 May 3].
Available from: https://echa.europa.eu/de/registration-dossier/-
/registered-dossier/14885/7/1

197. Rincon-Bedoya E, Velasquez N, Quijano J, Bravo-Linares C.
Mutagenicity and genotoxicity of water treated for human
consumption induced by chlorination by-products. J Environ
Health. 2013;75(6):28-36.

198. Gartiser S, Brinker L, Erbe T, Kümmerer K, Willmund R. Belastung
von Krankenhausabwasser mit gefährlichen Stoffen im Sinne §
7a WHG. Acta hydrochimica et hydrobiologica. 1996;24(2):90-
7. DOI: 10.1002/aheh.19960240206

199. Schröder H, Osterhorn S, Flöser V. AOX imKrankenhausabwasser
- Eine Studie zu Herkunft, Menge und Substitution. Das Gas- und
Wasserfach, Ausgabe Wasser, Abwasser. 1999;140(1):20-6.

200. Feld H, Oberender N. Die unkontrollierte Verbreitung von
quartären Ammoniumverbindungen (QAV) in Alltagsprodukten
sowie in medizinischen und industriellen Bereichen - kritisch für
Mensch, Material und Umwelt. Hyg Med. 2018;43(5):D37-D45.

201. Kramer A, Below H, Assadian, O. Health risks of surface
disinfection in households with special consideration on
quaternary ammonium compounds (QACS). In: Johanning E,
Morey PR, Auger P, editors. Bioaerosols - 6th International
Scientific Conference on Bioaerosols, Fungi, Bacteria, Mycotoxins
in Indoor and Outdoor Environments and Human Health; 2011
Sep 6-9; Saratoga Springs, New York, USA. Albany, New York:
Fungal Research Group Foundation; 2012. p. 33.

202. Kwon D, Kwon JT, Lim YM, Shim I, Kim E, Lee DH, Yoon BI, Kim
P, Kim HM. Inhalation toxicity of benzalkonium chloride and
triethylene glycol mixture in rats. Toxicol Appl Pharmacol. 2019
Sep;378:114609. DOI: 10.1016/j.taap.2019.114609

203. Melin VE, Potineni H, Hunt P, Griswold J, Siems B, Werre SR,
Hrubec TC. Exposure to common quaternary ammonium
disinfectants decreases fertility in mice. Reprod Toxicol. 2014
Dec;50:163-70. DOI: 10.1016/j.reprotox.2014.07.071

204. Herron JM, Hines KM, Tomita H, Seguin RP, Cui JY, Xu L.
Multiomics Investigation Reveals Benzalkonium Chloride
Disinfectants Alter Sterol and Lipid Homeostasis in the Mouse
Neonatal Brain. Toxicol Sci. 2019 Sep;171(1):32-45. DOI:
10.1093/toxsci/kfz139

205. Hrubec TC, Seguin RP, Xu L, Cortopassi GA, Datta S, Hanlon AL,
Lozano AJ, McDonald VA, Healy CA, Anderson TC, Musse NA,
Williams RT. Altered toxicological endpoints in humans from
common quaternary ammonium compound disinfectant
exposure. Toxicol Rep. 2021;8:646-56. DOI:
10.1016/j.toxrep.2021.03.006

206. Zheng G, Schreder E, Sathyanarayana S, Salamova A. The first
detection of quaternary ammonium compounds in breast milk:
Implications for early-life exposure. J Expo Sci Environ Epidemiol.
2022 Sep;32(5):682-8. DOI: 10.1038/s41370-022-00439-4

207. Lipińska-Ojrzanowska A, Walusiak-Skorupa J. Czwartorzędowe
związki amoniowe--nowe zagrożenie w środowisku pracy
[Quaternary ammonium compounds--new occupational hazards].
Med Pr. 2014;65(5):675-82.

208. Corazza M, Virgili A. Airborne allergic contact dermatitis from
benzalkonium chloride. Contact Dermatitis. 1993Mar;28(3):195-
6. DOI: 10.1111/j.1600-0536.1993.tb03395.x

42/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



209. Kanerva L, Estlander T, Jolanki R. Occupational allergic contact
dermatitis from alkylammoniumamidobenzoate. Eur J Dermatol.
2001;11(3):240-3.

210. Suneja T, Belsito DV. Occupational dermatoses in health care
workers evaluated for suspected allergic contact dermatitis.
Contact Dermatitis. 2008 May;58(5):285-90. DOI:
10.1111/j.1600-0536.2007.01315.x

211. Vogelzang PF, van der Gulden JW, Tielen MJ, Folgering H, van
Schayck CP. Health-based selection for asthma, but not for
chronic bronchitis, in pig farmers: an evidence-based hypothesis.
Eur Respir J. 1999 Jan;13(1):187-9. DOI: 10.1034/j.1399-
3003.1999.13a34.x

212. Gonzalez M, Jégu J, Kopferschmitt MC, Donnay C, Hedelin G,
Matzinger F, VeltenM, Guilloux L, Cantineau A, de Blay F. Asthma
among workers in healthcare settings: role of disinfection with
quaternary ammonium compounds. Clin Exp Allergy. 2014
Mar;44(3):393-406. DOI: 10.1111/cea.12215

213. Dumas O, Wiley AS, Quinot C, Varraso R, Zock JP, Henneberger
PK, Speizer FE, Le Moual N, Camargo CA Jr. Occupational
exposure to disinfectants and asthma control in US nurses. Eur
Respir J. 2017 Oct 5;50(4):1700237. DOI:
10.1183/13993003.00237-2017.

214. Dumas O, Varraso R, Boggs KM, Quinot C, Zock JP, Henneberger
PK, Speizer FE, Le Moual N, Camargo CA Jr. Association of
Occupational Exposure to DisinfectantsWith Incidence of Chronic
Obstructive Pulmonary Disease Among US Female Nurses. JAMA
Netw Open. 2019 Oct;2(10):e1913563. DOI:
10.1001/jamanetworkopen.2019.13563

215. Romero Starke K, Friedrich S, Schubert M, Kämpf D, Girbig M,
Pretzsch A, Nienhaus A, Seidler A. Are Healthcare Workers at an
Increased Risk for Obstructive Respiratory Diseases Due to
Cleaning and Disinfection Agents? A Systematic Review and
Meta-Analysis. Int J Environ Res Public Health. 2021
May;18(10):5159. DOI: 10.3390/ijerph18105159

216. Ward RL, Bernstein DI, Young EC, Sherwood JR, Knowlton DR,
Schiff GM. Human rotavirus studies in volunteers: determination
of infectious dose and serological response to infection. J Infect
Dis. 1986 Nov;154(5):871-80. DOI: 10.1093/infdis/154.5.871

217. Clausen PA, Frederiksen M, Sejbæk CS, Sørli JB, Hougaard KS,
Frydendall KB, Carøe TK, Flachs EM, Meyer HW, Schlünssen V,
Wolkoff P. Chemicals inhaled from spray cleaning and disinfection
products and their respiratory effects. A comprehensive review.
Int J Hyg Environ Health. 2020 Aug;229:113592. DOI:
10.1016/j.ijheh.2020.113592

218. Kramer A, Reichwagen H, Widulle P, Heldt W. Phenolderivate.
In: Kramer A, Assadian O, editors. Wallhäußers Praxis der
Sterilisation, Antiseptik und Konservierung. Stuttgart: Thieme;
2008. pp. 746-69.

219. Widulle H, Kramer A, Reichwagen S, Held P. Glucoprotamin. In:
Kramer A, Assadian O, editors. Wallhäußers Praxis der
Sterilisation, Antiseptik und Konservierung. Stuttgart: Thieme;
2008. pp. 786-7.

220. Umweltbundesamt (UBA). UmweltverträglicheDesinfektionsmittel
im Krankenhausabwasser. 2000 [cited 2022 Apr 27]. Available
from: https://www.umweltbundesamt.de/publikationen/
umweltvertraegliche-desinfektionsmittel-im

221. Deutsche Vereinigung für Wasserwirtschaft, Abwasser und Abfall
e.V. (DWA). Merkblatt ATV-DVWK-M 775: Abwasser aus
Krankenhäusern und anderenmedizinischen Einrichtungen (ATV-
DVWK-Regelwerk). Hennef: DWA; 2001.

222. Bund/Länder-Arbeitsgemeinschaft Abfall (LAGA). Vollzugshilfe
zur Entsorgung von Abfällen aus Einrichtungen des
Gesundheitsdienstes (Mitteilung 18). Potsdam: LAGA; 2021
[cited 2022 Jul 07]. Available from: https://www.laga-online.de/
documents/laga-m-18_stand_2021-06-23_1626849905.pdf

223. TRGS 401: Gefährdung durch Hautkontakt Ermittlung –
Beurteilung – Maßnahmen, zuletzt berichtigt. GMBl 2008
(40/41):818-45, letzte Änderung vom 30.03.2011.

224. Umweltbundesamt (UBA). Leitfaden Zur Vorbeugung, Erfassung
und Sanierung von Schimmelbefall in Gebäuden. 2017 [cited
2022 Apr 27]. Available from: https://
www.umweltbundesamt.de/schimmelleitfaden

225. Kramer A, Assadian O, editors. Wallhäußers Praxis der
Sterilisation, Antiseptik und Konservierung. Stuttgart: Thieme;
2008.

226. Venditti R, Olsson E, Olsson S. Environmental Life-Cycle Analysis
of Single-Use and Reusable Mops. 2018 [cited 2022 Jul 07].
Available from: https://www.geerpres.com/wp-content/uploads/
2019/03/GEERPRES_EnviroLifeCycle2019.pdf

227. Burguburu A, Tanné C, Bosc K, Laplaud J, RothM, Czyrnek-Delêtre
M. Comparative life cycle assessment of reusable and disposable
scrub suits used in hospital operating rooms. Cleaner
Environmental Systems. 2022;4:100068. DOI:
10.1016/j.cesys.2021.100068

228. DIN SPEC 13267:2021-01. Funktionale Textilien für die
Flächendesinfektion - Terminologie, Eigenschaften und
Anforderungen. Berlin: Beuth; 2021.

229. DIN 13063:2021-09. Krankenhausreinigung - Anforderungen
an die Reinigung und desinfizierende Reinigung in
Krankenhäusern und anderen medizinischen Einrichtungen
Anhang F (normativ) Prüfmethoden. Berlin: Beuth; 2021.

230. DIN 13063:2021-09. Krankenhausreinigung - Anforderungen
an die Reinigung und desinfizierende Reinigung in
Krankenhäusern und anderen medizinischen Einrichtungen
Anhang E (normativ) Aufbereitung von Reinigungstextilien. Berlin:
Beuth; 2021.

231. Eilts B, Rager A-M, Boursillon D, Eggers M. Aufbereitung von
Reinigungstextilien in der Krankenhausreinigung. Hyg Med.
2020;45(7-8):D80.

232. Verbund für Angewandte Hygiene e.V. (VAH); Desinfektionsmittel-
Kommission. Empfehlung zur Kontrolle kritischer Punkte bei der
Anwendung von Tuchspendersystemen im Vortränksystem für
die Flächendesinfektion. Hyg Med. 2012;37(11):468-70.

233. Verbund für Angewandte Hygiene e.V. (VAH); Desinfektionsmittel-
Kommission. Maschinelle Vortränkung von Wischbezügen und
Reinigungstüchern. Hyg Med. 2016;41(5):145-6.

234. Österreichische Gesellschaft für Hygiene, Mikrobiologie und
Präventivmedizin (ÖGHMP). Empfehlung zur Aufbereitung und
Lagerung von Wischbezügen und Reinigungsmopps in
Gesundheitseinrichtungen. 2020 [cited 2022 Apr 28]. Available
from: https://www.oeghmp.at/media/empfehlung_zur_
aufbereitung_und_lagerung_von_wischbezuegen_und_
reinigungsmopps_in_gesundheitseinrichtungen_maerz_2020.pdf

235. Blume P, Chaberny I. Hygienisch-mikrobiologische Evaluation
von Tuchspendersystemen zur Oberflächendesinfektion im
alltäglichen Klinikbetrieb [Hygienic-Microbiological Evaluation of
Tissue Dispensing Systems for Surface Disinfection in Hospitals].
Gesundheitswesen. 2021 Jun;83(6):443-9. German. DOI:
10.1055/a-1152-4800

236. Kampf G, Degenhardt S, Lackner S, Jesse K, von Baum H,
Ostermeyer C. Poorly processed reusable surface disinfection
tissue dispensers may be a source of infection. BMC Infect Dis.
2014 Jan;14:37. DOI: 10.1186/1471-2334-14-37

237. Kupfahl C, Walther M, Wendt C, von Baum H. Identical
Achromobacter Strain in Reusable Surface Disinfection Tissue
Dispensers and a Clinical Isolate. Infect Control Hosp Epidemiol.
2015 Nov;36(11):1362-4. DOI: 10.1017/ice.2015.176

43/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



238. Verbund für Angewandte Hygiene e.V. (VAH); Desinfektionsmittel-
Kommission. Zur Verwendung von Tuchspendersystemen in
Bereichen mit besonderem Infektionsrisiko. Hyg Med.
2014;39(9):358-9.

239. Kampf G, Degenhardt S, Lackner S, Ostermeyer C. Effective
reprocessing of reusable dispensers for surface disinfection
tissues - the devil is in the details. GMS Hyg Infect Control. 2014
Mar 7;9(1):Doc09. DOI: 10.3205/dgkh000229

240. Verbund für Angewandte Hygiene e.V. (VAH); Desinfektionsmittel-
Kommission. Kontrollmaßnahmen bei der Anwendung von
Tuchspendersystemen für die Flächendesinfektion in
Abhängigkeit vom Risikoprofil. Hyg Med. 2013;38(3):108-9.

241. Werner S, Naujox K, Rehm ME, Brückner E. Methode zur
Beurteilung der Flächenleistungwirkstoffgetränkter Einmaltücher
zur Flächendesinfektion. Hyg Med. 2018;43(11):D93-D9.

242. National Health Service (NHS). Cleaning and Disinfection
Procedure ICPr001. 2021 [cited 2022 Jul 07]. Available from:
https://www.nhft.nhs.uk/download.cfm?doc=docm93jijm4n1414

243. Spicher G, Peters J. Wirksamkeitsprüfung von
Desinfektionsmitteln an Oberflächen in Modellversuchen. II.
Mitteilung: Abhängigkeit der Versuchsergebnisse von der
Methodik der Desinfektion (Sprühen, Verteilen,Wischen) [Models
tests for the efficiency of disinfectants on surfaces. II.
Communication: dependence of test results upon method of
disinfection applied (spraying, spreading wiping) (author's transl)].
Zentralbl Bakteriol B Hyg Krankenhaushyg Betriebshyg PravMed.
1980;170(5-6):431-48.

244. Dr. Hans Balmer AG. Einsatz von Scheuer-Saugmaschinen im
Krankenhaus. clinicum. 2011;5(11):52-3.

245. Bodenschatz W, editor. Kompaktwissen Desinfektion. Das
Handbuch für Ausbildung und Praxis. 3. ed. Hamburg: Behr
Verlag; 2006.

246. Schuster A. Scheuersaugmaschinen in medizinischen
Einrichtungen. Hyg Med. 2020;45(7-8):D90-D7.

247. Reichenbacher D, Thanheiser M, Krüger D. Aktueller Stand zur
Raumdekontamination mit gasförmigem Wasserstoffperoxid
Status quo of room decontamination by vaporized hydrogen
peroxide. Hyg Med. 2010;35(6):204–8.

248. TRGS 522: Raumdesinfektion mit Formaldehyd. GMBl 2013
(15):298-320, letzte Änderung vom 07.03.2013.

249. Passaretti CL, Otter JA, Reich NG, Myers J, Shepard J, Ross T,
Carroll KC, Lipsett P, Perl TM. An evaluation of environmental
decontamination with hydrogen peroxide vapor for reducing the
risk of patient acquisition of multidrug-resistant organisms. Clin
Infect Dis. 2013 Jan;56(1):27-35. DOI: 10.1093/cid/cis839

250. Canadian Agency for Drugs and Technologies in Health (CADTH).
Non-Manual Techniques for Room Disinfection in Healthcare
Facilities: A Review of Clinical Effectiveness and Guidelines.
Ottawa, ON: CADTH; 2014.

251. Doll M, Morgan DJ, Anderson D, Bearman G. Touchless
Technologies for Decontamination in the Hospital: a Review of
Hydrogen Peroxide and UV Devices. Curr Infect Dis Rep. 2015
Sep;17(9):498. DOI: 10.1007/s11908-015-0498-1

252. Ali S, Muzslay M, BruceM, Jeanes A, Moore G, Wilson AP. Efficacy
of two hydrogen peroxide vapour aerial decontamination systems
for enhanced disinfection of meticillin-resistant Staphylococcus
aureus, Klebsiella pneumoniae and Clostridium difficile in single
isolation rooms. J Hosp Infect. 2016 May;93(1):70-7. DOI:
10.1016/j.jhin.2016.01.016

253. DIN EN 17272:2020-06. Chemische Desinfektionsmittel und
Antiseptika - Verfahren zur luftübertragenen Raumdesinfektion
durch automatisierte Verfahren - Bestimmung der bakteriziden,
mykobakteriziden, sporiziden, fungiziden, levuroziden, viruziden,
tuberkuloziden und Phagen-Wirksamkeit; Deutsche Fassung EN
17272:2020. Berlin: Beuth; 2020.

254. Boyce JM, Havill NL, Otter JA, McDonald LC, Adams NM, Cooper
T, Thompson A, Wiggs L, Killgore G, Tauman A, Noble-Wang J.
Impact of hydrogen peroxide vapor room decontamination on
Clostridium difficile environmental contamination and
transmission in a healthcare setting. Infect Control Hosp
Epidemiol. 2008 Aug;29(8):723-9. DOI: 10.1086/589906

255. Weber DJ, Rutala WA, Anderson DJ, Chen LF, Sickbert-Bennett
EE, Boyce JM. Effectiveness of ultraviolet devices and hydrogen
peroxide systems for terminal room decontamination: Focus on
clinical trials. Am J Infect Control. 2016 May;44(5 Suppl):e77-
84. DOI: 10.1016/j.ajic.2015.11.015

256. Barbut F, Menuet D, Verachten M, Girou E. Comparison of the
efficacy of a hydrogen peroxide dry-mist disinfection system and
sodium hypochlorite solution for eradication of Clostridium
difficile spores. Infect Control Hosp Epidemiol. 2009
Jun;30(6):507-14. DOI: 10.1086/597232

257. Manian FA, Griesnauer S, Bryant A. Implementation of hospital-
wide enhanced terminal cleaning of targeted patient rooms and
its impact on endemic Clostridium difficile infection rates. Am J
Infect Control. 2013 Jun;41(6):537-41. DOI:
10.1016/j.ajic.2012.06.014

258. Bates CJ, Pearse R. Use of hydrogen peroxide vapour for
environmental control during a Serratia outbreak in a neonatal
intensive care unit. J Hosp Infect. 2005 Dec;61(4):364-6. DOI:
10.1016/j.jhin.2005.05.003

259. Otter JA, Yezli S, Schouten MA, van Zanten AR, Houmes-Zielman
G, Nohlmans-Paulssen MK. Hydrogen peroxide vapor
decontamination of an intensive care unit to remove
environmental reservoirs of multidrug-resistant gram-negative
rods during an outbreak. Am J Infect Control. 2010
Nov;38(9):754-6. DOI: 10.1016/j.ajic.2010.03.010

260. Ray A, Perez F, Beltramini AM, Jakubowycz M, Dimick P, Jacobs
MR, RomanK, BonomoRA, Salata RA. Use of vaporized hydrogen
peroxide decontamination during an outbreak of multidrug-
resistant Acinetobacter baumannii infection at a long-term acute
care hospital. Infect Control Hosp Epidemiol. 2010
Dec;31(12):1236-41. DOI: 10.1086/657139

261. Cooper T, O'Leary M, Yezli S, Otter JA. Impact of environmental
decontamination using hydrogen peroxide vapour on the
incidence of Clostridium difficile infection in one hospital Trust.
J Hosp Infect. 2011 Jul;78(3):238-40. DOI:
10.1016/j.jhin.2010.12.013

262. Byrns G, Fuller TP. The risks and benefits of chemical fumigation
in the health care environment. J Occup Environ Hyg. 2011
Feb;8(2):104-12. DOI: 10.1080/15459624.2011.547453

263. PoppW. Probleme bei der Etablierung einesWasserstoffperoxid-
Verneblers. Hyg Med. 2014;39(3):77-80.

264. Reichenbacher D, Thanheiser M, Weber UJ, Krüger D.
Inaktivierung von Abluftfiltern in gentechnischen
Hochsicherheitslaboren: Verfahrensvalidierung der
Wasserstoffperoxid-Begasung. Hyg Med. 2013;38(4):147-51.

265. Sigwarth V, Stärk A. Effect of carrier materials on the resistance
of spores of Bacillus stearothermophilus to gaseous hydrogen
peroxide. PDA J Pharm Sci Technol. 2003 Jan-Feb;57(1):3-11.

266. Eschlbeck E, Seeburger C, Kulozik U. Influence of spore and
carrier material surface hydrophobicity on decontamination
efficacy with condensing hydrogen peroxide vapour. J Appl
Microbiol. 2018May;124(5):1071-81. DOI: 10.1111/jam.13695

267. Institute for Health and Consumer Protection (IHCP). European
Union Risk Assessment Report. Hydrogen Peroxide. CAS No.
7722-84-1. EINECS No. 231-765-0 (Vol. 38). 2003 [cited 2022
Jul 07]. Available from: http://publications.jrc.ec.europa.eu/
repository/bitstream/JRC26024/EUR%2020844%20EN.pdf

44/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...

http://publications.jrc.ec.europa.eu/repository/bitstream/JRC26024/EUR%2020844%20EN.pdf
http://publications.jrc.ec.europa.eu/repository/bitstream/JRC26024/EUR%2020844%20EN.pdf


268. Fu TY, Gent P, Kumar V. Efficacy, efficiency and safety aspects
of hydrogen peroxide vapour and aerosolized hydrogen peroxide
room disinfection systems. J Hosp Infect. 2012 Mar;80(3):199-
205. DOI: 10.1016/j.jhin.2011.11.019

269. Blazejewski C, Wallet F, Rouzé A, Le Guern R, Ponthieux S,
Salleron J, Nseir S. Efficiency of hydrogen peroxide in improving
disinfection of ICU rooms. Crit Care. 2015 Feb;19(1):30. DOI:
10.1186/s13054-015-0752-9

270. Gefahrstoffinformationssystem Chemikalien (GisChem) der BG
RCI und BGHM.Wasserstoffperoxid-Lösung, ab 8% bis unter 35%
. (CAS-Nr.: 7722-84-1). Branche Chemie. 2020 [cited 2022 Jul
07]. Available from: https://www.gischem.de/download/01_0-
007722-84-1-002200_1_1_931.PDF

271. Knobling B, Franke G, Klupp EM, Belmar Campos C, Knobloch
JK. Evaluation of the Effectiveness of Two Automated Room
DecontaminationDevices Under Real-Life Conditions. Front Public
Health. 2021;9:618263. DOI: 10.3389/fpubh.2021.618263

272. Franke G, Knobling B, Brill FH, Becker B, Klupp EM, Belmar
Campos C, Pfefferle S, Lütgehetmann M, Knobloch JK. An
automated room disinfection system using ozone is highly active
against surrogates for SARS-CoV-2. J Hosp Infect. 2021
Jun;112:108-13. DOI: 10.1016/j.jhin.2021.04.007

273. Steinmann J, Burkard T, Becker B, Paulmann D, Todt D, Bischoff
B, Steinmann E, Brill FHH. Virucidal efficacy of an ozone-
generating system for automated roomdisinfection. J Hosp Infect.
2021 Oct;116:16-20. DOI: 10.1016/j.jhin.2021.06.004

274. Huang M, Hasan MK, Rathore K, Hil Baky MA, Lassalle J, Kraus
J, Burnette M, Campbell C, Wang K, Jemison H, Pillai S, Pharr M,
Staack D. Plasma generated ozone and reactive oxygen species
for point of use PPE decontamination system. PLoS One.
2022;17(2):e0262818. DOI: 10.1371/journal.pone.0262818

275. Ibáñez-Cervantes G, Lugo-Zamudio GE, Cruz-Cruz C, Durán-
Manuel EM, Bravata-Alcántara JC, García-MoncadaE,Mata-Rocha
M, Delgado-Balbuena L, Cureño-Díaz MA, Ramírez-Cortina CR,
León-Ávila G, Nogueda-Torres B, Hernández-Hernández JM, Rodil
SE, Bello-López JM. Ozone as an alternative decontamination
process for N95 facemask and biosafety gowns. Mater Lett.
2022 Mar;311:131554. DOI: 10.1016/j.matlet.2021.131554

276. Rangel K, Cabral FO, Lechuga GC, Carvalho JPRS, Villas-Bôas
MHS, Midlej V, De-Simone SG. Detrimental Effect of Ozone on
Pathogenic Bacteria. Microorganisms. 2021 Dec;10(1). DOI:
10.3390/microorganisms10010040

277. Wolfgruber S, LoibnerM, Puff M,Melischnig A, Zatloukal K. SARS-
CoV2 neutralizing activity of ozone on porous and non-porous
materials. N Biotechnol. 2022 Jan;66:36-45. DOI:
10.1016/j.nbt.2021.10.001

278. Pironti C, Moccia G, Motta O, Boccia G, Franci G, Santoro E,
Capunzo M, De Caro F. The influence of microclimate conditions
on ozone disinfection efficacy in working places. Environ Sci
Pollut Res Int. 2021 Dec;28(45):64687-92. DOI:
10.1007/s11356-021-15457-2

279. Wood CL, Tanner BD, Higgins LA, Dennis JS, Luempert LG 3rd.
Effectiveness of a steam cleaning unit for disinfection in a
veterinary hospital. Am J Vet Res. 2014 Dec;75(12):1083-8. DOI:
10.2460/ajvr.75.12.1083

280. Sexton JD, Tanner BD, Maxwell SL, Gerba CP. Reduction in the
microbial load on high-touch surfaces in hospital rooms by
treatment with a portable saturated steam vapor disinfection
system. Am J Infect Control. 2011 Oct;39(8):655-62. DOI:
10.1016/j.ajic.2010.11.009

281. Oztoprak N, Kizilates F, Percin D. Comparison of steam
technology and a two-step cleaning (water/detergent) and
disinfecting (1,000 resp. 5,000 ppm hypochlorite) method using
microfiber cloth for environmental control of multidrug-resistant
organisms in an intensive care unit. GMS Hyg Infect Control.
2019 Oct 24;14:Doc15. DOI: 10.3205/dgkh000330.

282. Petersson LP, Albrecht UV, Sedlacek L, Gemein S, Gebel J,
Vonberg RP. Portable UV light as an alternative for
decontamination. Am J Infect Control. 2014 Dec;42(12):1334-
6. DOI: 10.1016/j.ajic.2014.08.012

283. Tomb RM, Maclean M, Coia JE, Graham E, McDonald M, Atreya
CD, MacGregor SJ, Anderson JG. New Proof-of-Concept in Viral
Inactivation: Virucidal Efficacy of 405 nm Light Against Feline
Calicivirus as a Model for Norovirus Decontamination. Food
Environ Virol. 2017 Jun;9(2):159-67. DOI: 10.1007/s12560-
016-9275-z

284. McDonald R, Macgregor SJ, Anderson JG, MacleanM, GrantMH.
Effect of 405-nm high-intensity narrow-spectrum light on
fibroblast-populated collagen lattices: an in vitro model of wound
healing. J Biomed Opt. 2011 Apr;16(4):048003. DOI:
10.1117/1.3561903

285. Nerandzic MM, Cadnum JL, Pultz MJ, Donskey CJ. Evaluation of
an automated ultraviolet radiation device for decontamination
of Clostridiumdifficile and other healthcare-associated pathogens
in hospital rooms. BMC Infect Dis. 2010 Jul;10:197. DOI:
10.1186/1471-2334-10-197

286. Rutala WA, Gergen MF, Weber DJ. Room decontamination with
UV radiation. Infect Control Hosp Epidemiol. 2010
Oct;31(10):1025-9. DOI: 10.1086/656244

287. Stibich M, Stachowiak J, Tanner B, Berkheiser M, Moore L, Raad
I, Chemaly RF. Evaluation of a pulsed-xenon ultraviolet room
disinfection device for impact on hospital operations and
microbial reduction. Infect Control Hosp Epidemiol. 2011
Mar;32(3):286-8. DOI: 10.1086/658329

288. Levin J, Riley LS, Parrish C, English D, Ahn S. The effect of
portable pulsed xenon ultraviolet light after terminal cleaning on
hospital-associated Clostridium difficile infection in a community
hospital. Am J Infect Control. 2013 Aug;41(8):746-8. DOI:
10.1016/j.ajic.2013.02.010

289. Jinadatha C, Quezada R, Huber TW, Williams JB, Zeber JE,
Copeland LA. Evaluation of a pulsed-xenon ultraviolet room
disinfection device for impact on contamination levels of
methicillin-resistant Staphylococcus aureus. BMC Infect Dis.
2014 Apr;14:187. DOI: 10.1186/1471-2334-14-187

290. Barbut F. How to eradicate Clostridium difficile from the
environment. J Hosp Infect. 2015 Apr;89(4):287-95. DOI:
10.1016/j.jhin.2014.12.007

291. Boyce JM. Modern technologies for improving cleaning and
disinfection of environmental surfaces in hospitals. Antimicrob
Resist Infect Control. 2016;5:10. DOI: 10.1186/s13756-016-
0111-x

292. Ali S, Yui S, Muzslay M, Wilson APR. Comparison of two whole-
room ultraviolet irradiation systems for enhanced disinfection
of contaminated hospital patient rooms. J Hosp Infect. 2017
Oct;97(2):180-4. DOI: 10.1016/j.jhin.2017.08.011

293. Bache SE, Maclean M, Gettinby G, Anderson JG, MacGregor SJ,
Taggart I. Universal decontamination of hospital surfaces in an
occupied inpatient room with a continuous 405 nm light source.
J Hosp Infect. 2018 Jan;98(1):67-73. DOI:
10.1016/j.jhin.2017.07.010

294. Health Quality Ontario. Portable Ultraviolet Light Surface-
Disinfecting Devices for Prevention of Hospital-Acquired
Infections: A Health Technology Assessment. Ont Health Technol
Assess Ser. 2018 Feb 7;18(1):1-73.

295. Boyce JM, Havill NL, Moore BA. Terminal decontamination of
patient rooms using an automated mobile UV light unit. Infect
Control Hosp Epidemiol. 2011 Aug;32(8):737-42. DOI:
10.1086/661222

296. Weber DJ, Kanamori H, Rutala WA. 'No touch' technologies for
environmental decontamination: focus on ultraviolet devices and
hydrogen peroxide systems. Curr Opin Infect Dis. 2016
Aug;29(4):424-31. DOI: 10.1097/QCO.0000000000000284

45/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



297. Arnold C. Rethinking sterile: the hospital microbiome. Environ
Health Perspect. 2014 Jul;122(7):A182-7. DOI:
10.1289/ehp.122-A182

298. Christoff AP, Sereia AF, Hernandes C, de Oliveira LF. Uncovering
the hidden microbiota in hospital and built environments: New
approaches and solutions. Exp Biol Med (Maywood). 2019
Apr;244(6):534-42. DOI: 10.1177/1535370218821857

299. Slevogt H. Das Krankenhausmikrobiom. In: Kramer A, Assadian
O, Exner M, Hübner NO, Scheithauer S, Simon A, editors.
Krankenhaus- und Praxishygiene Hygienemanagement und
Infektionsprävention in medizinischen und sozialen
Einrichtungen. München: Urban & Fischer (Elsevier); 2022. pp.
8-10.

300. Abt MC, Pamer EG. Commensal bacteria mediated defenses
against pathogens. Curr Opin Immunol. 2014 Aug;29:16-22.
DOI: 10.1016/j.coi.2014.03.003

301. Gause GF. The Struggle for Existence: A Classic of Mathematical
Biology and Ecology. New York: Dover Publications; 2019.

302. Hibbing ME, Fuqua C, Parsek MR, Peterson SB. Bacterial
competition: surviving and thriving in the microbial jungle. Nat
RevMicrobiol. 2010 Jan;8(1):15-25. DOI: 10.1038/nrmicro2259

303. La Fauci V, Costa G, Anastasi F, Facciolà A, Go C, Squeri R. An
innovative approach to hospital sanitization using probiotics: in
vitro and field trials. J Microb Biochem Technol. 2015;7:3. DOI:
10.4172/1948-5948.1000198

304. Vandini A, Temmerman R, Frabetti A, Caselli E, Antonioli P,
Balboni PG, Platano D, Branchini A, Mazzacane S. Hard surface
biocontrol in hospitals using microbial-based cleaning products.
PLoS One. 2014;9(9):e108598. DOI:
10.1371/journal.pone.0108598

305. Caselli E, Arnoldo L, Rognoni C, D'Accolti M, Soffritti I, Lanzoni L,
Bisi M, Volta A, Tarricone R, Brusaferro S, Mazzacane S. Impact
of a probiotic-based hospital sanitation on antimicrobial
resistance and HAI-associated antimicrobial consumption and
costs: a multicenter study. Infect Drug Resist. 2019;12:501-10.
DOI: 10.2147/IDR.S194670

306. Caselli E, D'Accolti M, Vandini A, Lanzoni L, Camerada MT,
Coccagna M, Branchini A, Antonioli P, Balboni PG, Di Luca D,
Mazzacane S. Impact of a Probiotic-Based Cleaning Intervention
on the Microbiota Ecosystem of the Hospital Surfaces: Focus on
the Resistome Remodulation. PLoS One. 2016;11(2):e0148857.
DOI: 10.1371/journal.pone.0148857

307. Caselli E, Brusaferro S, Coccagna M, Arnoldo L, Berloco F,
Antonioli P, Tarricone R, Pelissero G, Nola S, La Fauci V, Conte
A, Tognon L, Villone G, Trua N, Mazzacane S; SAN-ICA Study
Group. Reducing healthcare-associated infections incidence by
a probiotic-based sanitation system: A multicentre, prospective,
intervention study. PLoS One. 2018;13(7):e0199616. DOI:
10.1371/journal.pone.0199616

308. Tarricone R, Rognoni C, Arnoldo L, Mazzacane S, Caselli E. A
Probiotic-Based Sanitation System for the Reduction of
Healthcare Associated Infections and Antimicrobial Resistances:
A Budget Impact Analysis. Pathogens. 2020 Jun 23;9(6):502.
DOI: 10.3390/pathogens9060502

309. Stone W, Tolmay J, Tucker K, Wolfaardt GM. Disinfectant, Soap
or Probiotic Cleaning? Surface Microbiome Diversity and Biofilm
Competitive Exclusion.Microorganisms. 2020Nov 4;8(11):1726.
DOI: 10.3390/microorganisms8111726

310. Caselli E, Antonioli P, Mazzacane S. Safety of probiotics used for
hospital environmental sanitation. J Hosp Infect. 2016
Oct;94(2):193-4. DOI: 10.1016/j.jhin.2016.06.021

311. D'Accolti M, Soffritti I, Bini F, Mazziga E, Mazzacane S, Caselli E.
Pathogen Control in the Built Environment: A Probiotic-Based
System as a Remedy for the Spread of Antibiotic Resistance.
Microorganisms. 2022 Jan 20;10(2):225. DOI:
10.3390/microorganisms10020225

312. Klassert TE, Zubiria-Barrera C, Neubert R, Stock M, Schneegans
A, López M, Driesch D, Zakonsky G, Gastmeier P, Slevogt H,
Leistner R. Comparative analysis of surface sanitization protocols
on the bacterial community structures in the hospital
environment. Clin Microbiol Infect. 2022 Aug;28(8):1105-12.
DOI: 10.1016/j.cmi.2022.02.032

313. D'Accolti M, Soffritti I, Mazzacane S, Caselli E. Fighting AMR in
the Healthcare Environment: Microbiome-Based Sanitation
Approaches and Monitoring Tools. Int J Mol Sci. 2019 Mar
27;20(7):1535. DOI: 10.3390/ijms20071535

314. Boursillon D KJ, Eggers M, Eilts B. Reiniger mit Zusatz von
Mikroorganismen (MARP). Hyg Med. 2020;45(7/8):98-101.

315. MoghaddamArjmandM. The Potential Effectiveness of Probiotic-
Based Sanitation Procedures in Nosocomial Infection Control: A
Review Article. Avicenna J Environ Health Eng. 2019;6(2):119-
23. DOI: 10.34172/ajehe.2019.16

316. Warburg D, Gleich S. Hausinterne Aufbereitung von
Reinigungstextilien – Kritische Betrachtung im Rahmen eines
Schwerpunktprojektes zum Thema Reinigung in Münchner
Kliniken. Hyg Med. 2020;45(9):D107-17.

317. DIN EN1672-2:2021-05. Nahrungsmittelmaschinen - Allgemeine
Gestaltungsleitsätze - Teil 2: Anforderungen an Hygiene und
Reinigbarkeit; Deutsche Fassung EN1672-2:2020. Berlin: Beuth;
2021.

318. Bundesanstalt für Materialforschung und -prüfung (BAM); Robert
Koch-Institut (RKI); Kommission für Krankenhaushygiene und
Infektionsprävention (KRINKO). Anforderungen an Gestaltung,
Eigenschaften und Betrieb von dezentralen Desinfektionsmittel-
Dosiergeräten. Bundesgesundheitsbl. 2004;47(1):67-72. DOI:
10.1007/s00103-003-0760-9

319. Kommission für Krankenhaushygiene und Infektionsprävention
(KRINKO). Anforderungen der Hygiene an die Wäsche aus
Einrichtungen des Gesundheitsdienstes, dieWäscherei und den
Waschvorgang und Bedingungen für die Vergabe von Wäsche
an gewerbliche Wäschereien. Bundesgesundheitsbl.
1995;38(7):280–3.

320. Vossebein L. Aufbereitung von Krankenhauswäsche. In: Kramer
A, Assadian O, Exner M, Huebner NO, Scheithauer S , Simon A,
editors. Krankenhaus- und Praxishygiene Hygienemanagement
und Infektionsprävention in medizinischen und sozialen
Einrichtungen. München: Urban & Fischer (Elsevier); 2022. pp.
516-9.

321. Gütegemeinschaft SachgemäßeWäschepflege e.V. Qualifizierung
und Beurteilung von desinfizierenden Waschverfahren zum
Erwerb und der Erlaubnis zur Führung der Gütezeichen für
sachgemäße Wäschepflege (RAL-GZ, Leitfaden). Bönnigheim:
Hohenstein Laboratories GmbH & Co. KG; 2018.

322. DIN EN 14065:2016-08. Textilien - In Wäschereien aufbereitete
Textilien - Kontrollsystem Biokontamination; Deutsche Fassung
EN 14065:2016. Berlin: Beuth; 2016.

323. Kramer A, Jäkel C, Zacharowski K, Kramer S, Heidecke CD.
Steigende Anforderungen bei der Auswahl von
Krankenhausprodukten und deren Einsatz unter hygienischen
Gesichtspunkten. Qualität, Patientensicherheit und
Wirtschaftlichkeit. In: Schmid R, Schmidt A, ed. Modernes
Beschaffungsmanagement im Gesundheitswesen. Heidelberg:
medhochzwei; 2018. pp. 117-33.

324. Medizinprodukte-Betreiberverordnung in der Fassung der
Bekanntmachung vom 21. August 2002 (BGBl. I S. 3396), die
zuletzt durch Artikel 7 der Verordnung vom 21. April 2021 (BGBl.
I S. 833) geändert worden ist.

325. Buhl S, Käs S, Brückner R, Bulitta C. Untersuchung der
Wirksamkeit antimikrobieller Oberflächen in der
Infektionsprävention. Hyg Med. 2018;43(10):D83-D92.

46/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...



326. ISO 22196:2011-08. Messung von antibakterieller Aktivität auf
Kunststoff- und anderen porenfreien Oberflächen. Berlin: Beuth;
2011.

327. Elguindi J, Moffitt S, Hasman H, Andrade C, Raghavan S, Rensing
C. Metallic copper corrosion rates, moisture content, and growth
medium influence survival of copper ion-resistant bacteria. Appl
Microbiol Biotechnol. 2011 Mar;89(6):1963-70. DOI:
10.1007/s00253-010-2980-x

328. Daeschlein G, Assadian O, Arnold A, Haase H, Kramer A, Jünger
M. Bacterial burden of worn therapeutic silver textiles for
neurodermitis patients and evaluation of efficacy of washing.
Skin Pharmacol Physiol. 2010;23(2):86-90. DOI:
10.1159/000265679

329. Bäumler W, Eckl D, Holzmann T, Schneider-Brachert W.
Antimicrobial coatings for environmental surfaces in hospitals:
a potential new pillar for prevention strategies in hygiene. Crit
Rev Microbiol. 2022 Sep;48(5):531-64. DOI:
10.1080/1040841X.2021.1991271

330. Muller MP, MacDougall C, Lim M; Ontario Agency for Health
Protection and Promotion Public Health Ontario; Provincial
Infectious Diseases Advisory Committee on Infection Prevention
and Control; Provincial Infectious Diseases Advisory Committee
on Infection Prevention and Control. Antimicrobial surfaces to
prevent healthcare-associated infections: a systematic review.
J Hosp Infect. 2016 Jan;92(1):7-13. DOI:
10.1016/j.jhin.2015.09.008

331. Chyderiotis S, Legeay C, Verjat-Trannoy D, Le Gallou F, Astagneau
P, Lepelletier D. New insights on antimicrobial efficacy of copper
surfaces in the healthcare environment: a systematic review.
Clin Microbiol Infect. 2018 Nov;24(11):1130-8. DOI:
10.1016/j.cmi.2018.03.034

332. Albarqouni L, Byambasuren O, Clark J, Scott AM, Looke D,
Glasziou P. Does copper treatment of commonly touched surfaces
reduce healthcare-acquired infections? A systematic review and
meta-analysis. J Hosp Infect. 2020 Dec;106(4):765-73. DOI:
10.1016/j.jhin.2020.09.005

333. Dance DA, Pearson AD, Seal DV, Lowes JA. A hospital outbreak
caused by a chlorhexidine and antibiotic-resistant Proteus
mirabilis. J Hosp Infect. 1987 Jul;10(1):10-6. DOI:
10.1016/0195-6701(87)90027-2

334. Braoudaki M, Hilton AC. Low level of cross-resistance between
triclosan and antibiotics in Escherichia coli K-12 and E. coli O55
compared to E. coli O157. FEMS Microbiol Lett. 2004
Jun;235(2):305-9. DOI: 10.1016/j.femsle.2004.04.049

335. Scientific Committee on Emerging and Newly Identified Health
Risks (SCENIHR). Assessment of the Antibiotic Resistance Effects
of Biocides. 2009 [cited 2022 Jul 07]. Available from: http://
ec.europa.eu/health/ph_risk/committees/04_scenihr/docs/
scenihr_o_021.pdf

336. Abuzaid A, Hamouda A, Amyes SG. Klebsiella pneumoniae
susceptibility to biocides and its association with cepA, qacΔE
and qacE efflux pump genes and antibiotic resistance. J Hosp
Infect. 2012 Jun;81(2):87-91. DOI: 10.1016/j.jhin.2012.03.003

337. Wand ME, Bock LJ, Bonney LC, Sutton JM. Mechanisms of
Increased Resistance to Chlorhexidine and Cross-Resistance to
Colistin following Exposure of Klebsiella pneumoniae Clinical
Isolates to Chlorhexidine. Antimicrob Agents Chemother. 2016
Dec 27;61(1):e01162-16. DOI: 10.1128/AAC.01162-16

338. Yin Y, Gu J, Wang X, Song W, Zhang K, Sun W, Zhang X, Zhang
Y, Li H. Effects of Copper Addition on Copper Resistance,
Antibiotic Resistance Genes, and intl1 during Swine Manure
Composting. Front Microbiol. 2017 Mar 3;8:344. DOI:
10.3389/fmicb.2017.00344

339. Mehtar S, Wiid I, Todorov SD. The antimicrobial activity of copper
and copper alloys against nosocomial pathogens and
Mycobacterium tuberculosis isolated from healthcare facilities
in the Western Cape: an in-vitro study. J Hosp Infect. 2008
Jan;68(1):45-51. DOI: 10.1016/j.jhin.2007.10.009

340. van Noten N, Gorissen L, de Smet S. Assistance in the update
of the systematic literature review (SLR): 'Influence of copper on
antibiotic resistance of gut microbiota on pigs (including piglets)'.
efsa support publ. 2016;13(3):7142409.

341. Sütterlin S, Dahlö M, Tellgren-Roth C, Schaal W, Melhus Å. High
frequency of silver resistance genes in invasive isolates of
Enterobacter and Klebsiella species. J Hosp Infect. 2017
Jul;96(3):256-61. DOI: 10.1016/j.jhin.2017.04.017

342. Glibota N, Grande Burgos MJ, Gálvez A, Ortega E. Copper
tolerance and antibiotic resistance in soil bacteria from olive tree
agricultural fields routinely treated with copper compounds. J
Sci Food Agric. 2019 Aug;99(10):4677-85. DOI:
10.1002/jsfa.9708

343. Alfa MJ, Lo E, Olson N, MacRaeM, Buelow-Smith L. Use of a daily
disinfectant cleaner instead of a daily cleaner reduced hospital-
acquired infection rates. Am J Infect Control. 2015
Feb;43(2):141-6. DOI: 10.1016/j.ajic.2014.10.016

344. Kaur K, Arora P, Biswal M. Hospital Surface Disinfection: Need,
Gaps, Challenges andManagement for "Basin andMop"Method.
J Hosp Med Manage. 2018;4(3):10.

345. Sexton T, Clarke P, O'Neill E, Dillane T, Humphreys H.
Environmental reservoirs of methicillin-resistant Staphylococcus
aureus in isolation rooms: correlation with patient isolates and
implications for hospital hygiene. J Hosp Infect. 2006
Feb;62(2):187-94. DOI: 10.1016/j.jhin.2005.07.017

346. Carling PC, Parry MM, Rupp ME, Po JL, Dick B, Von Beheren S;
Healthcare Environmental Hygiene Study Group. Improving
cleaning of the environment surrounding patients in 36 acute
care hospitals. Infect Control Hosp Epidemiol. 2008
Nov;29(11):1035-41. DOI: 10.1086/591940

347. Carling PC, Parry MF, Bruno-Murtha LA, Dick B. Improving
environmental hygiene in 27 intensive care units to decrease
multidrug-resistant bacterial transmission. Crit Care Med. 2010
Apr;38(4):1054-9. DOI: 10.1097/CCM.0b013e3181cdf705

348. Manian FA, Griesnauer S, Senkel D. Impact of terminal cleaning
and disinfection on isolation of Acinetobacter baumannii complex
from inanimate surfaces of hospital rooms by quantitative and
qualitative methods. Am J Infect Control. 2013 Apr;41(4):384-
5. DOI: 10.1016/j.ajic.2012.04.321

349. Carling PC, ParryMF, Von Beheren SM; Healthcare Environmental
Hygiene Study Group. Identifying opportunities to enhance
environmental cleaning in 23 acute care hospitals. Infect Control
Hosp Epidemiol. 2008 Jan;29(1):1-7. DOI: 10.1086/524329

350. Deutsche Gesellschaft für Krankenhaushygiene (DGKH).
Reinigung in Krankenhäusern - eine Umfrage der DGKH im Jahr
2013. Hyg Med. 2014;39(6):232–5.

351. Gallimore CI, Taylor C, Gennery AR, Cant AJ, Galloway A, Xerry J,
Adigwe J, Gray JJ. Contamination of the hospital environment
with gastroenteric viruses: comparison of two pediatric wards
over a winter season. J Clin Microbiol. 2008 Sep;46(9):3112-5.
DOI: 10.1128/JCM.00400-08

352. Carling PC, Briggs JL, Perkins J, Highlander D. Improved cleaning
of patient rooms using a new targeting method. Clin Infect Dis.
2006 Feb;42(3):385-8. DOI: 10.1086/499361

353. Smith PW, Beam E, Sayles H, Rupp ME, Cavalieri RJ, Gibbs S,
Hewlett A. Impact of adenosine triphosphate detection and
feedback on hospital room cleaning. Infect Control Hosp
Epidemiol. 2014 May;35(5):564-9. DOI: 10.1086/675839

47/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...

http://ec.europa.eu/health/ph_risk/committees/04_scenihr/docs/scenihr_o_021.pdf
http://ec.europa.eu/health/ph_risk/committees/04_scenihr/docs/scenihr_o_021.pdf
http://ec.europa.eu/health/ph_risk/committees/04_scenihr/docs/scenihr_o_021.pdf


354. Guh A, Carling P, Environmental Evaluation Workgroup, Centers
for Disease Control and Prevention (CDC). Options for Evaluating
Environmental Cleaning. 2010 [cited 2022 Jul 07]. Available
from: http://www.cdc.gov/HAI/pdfs/toolkits/Environ-Cleaning-
Eval-Toolkit12-2-2010.pdf

355. Thom KA, Howard T, Sembajwe S, Harris AD, Strassle P, Caffo
BS, Carroll KC, Johnson JK. Comparison of swab and sponge
methodologies for identification of Acinetobacter baumannii from
the hospital environment. J Clin Microbiol. 2012 Jun;50(6):2140-
1. DOI: 10.1128/JCM.00448-12

356. Rock C, Anderson M, Lewis S, Scheeler V, Nowakowski E, Hsu
YJ, Milstone AM, Carroll KC, Maragakis LL, Simner PJ; CDC
Prevention Epicenters Program. Comparison of nylon-flocked
swab and cellulose sponge methods for carbapenem-resistant
Enterobacteriaceae and gram-negative organism recovery from
high-touch surfaces in patient rooms. Infect Control Hosp
Epidemiol. 2018 Oct;39(10):1257-61. DOI:
10.1017/ice.2018.182

357. Lemmen SW, Häfner H, Zolldann D, Amedick G, Lütticken R.
Comparison of two sampling methods for the detection of gram-
positive and gram-negative bacteria in the environment:
moistened swabs versus Rodac plates. Int J Hyg Environ Health.
2001Mar;203(3):245-8. DOI: 10.1078/S1438-4639(04)70035-
8

358. Ferreira AM, de Andrade D, Rigotti MA, de Almeida MT, Guerra
OG, dos Santos Junior AG. Assessment of disinfection of hospital
surfaces using different monitoring methods. Rev Lat Am
Enfermagem. 2015;23(3):466-74. DOI: 10.1590/0104-
1169.0094.2577

359. Kramer A, Assadian O, Zacharowski K, Bulitta C, Vakil R, Lippert
H. Klinische und ambulanteOperationszentren, Herzkatheterlabor
und Hybrid-Operationseinheit. In: Kramer A, Assadian O, Exner
M, Huebner NO, Simon A, Scheithauer S, editors. Krankenhaus-
und PraxishygieneHygienemanagement und Infektionsprävention
in medizinischen und sozialen Einrichtungen. München: Urban
& Fischer (Elsevier); 2022. pp. 668-82.

Corresponding author:
Commission for Hospital Hygiene and Infection Prevention
(KRINKO)
Office of the Commission for Hospital Hygiene and
Infection Prevention (KRINKO), Robert Koch Institute,
Unit 14: Hospital Hygiene, Infection Prevention and
Control, Nordufer 20, 13353 Berlin, Germany, Phone:
+49 30 18754-2293, Fax: +49 30 1810754-3419
SekretariatFG14@rki.de

Please cite as
Commission for Hospital Hygiene and Infection Prevention (KRINKO).
Hygiene requirements for cleaning and disinfection of surfaces:
recommendation of the Commission for Hospital Hygiene and Infection
Prevention (KRINKO) at the Robert Koch Institute. GMS Hyg Infect
Control. 2024;19:Doc13.
DOI: 10.3205/dgkh000468, URN: urn:nbn:de:0183-dgkh0004685

This article is freely available from
https://doi.org/10.3205/dgkh000468

Published: 2024-03-05

Copyright
©2024 Commission for Hospital Hygiene and Infection Prevention
(KRINKO). This is an Open Access article distributed under the terms
of the Creative Commons Attribution 4.0 License. See license
information at http://creativecommons.org/licenses/by/4.0/.

48/48GMS Hygiene and Infection Control 2024, Vol. 19, ISSN 2196-5226

Commission for Hospital Hygiene and Infection Prevention (KRINKO): Hygiene requirements for cleaning and disinfection ...

http://www.cdc.gov/HAI/pdfs/toolkits/Environ-Cleaning-Eval-Toolkit12-2-2010.pdf
http://www.cdc.gov/HAI/pdfs/toolkits/Environ-Cleaning-Eval-Toolkit12-2-2010.pdf

