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The Infection Prevention Bulletin aims to provide an overview of the 
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Introduction 


The UK Antimicrobial five-year national action plan, published in January 2019 


stated that the Scottish NIPCM will be adopted in England as national standards, to 


be measured by the regulators. 


The NIPCM has been adapted for use within England to support and facilitate 


healthcare providers to demonstrate compliance with the ten criteria of the ‘Health 


and Social Care Act 2008, Code of practice on the prevention and control of 


infections and related guidance (hereafter referred to as The “Code of Practice”). 


Aims 


The NIPCM has been produced to: 


• provide an evidence-based practice manual for use by all those involved in 


care provision in England and should be adopted as mandatory guidance in 


NHS settings or settings where NHS services are delivered and the 


principles should be applied in all care settings.  


• ensure a consistent UK wide approach to infection prevention and control, 


however some operational and organisational details may differ across the 


nations. 


In all non-NHS care settings, to support with health and social care integration, the 


content of this manual is considered best practice. The manual aims to: 


• make it easy for care staff to apply effective infection prevention and control 


precautions 


• reduce variation and optimise infection prevention and control practices 


across care settings in England 


• improve the application of knowledge and skills in infection prevention and 


control 


• help reduce the risk of Healthcare Associated Infection (HCAI) 


• help with alignment of practice, education, monitoring, quality improvement 


and scrutiny. 


 



https://www.gov.uk/government/publications/uk-5-year-action-plan-for-antimicrobial-resistance-2019-to-2024

https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance

https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance
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Pathogen specific guidance is outwith the remit of the NIPCM, which is not 


pathogen specific. Pathogen specific guidance appropriate to England, for example, 


MRSA or SARS-CoV-2, is produced by other agencies for example UKHSA and 


HIS. The NIPCM outlines evidence based standard and transmission-based 


infection and prevention mitigations. The literature reviews that underpin and inform 


the practical application of the NIPCM and highlight implications for research are 


available at: http://www.nipcm.hps.scot.nhs.uk/resources/literature-reviews/ 


Audience and target groups 


This manual is guidance for the NHS and as such should be applied by all NHS 


staff involved in patient care. Furthermore, the principles in this manual should be 


applied across all care settings (including acute, community and social care), 


complementing specific guidance produced for these settings. 


Scope 


Guidance contained within this manual relates to infection prevention and control 


practice with a primary focus on healthcare (NHS) settings, however, the principles 


set out are relevant to all settings where care is delivered. This manual is 


complemented by setting and organism specific guidance, produced by agencies 


such as UKHSA, and links to other relevant guidance and legislation are provided 


for reference.    


Responsibilities for the content of this manual 


NHS England and NHS Improvement will ensure that there is appropriate 


consultation with key stakeholders, to ensure that the NIPCM recommendations are 


appropriate to the system and aligned with the relevant pathogen specific guidance, 


legislation, and mandatory requirements for England. 


Responsibilities for adopting and implementing this 
manual 


All registered care providers must demonstrate compliance with the Health and 


Social Care Act 2008: Code of practice on the prevention and control of infections 


and related guidance which outlines ten criteria which care organisations must 


demonstrate compliance against. 



http://www.nipcm.hps.scot.nhs.uk/resources/literature-reviews/

https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance

https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance
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Responsibilities of organisation by role 


Chief executives/executive board (or equivalent) are responsible for ensuring 


• systems and resources available to implement and monitor compliance with 


infection prevention and control (Criteria 1, Code of Practice) as specified in 


this guidance in all care areas; compliance monitoring includes all staff 


(permanent, agency and, where required, external contractors) 


• there is a culture that promotes incident reporting, including near misses, 


while focusing on improving systemic failures and encouraging safe 


working practices, that is, that any workplace risk(s) are mitigated 


maximally for everyone. This may entail local risk assessments based on 


the measures as prioritised in the hierarchy of controls in the context of 


managing infectious agents1 


• safe systems of work, including managing the risk associated with 


infectious agents through the completion of risk assessments approved 


through local governance procedures, for example Integrated Care System 


level. This national guidance outlines the recommended principles to 


support local decision making within individual organisations. 


Chief Operating Officers (COOs) are responsible for: 


• directing the conduct of operational activities in relation to this guidance 


• providing leadership, support, direction and assistance.  


Directors of Infection Prevention and Control (DIPC) are responsible for 
ensuring: 


• adoption and implementation of this guidance in accordance with local 


governance processes 


• a workforce that is competent in IPC practice; (Criteria 6, Health and Social 


Care Act Code of Practice). 


Managers of all services must ensure that staff:  


• are aware of and have access to this guidance 


 
1 Guidance on the hierarchy of controls is under development using the defined NIPCM methodology 
and will be included in the NIPCM content as a priority. Setting-specific risk assessment tools are 
available to support organisations in applying the HoC Coronavirus » Every action counts 
(england.nhs.uk) 



https://www.england.nhs.uk/coronavirus/publication/every-action-counts/

https://www.england.nhs.uk/coronavirus/publication/every-action-counts/

https://www.england.nhs.uk/coronavirus/publication/every-action-counts/
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• have had instruction/education on infection prevention and control by 


attending events and/or completing training; (Criteria 1 and 9, Health and 


Social Care Act Code of Practice) 


• have adequate support and resources to implement, monitor and take 


corrective action to comply with this guidance; if not, a risk assessment 


must be undertaken and approved through local governance procedures 


• with health concerns (including pregnancy) or who have had an 


occupational exposure are referred promptly to the relevant agency, eg GP, 


occupational health or accident and emergency 


• have had the required health checks, immunisations and clearance 


(including those undertaking exposure prone procedures (EPPs); (Criteria 


10, Health and Social Care Act Code of Practice) 


• include infection prevention and control as an objective in their personal 


development plans (or equivalent) (Criteria 6, Health and Social Care Act 


Code of Practice) 


• refer to infection prevention and control in all job descriptions. 


Staff providing care must:  


• show their understanding by applying the infection prevention and control 


principles in this guidance 


• maintain competence, skills and knowledge in infection prevention and 


control by attending education events and/or completing training 


• communicate the infection prevention and control practices to be carried 


out by colleagues, those being cared for, relatives and visitors, without 


breaching confidentiality 


• have up-to-date occupational immunisations, health checks and clearance 


requirements as appropriate 


• report to line managers and document any deficits in knowledge, resources, 


equipment and facilities or incidents that may result in transmitting infection 


including near misses, eg PPE failures 


• not provide care while at risk of transmitting infectious agents to others; if in 


doubt, they must consult their line manager, occupational health 


department, and or their infection prevention and control team (IPCT) 


• inform the IPCT and local UKHSA health protection team of any outbreaks 


or serious incident relating to an outbreak in a timely manner. 
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Infection prevention and control teams must: 


• engage with staff to develop systems and processes that lead to 


sustainable and reliable improvements in applying infection prevention and 


control practices 


• have suitably qualified Infection Prevention and Control staff who can 


provide expert advice on applying infection prevention and control in all 


care settings and on individual risk assessments, ensuring action is taken 


as required 


• must maintain competence, knowledge and skills in infection prevention 


and control practices 


• have epidemiological/surveillance systems capable of distinguishing patient 


case(s) requiring investigation and control.  


When an organisation – eg an NHS trust – uses products or adopts practices that 


differ from those stated in this manual, it is responsible for ensuring safe systems 


of work, including the completion of a risk assessment approved through local 


governance procedures. 
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Chapter 1: Standard infection 
control precautions (SICPs) 


Standard infection control precautions (SICPs) are to be used by all staff, in all 


care settings, at all times, for all patients whether infection is known to be present 


or not, to ensure the safety of those being cared for, staff and visitors in the care 


environment.  


SICPs are the basic infection prevention and control measures necessary to reduce 


the risk of transmitting infectious agents from both recognised and unrecognised 


sources of infection.  


Sources of (potential) infection include blood and other body fluids, secretions or 


excretions (excluding sweat), non-intact skin or mucous membranes and any 


equipment or items in the care environment that could have become contaminated.  


The application of SICPs during care delivery is determined by assessing risk to 


and from individuals. This includes the task, level of interaction and/or the 


anticipated level of exposure to blood and/or other body fluids. 


To protect effectively against infection risks, SICPs must be used consistently by all 


staff. SICPs implementation monitoring must also be ongoing to ensure compliance 


with safe practices and to demonstrate ongoing commitment to patient, staff and 


visitor safety as required by the care regulators, the Care Quality Commission  


There are 10 elements of SICPs: 


1. Patient placement 


2. Hand hygiene 


3. Respiratory and cough hygiene 


4. Personal protective equipment 


5. Safe management of the care environment 


6. Safe management of care equipment 
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7. Safe management of healthcare linen 


8. Safe management of blood and body fluids 


9. Safe disposal of waste (including sharps) 


10. Occupational safety / managing prevention of exposure (including sharps) 


1.1 Patient placement  


Patients must be promptly assessed for infection risk on arrival at the care area, eg 


inpatient/outpatient/care home, (if possible, prior to accepting a patient from another 


care area) and should be continuously reviewed throughout their stay.  


This assessment should influence placement decisions in accordance with 


clinical/care need(s). 


Patients who may present a cross-infection risk include those: 


• with diarrhoea, vomiting, an unexplained rash, fever or respiratory 


symptoms 


• known to have been previously positive with a Multi-drug Resistant 


Organism (MDRO), eg MRSA, CPE 


• who have been an inpatient in any hospital in the UK or abroad or are a 


known epidemiological link to a carrier of CPE. 


Further information can be found in the patient placement literature review.  


1.2 Hand hygiene 


Hand hygiene is considered one of the most important ways to reduce the 


transmission of infectious agents that cause healthcare associated infections 


(HCAIs).  


Clinical hand-wash basins (HWBs) must: 


• be used for that purpose only and not used for the disposal of other liquids 


• have mixer taps, no overflow or plug and be in a good state of repair 


• have wall mounted liquid soap and paper towel dispensers. 



https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2511/documents/1_sicp-tbp-patient-placement-v1.0.pdf
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Hand hygiene facilities should include instructional posters. 


Before performing hand hygiene: 


• expose forearms (bare below the elbow) 


• remove all hand and wrist jewellery. The wearing of a single, plain metal 


finger ring, eg a wedding band, is permitted but should be removed (or 


moved up) during hand hygiene. A religious bangle can be worn but should 


be moved up the forearm during hand hygiene and secured during patient 


care activities 


• ensure fingernails are clean and short, and do not wear artificial nails or nail 


products 


• cover all cuts or abrasions with a waterproof dressing. 


To perform hand hygiene: 


• Wash hands with non-antimicrobial liquid soap and water if: 


• hands are visibly soiled or dirty 


• caring for patients with vomiting or diarrhoeal illnesses 


• caring for a patient with a suspected or known gastrointestinal infection, eg 


norovirus or a spore-forming organism such as Clostridioides difficile.  


In all other circumstances, use alcohol-based handrubs (ABHRs) for routine hand 


hygiene during care. 


ABHRs must be available for staff as near to the point of care as possible. Where 


this is not practical, personal ABHR dispensers should be used, eg within the 


community, domiciliary care, mental health units etc. 


Where running water is unavailable, or hand hygiene facilities are lacking, staff may 


use hand wipes followed by ABHR and should wash their hands at the first 


opportunity. 


Perform hand hygiene:  


1. before touching a patient. 


2. before clean or aseptic procedures.  


3. after body fluid exposure risk. 


4. after touching a patient; and 
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5. after touching a patient’s immediate surroundings. 


ALWAYS PERFORM HAND HYGIENE BEFORE PUTTING ON AND AFTER 


REMOVING GLOVES. 


For how to wash hands, see the step-by-step guide in appendix 1 of this document. 


For how to hand rub, see the step-by-step guide in appendix 2 of this document. 


Skin care 


• dry hands thoroughly after hand washing, using disposable paper towels 


• use an emollient hand cream regularly eg during breaks and when off duty 


• do not use or provide communal tubs of hand cream in the care setting 


• staff with skin problems should seek advice from occupational health or 


their GP. 


Surgical hand antisepsis 


Surgical scrubbing/rubbing (this applies to those undertaking surgical and some 


invasive procedures): 


• perform surgical scrubbing/rubbing before donning sterile theatre garments 


or at other times, eg before inserting central vascular access devices 


• remove all hand and wrist jewellery (including wedding band) 


• single-use nail brushes must only be used for decontaminating nails. Nail 


picks can be used if nails are visibly dirty 


• use an antimicrobial liquid soap licensed for surgical scrubbing or an ABHR 


licensed for surgical rubbing (as specified on the product label) 


• ABHR can be used between surgical procedures if licensed for this use. 


For surgical scrubbing (not rubbing), follow the step-by-step guide in appendix 3 of 


this document. 


For surgical rubbing (not scrubbing), follow the step-by-step guide in appendix 4 of 


this document. 


For hand hygiene posters/leaflet, refer to the resources section of NIPCM.  


Further information can be found in the hand hygiene literature reviews: 
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• Hand washing, hand rubbing and indications for hand hygiene  


• Hand hygiene products 


• Skin Care  


• Surgical hand antisepsis in the clinical setting  


1.3 Respiratory and cough hygiene 


Respiratory and cough hygiene is designed to minimise the risk of cross-


transmission of known or suspected respiratory illness (pathogens):  


• cover the nose and mouth with a disposable tissue when sneezing, 


coughing, wiping and blowing the nose; if unavailable use the crook of the 


arm 


• dispose of all used tissues promptly into a waste bin 


• wash hands with non-antimicrobial liquid soap and warm water after 


coughing, sneezing, using tissues, or after contact with respiratory 


secretions or objects contaminated by these secretions  


• where there is no running water available or hand hygiene facilities are 


lacking, staff may use hand wipes followed by ABHR and should wash their 


hands at the first available opportunity 


• keep contaminated hands away from the eyes nose and mouth. 


Staff should promote respiratory and cough hygiene helping those (eg elderly, 


children) who need assistance with this, eg providing patients with tissues, plastic 


bags for used tissues and hand hygiene facilities as necessary. 


Further information can be found in cough etiquette/respiratory hygiene in the 


hospital setting literature review. 


1.4 Personal protective equipment (PPE) 


Before undertaking any procedure, staff should assess any likely exposure to blood 


and/or other body fluids, non-intact skin or mucous membranes and wear personal 


protective equipment (PPE) that protects adequately against the risks associated 


with the procedure. The principles of PPE use set out below are important to ensure 


that PPE is used correctly to ensure patient and staff safety. Avoiding overuse or 


inappropriate use of PPE is a key principle that ensures this is risk-based and 


minimizes its environmental impact. Where appropriate, consideration should be 



https://hpspubsrepo.blob.core.windows.net/hps-website/nss/3097/documents/1_sicp-lr-hand-washing-hand-rubbing-and-indications-v1.0.pdf

http://www.nipcm.scot.nhs.uk/web-resources-container/standard-infection-control-precautions-sicp-literature-review-hand-hygiene-hand-hygiene-products-in-hospital-settings/

http://www.nipcm.scot.nhs.uk/web-resources-container/standard-infection-control-precautions-sicp-literature-review-hand-hygiene-skin-care/

http://www.nipcm.scot.nhs.uk/web-resources-container/standard-infection-control-precautions-sicp-literature-review-hand-hygiene-surgical-hand-antisepsis-in-the-clinical-setting/

http://www.nipcm.hps.scot.nhs.uk/documents/sicp-cough-etiquetterespiratory-hygiene-in-the-hospital-setting/

http://www.nipcm.hps.scot.nhs.uk/documents/sicp-cough-etiquetterespiratory-hygiene-in-the-hospital-setting/
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given to the environmental impact of sustainable or reusable PPE options versus 


single-use PPE while adhering to the principles below. 


All PPE must be: 


• located close to the point of use. PPE for healthcare professionals providing 


care in the community and domiciliary care providers must be transported 


in a clean receptacle 


• stored to prevent contamination in a clean, dry area until required (expiry 


dates must be adhered to) 


• single-use only unless specified by the manufacturer 


• changed immediately after each patient and/or after completing a 


procedure or task  


• disposed of after use into the correct waste stream, eg domestic waste, 


offensive (non-infectious) or clinical waste 


• discarded if damaged or contaminated. 


NB Reusable PPE such as non-disposable goggles/face shields/visors, must be 


decontaminated after each use according to manufacturer’s instruction.  


GLOVES must be: 


• worn when exposure to blood and/or other body fluids, non-intact skin or 


mucous membranes is anticipated or likely 


• changed immediately after each patient and/or after completing a 


procedure/task even on the same patient 


• changed if a perforation or puncture is suspected 


• appropriate for use, fit for purpose and well-fitting 


• never decontaminated with ABHR or soap between use.  


NB Double gloving is NOT recommended for routine clinical care. However, it may 


be required for some exposure prone procedures, eg orthopaedic and 


gynaecological operations, when attending major trauma incidents or as part of 


additional precautions for high consequence infectious disease management. 
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Further information can be found in the gloves literature review. 


APRONS must be: 


• worn to protect uniform or clothes when contamination is anticipated or 


likely, eg when in direct care contact with a patient. 


• changed between patients and/or after completing a procedure or task. 


FULL BODY GOWNS OR FLUID-RESISTANT COVERALLS must be: 


• worn when there is a risk of extensive splashing of blood and/or body fluids, 


eg operating theatre, ITU 


• worn when a disposable apron provides inadequate cover for the procedure 


or task being performed 


• changed between patients and removed immediately after completing a 


procedure or task 


• Further information can be found in the aprons/gowns literature review. 


EYE OR FACE PROTECTION (INCLUDING FULL-FACE VISORS) must: 


• be worn if blood and/or body fluid contamination to the eyes or face is 


anticipated or likely, eg by members of the surgical theatre team and 


always during aerosol generating procedures; regular corrective spectacles 


are not considered eye protection 


• not be impeded by accessories such as piercings or false eyelashes 


• not be touched when being worn. 


• Further information can be found in the eye/face protection literature 


review. 


FLUID RESISTANT SURGICAL FACE MASKS (FRSM): 


Surgical face masks are required: 


• as a means of source control, eg to protect the patient from the wearer 


during sterile procedures such as surgery, and  


• to protect the wearer when there is a risk splashing or spraying of blood, 


body fluids, secretions or excretions onto the respiratory mucosa. 


Gloves are NOT required to carry out near patient administrative tasks, eg when using the 
telephone, using a computer or tablet, writing in the patient chart; giving oral medications; 


distributing or collecting patient dietary trays. For appropriate glove use and selection, see 
Appendix 5. 
 



http://www.nipcm.hps.scot.nhs.uk/documents/sicp-ppe-gloves/

https://hpspubsrepo.blob.core.windows.net/hps-website/nss/2604/documents/1_lr-ppe-aprons-and-gowns-v1.0.pdf

http://www.nipcm.hps.scot.nhs.uk/documents/sicp-ppe-eyeface-protection/

http://www.nipcm.hps.scot.nhs.uk/documents/sicp-ppe-eyeface-protection/
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FRSM must be:  


• worn if a full-face visor is not available for spraying or splashing 


• worn with eye protection if splashing or spraying of blood, body fluids, 


secretions or excretions onto the respiratory mucosa (nose and mouth) is 


anticipated or likely (Type IIR) 


• worn to protect patients from the operator as a source of infection, eg when 


performing surgical procedures or epidurals or inserting a central vascular 


catheter (CVC) (Type II or Type IIR) 


• well-fitting and fit for purpose, fully covering the mouth and nose 


(manufacturers’ instructions must be followed to ensure effective fit and 


protection) 


• removed or changed: 


‒ at the end of a procedure/task 


‒ if the mask’s integrity is breached, eg from moisture build-up after 


extended use or from gross contamination with blood or body fluids 


‒ in accordance with manufacturers’ specific instructions. 


Further information can be found in the surgical face masks literature review. 


FOOTWEAR must be: 


• visibly clean, non-slip and well-maintained, and support and cover the 


entire foot to avoid contamination with blood or other body fluids or potential 


injury from sharps 


• removed before leaving a care area where dedicated footwear is used, eg 


theatre; these areas must have a decontamination schedule with 


responsibility assigned. 


Further information can be found in the footwear literature review 


HEADWEAR 


Headwear is not routinely required in clinical areas unless part of theatre attire or to 


prevent contamination of the environment such as in clean rooms.  


HEADWEAR must be: 


• worn in theatre settings and clean rooms, eg central decontamination unit 


• well-fitting and completely cover the hair 



https://www.nipcm.hps.scot.nhs.uk/media/1772/2022-01-06-surgical-masks-sicps-and-tbps-v20-final.pdf

http://www.nipcm.hps.scot.nhs.uk/documents/sicp-ppe-footwear/
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• changed or disposed of between clinical procedures/lists or tasks and if 


contaminated with blood and/or body fluids 


• removed before leaving the theatre or clean room 


• individuals with facial hair must also cover this in areas where headwear is 


required, eg wear a snood.  


NB Headwear worn for religious reasons such as turbans, kippot veil, headscarves 


is permitted providing patient care and safety is not compromised. These must be 


washed and/or changed daily or immediately if contaminated and comply with 


additional attire in theatres etc. 


Further information can be found in the headwear literature review. 


For the recommended method of putting on and removing PPE, see UKHSA 


guides. 


1.5 Safe management of care equipment 


Care equipment is easily contaminated with blood, other body fluids, secretions, 


excretions and infectious agents. Consequently, it is easy to transfer infectious 


agents from communal care equipment during care delivery.  


Care equipment is classified as either: 


• single use: equipment which is used once on a single patient then 


discarded. This equipment must never be re-used. The packaging will carry 


this symbol: 


• single patient use: equipment which can be reused on the same patient and 


may require decontamination in-between use such as nebuliser masks 


• reusable invasive equipment: used once then decontaminated, eg surgical 


instruments 


• reusable non-invasive equipment: (often referred to as communal 


equipment) - reused on more than one patient following decontamination 


between each use, eg commode, patient transfer trolley.  


NB Needles and syringes are single use devices, they should never be used more 


than once or reused to draw up additional medication. Never administer 


medications from a single-dose vial or intravenous (IV) bag to multiple patients. 



http://www.nipcm.hps.scot.nhs.uk/documents/sicp-ppe-headwear/

https://www.gov.uk/government/publications/covid-19-personal-protective-equipment-use-for-non-aerosol-generating-procedures

https://www.gov.uk/government/publications/covid-19-personal-protective-equipment-use-for-non-aerosol-generating-procedures
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Before using any sterile equipment check that:  


• the packaging is intact 


• there are no obvious signs of packaging contamination 


• the expiry date remains valid  


• any sterility indicators are consistent with the process being completed 


successfully. 


Decontamination of reusable non-invasive care equipment must be 
undertaken: 


• between each use/between patients 


• after blood and/or body fluid contamination 


• at regular predefined intervals as part of an equipment cleaning protocol 


• before inspection, servicing or repair. 


If providing domiciliary care, equipment should be transported safely and 


decontaminated as above before leaving the patient’s home. 


Always adhere to manufacturers’ guidance for use and decontamination of all care 


equipment. 


• All reusable non-invasive care equipment must be decontaminated 


between patients/clients using either approved detergent wipes or 


detergent solution, in line with manufacturers’ instructions, before being 


stored clean and dry.  


• Decontamination protocols must include responsibility for; frequency of; and 


method of environmental decontamination. 


• An equipment decontamination status certificate will be required if any item 


of equipment is being sent to a third party, eg for inspection, servicing or 


repair.  


• Guidance should be sought from the IPCT prior to procuring, trialling or 


lending any reusable non-invasive equipment.  


• Medical devices and other care equipment must have evidence of planned 


preventative maintenance programmes. 


For how to decontaminate reusable non-invasive care equipment see Appendix 7.  
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For decontamination of surgical instruments see HTM01-01 decontamination of 


surgical instruments. 


Further information can be found in the management of patient care equipment 


literature review. 


1.6 Safe management of the care environment  


The care environment must be: 


• visibly clean, free from non-essential items and equipment to facilitate 


effective cleaning 


• well maintained, in a good state of repair and with adequate ventilation for 


the clinical specialty.  


Routine cleaning 


• The environment should be routinely cleaned in accordance with the 


National Cleaning Standards. 


• Use of detergent wipes are acceptable for cleaning surfaces/frequently 


touched sites within the care area. 


• A fresh solution of general-purpose neutral detergent in warm water is 


recommended for routine cleaning. This should be changed when dirty or 


when changing tasks.  


• Routine disinfection of the environment is not recommended however, 


1,000ppm available chlorine should be used routinely on sanitary fittings.  


• Staff groups should be aware of their environmental cleaning schedules for 


their area and clear on their specific responsibilities.  


• Cleaning protocols should include responsibility for, frequency of, and 


method of environmental decontamination. 


Further information can be found in the safe management of the care environment 


literature review.  


1.7 Safe management of linen 


Clean linen 


• Should be stored in a clean, designated area, preferably an enclosed 


cupboard.  



https://www.england.nhs.uk/publication/decontamination-of-surgical-instruments-htm-01-01/

https://www.england.nhs.uk/publication/decontamination-of-surgical-instruments-htm-01-01/

http://www.nipcm.hps.scot.nhs.uk/documents/sicp-management-of-patient-care-equipment-in-the-hospital-setting/

http://www.nipcm.hps.scot.nhs.uk/documents/sicp-management-of-patient-care-equipment-in-the-hospital-setting/

https://www.england.nhs.uk/publication/national-standards-of-healthcare-cleanliness-2021/#:~:text=National%20Standards%20of%20Healthcare%20Cleanliness%202021,-Document%20first%20published&text=They%20are%20based%20around%3A%20being,assurance%3B%20and%20transparency%20of%20results.

https://www.nipcm.hps.scot.nhs.uk/media/1691/2020-12-sicp-tbp-lr-care-environment-v1.pdf

https://www.nipcm.hps.scot.nhs.uk/media/1691/2020-12-sicp-tbp-lr-care-environment-v1.pdf
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• If clean linen is not stored in a cupboard, then the trolley used for storage 


must be designated for this purpose and completely covered with an 


impervious covering/or door that is able to withstand decontamination. 


• Do not: 


‒ Rinse, shake or sort linen on removal from beds/trolleys 


‒ place used linen on the floor or any other surfaces eg a locker/table top 


‒ re-handle used linen once bagged 


‒ overfill laundry receptacles (not more than 2/3 full); or  


‒ place inappropriate items in the laundry receptacle eg used 


equipment/needles. 


Healthcare laundry must be managed and segregated in accordance with HTM 01-


04 which categorises laundry as follows: 


Used linen (previously known as soiled/fouled linen):  


• Ensure a laundry receptacle is available as close as possible to the point of 


use for immediate linen deposit. 


• Should be placed in an impermeable bag immediately on removal from the 


bed or before leaving a clinical department.  


Infectious linen (this mainly applies to healthcare linen)  


Infectious linen includes linen that has been used by a patient who is known or 


suspected to be infectious and/or linen that is contaminated with blood and/or other 


body fluids, eg faeces: 


• Linen in this category must not be sorted but should be sealed in a water-


soluble bag (entirely water soluble ‘alginate’ bag or impermeable bag with 


soluble seams), which is then placed in an impermeable bag immediately 


on removal from the bed and secured before leaving a clinical area.  


• Infectious linen bags/receptacles must be tagged (eg hospital ward/care 


area) and dated. 


• Store all used/infectious linen in a designated, safe, lockable area while 


awaiting uplift. Uplift schedules must be acceptable to the care area and 


there should be no build-up of linen receptacles.  


• All linen that is deemed unfit for re-use, eg torn or heavily contaminated, 


should be categorised at the point of use and returned to the laundry for 


disposal. 



https://www.england.nhs.uk/publication/decontamination-of-linen-for-health-and-social-care-htm-01-04/

https://www.england.nhs.uk/publication/decontamination-of-linen-for-health-and-social-care-htm-01-04/
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Linen used during patient transfer, eg blankets, should be categorised at the point 


of destination.  


Further information can be found in the safe management of linen literature review.                        


For how to manage linen at care area level see Appendix 8. 


1.8 Safe management of blood and body fluid spillages   


Spillages of blood and other body fluids may transmit blood borne viruses.  


Spillages must be treated immediately by staff trained to undertake this safely. 


Responsibilities for the treatment of blood/body fluid spills must be clear within each 


area/care setting. 


For management of blood and body fluid spillages see Appendix 9. 


Further information can be found in the management of blood and body fluid 


literature review. 


Healthcare providers should ensure that any polymer gel for non-patient use (eg 


spill kits, controlled drug destruction, use by cleaning staff) is kept secure and away 


from patients. See National Patient Safety Alert - NatPSA/2019/002/NHSPS. 


1.9 Safe disposal of waste (including sharps) 


HTM 07:01 Waste Management Guidance contains the regulatory waste 


management guidance for NHS England including waste classification, segregation, 


storage, packaging, transport, treatment and disposal.  


Health and Safety (Sharp Instruments in Healthcare) Regulations 2013 outline the 


regulatory requirements for employers and contractors in the healthcare sector in 


relation to the safe disposal of sharps.  


Definitions 


Healthcare (including clinical) waste:  


a) Any waste which consists wholly or partly of human or animal tissue, blood 


or other body fluids, excretions, drugs or other pharmaceutical products, 


swabs or dressings, syringes, needles or other sharp instruments, being 



https://www.nipcm.hps.scot.nhs.uk/media/1671/2020-09-11-sicp-lr-linen-v3.pdf

https://www.nipcm.hps.scot.nhs.uk/media/1664/2020-07-sicp-lr-bloodspillages-v3.pdf

https://www.nipcm.hps.scot.nhs.uk/media/1664/2020-07-sicp-lr-bloodspillages-v3.pdf

https://www.england.nhs.uk/wp-content/uploads/2020/02/PS_Alert_Polymer_28_Nov_2019_FINAL.pdf
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waste which unless rendered safe may prove hazardous to any person 


coming into contact with it.  


b) Any other waste arising from medical, nursing, dental, veterinary, 


pharmaceutical or similar practice, investigation, treatment, care, teaching or 


research, or the collection of blood for transfusion, being waste which may 


cause infection to any person coming into contact with it.  


Hazardous waste:  


Waste that is harmful to human health or the natural environment; the Hazardous 


Waste (England) Regulations 2005 Annex 1 specifically lists items that are 


considered hazardous waste.  


Table 1: Categories of waste and segregation at source 


Clinical waste as (a) above Black stripe (tiger) bag Land fill 


Clinical waste as (b) above: non-infectious 


(offensive) 


Orange (sharps box) For treatment 


Category A Hazardous as described above  Yellow (sharps box) For incineration 


Domestic  Black bags Land fill  


Safe waste disposal at care area level: 


Always dispose of waste: 


• immediately and as close to the point of use as possible; and 


• into the correct segregated colour coded UN 3291 approved waste bag or 


container (sharps box). 


• Liquid waste, eg blood must be rendered safe by adding a self-setting gel 


or compound before placing in an orange lidded leak proof bin.  


• Waste bags must be no more than 3/4 full and no more than the UN 


approved weight; and use a ratchet tag/or tape (for healthcare waste bags 


only) using a ‘swan neck’ to close. 


• Store all waste in a designated, safe, lockable area while awaiting uplift. 


Uplift schedules must be acceptable to the care area and there should be 


no build-up of waste receptacles.  
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• Local guidance on management of waste at care level, eg domiciliary 


settings should be followed.  


Sharps containers (for safety devices, refer to section 1.10) 


Sharps containers must: 


• have a handle and temporary closure mechanism, employed when box is 


not in use 


• be disposed of when the manufacturers’ fill line is reached 


• be labelled with point of origin and date of assembly and disposal. Where 


re-usable sharps containers are used, organisations must have a protocol 


in place to assure themselves of safe use and reprocessing.  


Further information can be found in the safe disposal of waste literature review. 


1.10 Occupational safety: prevention of exposure 
(including sharps injuries) 


The Health and Safety (Sharp Instruments in Healthcare) Regulations 2013 outline 


the regulatory requirements for employers and contractors in the healthcare sector 


in relation to: arrangements for the safe use and disposal of sharps; provision of 


information and training to employees; investigations and actions required in 


response to work related sharps injuries.  


There is a potential risk of transmission of a Blood Borne Virus (BBV) from a 


significant occupational exposure and staff must understand the actions they should 


take when a significant occupational exposure incident takes place. There is a 


legal requirement to report all sharps injuries and near misses to line 


managers/employers. 


A significant occupational exposure is: 


• a percutaneous injury eg injuries from needles, instruments, bone 


fragments, or bites which break the skin; and/or 


• exposure of broken skin (abrasions, cuts, eczema, etc); and/or 


• exposure of mucous membranes including the eye from splashing of blood 


or other high risk body fluids. 


For the management of an occupational exposure incident see Appendix 10.  



http://www.nipcm.hps.scot.nhs.uk/documents/sicp-safe-management-of-waste-in-the-hospital-setting/
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Safety devices 


The European Union Council Directive 2010/32/EU. Framework agreement on 


prevention of sharps injuries in the hospital and healthcare sector is concerned with 


reducing and eliminating the number of ‘sharps’ related injuries which occur within 


healthcare. Its basic guidance is:  


• If a sharp instrument is to be used, then a non-sharp alternative is to be 


sourced and used.  


• If a non-sharp alternative is not available, then a safety device is to be 


sourced and used. 


• If a safety device is not available then all available risk management 


processes should be employed such as sticky mats, sharps bins, safety 


procedures and training.  


Sharps handling must be assessed, kept to a minimum and eliminated, if possible, 


with the use of approved safety devices.  


• Manufacturers’ instructions for safe use and disposal must be followed.  


• Needles must not be re-sheathed/recapped or disassembled after use. 


• Sharps must not be passed directly hand to hand. 


• Used sharps must be discarded at the point of use by the person 


generating the waste. 


• Always dispose of needles and syringes as 1 unit.  


• If a safety device is being used safety mechanisms must be deployed 


before disposal. 


When transporting sharps boxes for community use these must be transported 


safely with the use of temporary closures. 


Further information can be found in occupational exposure management (incl. 


sharps) literature review. 



https://www.nipcm.hps.scot.nhs.uk/media/1795/2022-03-04-occupational-exposure-management-literature-review-v40-final.pdf

https://www.nipcm.hps.scot.nhs.uk/media/1795/2022-03-04-occupational-exposure-management-literature-review-v40-final.pdf
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Chapter 2: Transmission based 
precautions (TBPs) 


SICPs may be insufficient to prevent cross transmission of specific infectious 


agents and additional precautions called “Transmission Based Precautions” (TBP) 


may be required when caring for patients with known / suspected infection or 


colonisation.  


Transmission Based Precautions are categorised by the route of transmission of 


infectious agents (some infectious agents can be transmitted by more than one 


route). 


Clinical judgement and decisions should be made by staff on what additional 


precautions are required and this will be based on: 


• suspected/known infectious agent 


• severity of the illness caused 


• transmission route of the infectious agent 


• care setting and procedures undertaken. 


Type of precautions: 


Contact precautions:  


Used to prevent and control infections that spread via direct contact with the patient 


or indirectly from the patient’s immediate care environment (including care 


equipment). This is the most common route of cross-infection transmission.  


Droplet precautions:  


Measures used to prevent, and control infections spread over short distances (at 


least 1 metre) via droplets from the respiratory tract of one individual directly onto a 


mucosal surface or conjunctivae of another individual. Droplets penetrate the 


respiratory system to above the alveolar level. 


Airborne precautions:  


Measures used to prevent, and control infection spread without necessarily having 


close patient contact via aerosols from the respiratory tract of one individual directly 
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onto a mucosal surface or conjunctivae of another individual. Aerosols can 


penetrate the respiratory system to the alveolar level. 


The traditional modes of transmission for respiratory infectious agents as defined 


pre-pandemic are unlikely to be as delineated as is described in the scientific 


literature, ie, droplet or airborne transmission and the application of TBPs may differ 


depending on the setting and the known or suspected infectious agent. Applications 


of TBPs should be considered within the framework of the hierarchy of controls. 


Setting-specific risk assessment tools are available to support organisations in 


applying the HoC Coronavirus » Every action counts (england.nhs.uk). 


Appendix 11 provides details of the type of precautions, optimal patient placement, 


isolation requirement and respiratory precautions required.  


Further information on Transmission Based Precautions can be found in the 


definitions of Transmission Based Precautions literature reviews. 


NB During the COVID-19 pandemic universal masking in healthcare and increased 


physical distancing were introduced as additional IPC measures. These measures 


are not included in this version of the NIPCM as it is currently covered by UK IPC 


Guidance as published by UKHSA. 


2.1 Patient placement / assessment of infection risk 


The potential for transmission of infection must be assessed when a patient enters 


a care area. If hospitalised/in a care home setting, this should be continuously 


reviewed throughout the stay/period of care. The assessment should influence 


patient placement decisions in line with clinical/care need(s).  


Patients who may present a cross-infection risk in any setting includes those: 


• with diarrhoea, vomiting, an unexplained rash, fever or respiratory 


symptoms 


• known to have been previously positive with multidrug-resistant organisms 


(MDRO) eg MRSA, CPE 


• who have been an inpatient in any hospital in the UK or abroad or are a 


known epidemiological link to a carrier of CPE. 



https://www.england.nhs.uk/coronavirus/publication/every-action-counts/

https://www.nipcm.hps.scot.nhs.uk/media/1616/2020-10-tbp-lr-definitions-v30.pdf
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Isolation facilities should be prioritised depending on the known/suspected 


infectious agent (refer to the aides memoire in this document – appendices 11a and 


11b).  


All patient placement decisions and assessment of infection risk (including isolation 


requirements) must be clearly documented in the patient notes and provided in 


patient handovers with other healthcare/ care providers. 


The clinical judgement and expertise of the staff involved in a patient’s 


management and the Infection Prevention and Control Team (IPCT) should be 


sought, particularly for the application of TBPs, eg isolation prioritization, when 


single rooms are in short supply. 


Single room isolation in hospital settings: 


• Isolation of infectious patients can be in specialised isolation facilities, 


single room isolation, cohorting of infectious patients where appropriate, 


ensuring that they are separated by at least 3 feet (1 metre) with the door 


closed.  


• Signage should be used on doors/areas to communicate isolation 


requirements and prevent entry of unnecessary visitors, non-essential staff. 


Patient confidentiality must be maintained. 


• Infectious patients should only be transferred to other departments if 


clinically necessary. If the patient has an infectious agent transmitted by the 


airborne/droplet route, then if possible/tolerated the patient should wear a 


surgical face mask during transfer. 


• Receiving department/hospital and transporting staff must be aware of the 


necessary precautions.  


• Isolation room doors should remain closed, if this is not possible, eg 


paediatrics, there should be a documented risk assessment. 


Single room isolation in care settings with or without nursing care: 


• Residents should remain in their bedroom while considered infectious and 


the door should remain closed (if unable to isolate this should be 


documented).  


• If transfer to hospital is required, ambulance services and the hospital 


admission area should be informed of the infectious status of the resident. 
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Advice on resident’s clinical management should be sought from the GP 


and the local health protection unit infection prevention team. 


• Avoid unnecessary transfer of residents within/between care areas.  


Primary care/outpatient settings: 


Patients attending with suspected/known infection/colonisation should be prioritised 


for assessment/treatment, eg scheduled appointments at the start or end of the 


clinic session. 


Infectious patients should be separated from other patients while awaiting 


assessment and during care management by at least 3 feet (1m).  


If transfer from a primary care facility to hospital is required, ambulance services 


should be informed of the infectious status of the patient. 


Staff cohorting: consider assigning a dedicated team of care staff to care for 


patients in isolation/cohort rooms/areas as an additional infection control measure 


during outbreaks/incidents. This can only be implemented if there are sufficient 


levels of staff available (so as not to have a negative impact on non-affected 


patients’ care).  


Before discontinuing isolation: 


Individual patient risk factors should be considered (eg there may be prolonged 


shedding of certain microorganisms in immunocompromised patients).  


2.2 Safe management of patient care equipment in an 
isolation room/cohort area  


• Use single-use items if possible. 


• Reusable non-invasive care equipment should be dedicated to the isolation 


room/cohort area and decontaminated prior to use on another patient. 


• An increased frequency of decontamination should be considered for 


reusable non-invasive care equipment when used in isolation/cohort areas. 


• For how to decontaminate non-invasive reusable equipment see Appendix 


7. 
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2.3 Safe management of the care environment  


The care environment must be: 


• visibly clean, free from non-essential items and equipment to facilitate 


effective cleaning 


• well maintained, in a good state of repair and with adequate ventilation for 


the clinical specialty.  


Equipment used for environmental decontamination must be either single-use or 


dedicated to the affected area then decontaminated or disposed of following use eg 


cloths, mop heads. 


Environmental decontamination: enhanced cleaning 


Hospital setting: 


Patient isolation/cohort rooms/area must be decontaminated at least daily, this 


may be increased on the advice of IPCTs/. These areas must be decontaminated 


using either:  


• a combined detergent/disinfectant solution at a dilution of 1,000 parts per 


million available chlorine (ppm available chlorine (av.cl.)); or  


• a general-purpose neutral detergent in warm water followed by solution of 


1,000ppm av.cl.  


Alternative cleaning agents/disinfectant products may be used with agreement of 


the local IPC team.  


Employers must ensure that cleaning products are managed in accordance with the 


COSHH regulations - Control of substances hazardous to health (COSHH) - health 


and safety topics in cleaning (hse.gov.uk). 


Manufacturers’ guidance and recommended product ‘contact time’ must be followed 


for all cleaning/disinfection solutions. 



https://www.hse.gov.uk/cleaning/topics/coshh.htm

https://www.hse.gov.uk/cleaning/topics/coshh.htm
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Increased frequency of decontamination/cleaning schedules should be incorporated 


into the environmental decontamination schedules for areas where there may be 


higher environmental contamination rates, eg: 


• toilets/commodes particularly if patients have diarrhoea; and  


• “frequently touched” surfaces eg door/toilet handles, locker tops, over bed 


tables and bed rails.  


Vacated rooms should also be decontaminated following an AGP. Clearance of 


infectious particles after an AGP is dependent on the ventilation and air change 


within the room. This is a minimum of 20 minutes in hospital settings where the 


majority of these procedures occur. In general wards and single rooms there should 


be a minimum of 6 air changes per hour, in negative-pressure isolation rooms there 


should be a minimum of 10 air changes per hour. Advice should be sought from 


IPCT. 


Primary care/outpatient settings: 


The extent of decontamination between patients will depend on the duration of the 


consultation/assessment, the patients presenting symptoms and any visible 


environmental contamination.  


Terminal decontamination  


Following patient transfer, discharge, or once the patient is no longer considered 


infectious, remove from the vacated isolation room/cohort area, all: 


• healthcare waste and any other disposable items (bagged before removal 


from the room) 


• bedding/bed screens/curtains - manage as infectious linen (bagged before 


removal from the room) 


• reusable non-invasive care equipment (decontaminated in the room prior to 


removal) Appendix 7. 


The room should be decontaminated using either: 


• a combined detergent disinfectant solution at a dilution (1,000ppm av.cl.); 


or  


• a general-purpose neutral detergent in warm water followed by a solution of 


1,000ppm av.cl. (or alternative locally agreed cleaning product)  
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Rooms must be cleaned from highest to lowest points and from least to most 


contaminated points.  


Organisations can consider using Hydrogen Peroxide Vapour disinfection or ultra-


violet light technology for specific pathogens. Manufacturers’ guidance and 


recommended product “contact time” must be followed for all cleaning/disinfection 


solutions. 


There is no requirement for terminal cleaning of outpatient/theatre recovery unless 


advised by the IPCT. 


2.4 Personal protective equipment (PPE): respiratory 
protective equipment (RPE) 


Personal Protective Equipment (PPE) must still be used in accordance with SICPs 


when using Respiratory Protective Equipment (RPE). See Chapter 1.4 for PPE use 


for SICPs.  


Where it is not reasonably practicable to prevent exposure to a substance 


hazardous to health (as may be the case where healthcare workers are caring for 


patients with suspected or known airborne pathogens), the hazard must be 


adequately controlled by applying protection measures appropriate to the activity 


and consistent with the assessment of risk.  


If the hazard is unknown the clinical judgement and expertise of IPC staff is crucial 


and the precautionary principle should apply. 


Respiratory Protective Equipment (RPE) ie, a filtering face piece (FFP) must be 


considered when a patient is admitted with a known/suspected infectious 


agent/disease spread wholly or partly by the airborne route and when carrying out 


aerosol generating procedures (AGPs) on patients with a known/suspected 


infectious agent spread wholly or partly by the airborne or droplet route. 


Staff in primary care/outpatient settings or care homes would not normally be 


required to wear an FFP3 for routine care unless an AGP is being performed when 


staff should wear a fit tested, FFP3 respirator. 
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The decision to wear an FFP3 respirator/hood should be based on clinical risk 


assessment eg task being undertaken, the presenting symptoms, the infectious 


state of the patient, risk of acquisition and the availability of treatment.  


For a list of organisms spread wholly or partly by the airborne (aerosol) or droplet 


routes see Appendix 11. 


National Priority Risk Categorisation for fit testing with FFP3 


The following risk categorisation is the minimum requirement for staff groups that 


require FFP3 fit testing. Healthcare organisations can add to this, for example 


where there are high risk units. This categorisation is inclusive of out of hours 


services 


Level 1 – Preparedness for business as usual  


Staff in clinical areas most likely to provide care to patients who present at 


healthcare facilities with an infectious pathogen spread by the airborne route; 


and/or undertake aerosol generating procedures ie, A&E, ICU, paediatrics, 


respiratory, infectious diseases, anaesthesia, theatres, chest physiotherapists, 


Special Operations Response Team (Ambulance), A&E, ambulance staff, 


bronchoscopy staff, resuscitation teams, mortuary staff. 


Level 2 – Preparedness in the event of emerging threat  


Staff in clinical setting likely to provide care to patients admitted to hospital in the 


event of an emerging threat eg Medical receiving, Surgical, Midwifery and Specialty 


wards, all other ambulance transport staff. In the event of an ‘Epidemic/Pandemic’ 


Local Assessment as per organizations preparedness plans apply. 


FFP3 respirator or powered respirator hood:  


• may be considered for use by visitors if there has been no previous 


exposure to the infected person or infectious agent; but  


• must never be worn by an infectious patient(s) due to the nature of the 


respirator filtration of incoming air not expelled air 


• powered respirator hoods are an alternative to tight-fitting FFP3 respirators 


for example when fit testing cannot be achieved 


• powered hoods can be single use (disposable) or reusable (with a 


decontamination schedule, see note) and must be fluid resistant; the filter 
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must be enclosed with the exterior and the belt able to withstand 


disinfection with 10,000ppm av.cl. 


• valved respirators are not suitable for use when sterility over the surgical 


field is required (unless they are shrouded) and this must be assessed 


locally, eg theatres.  


All tight fitting RPE ie, FFP3 respirators must be:  


• single-use (disposable) and fluid-resistant 


• fit tested on all healthcare staff who may be required to wear a respirator to 


ensure an adequate seal/fit according to the manufacturers’ guidance 


• fit checked (according to the manufacturers’ guidance) every time a 


respirator is donned to ensure an adequate seal has been achieved 


• compatible with other facial protection used ie protective eyewear so that 


this does not interfere with the seal of the respiratory protection. Regular 


corrective spectacles are not considered adequate eye protection. 


For any facial hair, the hair must not cross or interfere with the respirator sealing 


surface. If the respirator has an exhalation valve, hair within the sealed mask area 


should not impinge upon or contact the valve.  You must pass a face fit test for any 


tight-fitting respiratory protective equipment that you need to use for work activities. 


Examples of facial hair styles that are compatible with FFP3 respirators can be 


found here. 


Please note: reusable respirators including PAPR can be utilised by individuals if 


they comply with HSE recommendations. These should be decontaminated and 


maintained according to manufacturer’s instructions. 


Further information regarding fitting and fit checking of respirators can be found on 


the Health and Safety Executive website at: http://www.hse.gov.uk/respiratory-


protective-equipment/basics.htm 


Removal (doffing) of PPE 


• In the absence of an anteroom/lobby remove FFP3 respirators and 


eye/face protection in a safe area (eg outside the isolation/cohort 


room/area). 


• All other PPE should be removed in the patient care area. 



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/877532/Facial_hair_and_FFP3_respirators_220320.pdf

http://www.hse.gov.uk/respiratory-protective-equipment/basics.htm

http://www.hse.gov.uk/respiratory-protective-equipment/basics.htm
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For the recommended method of putting on and removing PPE, see UKHSA 


guides. 


Further information can be found in Respiratory Protective Equipment (RPE) 


literature review and PPE for Infectious Diseases of High Consequence (IDHC) 


literature review. 


2.5 Aerosol generating procedures 


Aerosol generating procedures (AGPs) are medical procedures that can result in 


the release of aerosols from the respiratory tract. The criteria for an AGP are a high 


risk of aerosol generation and increased risk of transmission (from patients with a 


known or suspected respiratory infection).  


The list of medical procedures that are considered to be aerosol generating and 


associated with an increased risk of respiratory transmission is: 


• awake* bronchoscopy (including awake tracheal intubation) 


• awake* ear, nose, and throat (ENT) airway procedures that involve 


respiratory suctioning 


• awake* upper gastro-intestinal endoscopy 


• dental procedures (using high speed or high frequency devices, for 


example ultrasonic scalers/high speed drills) 


• induction of sputum 


• respiratory tract suctioning** 


• surgery or post-mortem procedures (like high speed cutting / drilling) 


likely to produce aerosol from the respiratory tract (upper or lower) or 


sinuses. 


• tracheostomy procedures (insertion or removal). 


*Awake including ‘conscious’ sedation (excluding anaesthetised patients with 


secured airway) 


** The available evidence relating to respiratory tract suctioning is associated with 


ventilation. In line with a precautionary approach, open suctioning of the respiratory 


tract regardless of association with ventilation has been incorporated into the 


current (COVID-19) AGP list. It is the consensus view of the UK IPC cell that only 



https://www.gov.uk/government/publications/covid-19-personal-protective-equipment-use-for-aerosol-generating-procedures

https://www.gov.uk/government/publications/covid-19-personal-protective-equipment-use-for-aerosol-generating-procedures

http://www.nipcm.hps.scot.nhs.uk/documents/tbp-respiratory-protective-equipment-rpe/

http://www.nipcm.hps.scot.nhs.uk/documents/tbp-respiratory-protective-equipment-rpe/

http://www.nipcm.hps.scot.nhs.uk/documents/literature-review-personal-protective-equipment-ppe-for-infectious-diseases-of-high-consequence-idhc/
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open suctioning beyond the oro-pharynx is currently considered an AGP, that is 


oral/pharyngeal suctioning is not an AGP. 


2.6 Infection prevention and control when caring for the 
deceased 


The principles of SICPs and TBPs continue to apply while deceased individuals 


remain in the care environment. This is due to the ongoing risk of infectious 


transmission via contact although the risk is usually lower than for living patients.  


Washing and/or dressing of the deceased should be avoided if the deceased is 


known or suspected to have an invasive streptococcal infection, viral haemorrhagic 


fevers or other Group 4 infectious agents. See Appendix 12.  


Staff should advise relatives of the precautions following viewing and/or physical 


contact with the deceased and also when this should be avoided.  


Deceased individuals known or suspected to have a Hazard Group 4 infectious 


agent should be placed in a sealed double plastic body bag with absorbent material 


placed between each bag. The surface of the outer bag should be disinfected with 


1000ppm av.cl before being placed in a robust sealed coffin.  


Post-mortem examination should not be performed on a deceased individual known 


or suspected to have Hazard Group 4 infectious agents. See Appendix 12. Blood 


sampling can be undertaken in the mortuary by a competent person to confirm or 


exclude this diagnosis. Refer to Section 2.4 for suitable PPE. 


Refer to HSG283 – managing infectious risk when handling the deceased for more 


information.



https://www.hse.gov.uk/pubns/books/hsg283.htm

https://www.hse.gov.uk/pubns/books/hsg283.htm
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Appendix 1: Best practice – How to hand 
wash, step-by-step images 
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Appendix 2: Best practice – How to 
handrub, step-by-step images 


 







 


37  |  National infection prevention and control manual for England 


Appendix 3: Best practice – surgical hand 
antisepsis using antimicrobial soap 
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Appendix 4: Best practice – surgical hand 
rub technique using alcohol based hand 
rub (ABHR) 
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Appendix 5: Glove use and selection 


 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


NO 


Are you going to do a task or a procedure where you might be at risk of exposure to 
blood and body fluid or providing personal care with an individual who is infectious? 


Is the task or procedure considered an aseptic technique 
that requires sterile gloves to be worn for example 


urinary catheterization of changing wound dressings? 


Use either sterile surgical 
latex, nitrile or neoprene 


gloves 


Use either latex, nitrile or 
neoprene gloves 


 


 You do not need to wear gloves if 
you are doing a task or procedure where 
there is a low risk of cross infection 
between individuals and staff. 
Examples of some tasks and procedures 
are: 


• Providing personal care where there is 
no risk of exposure to blood or body 
fluids 


• Handling food; transferring food from 
food trolleys to residents 
rooms/bedside 


• Making uncontaminated beds/changing 
or removing residents uncontaminated 
clothing 


• Carrying out clinical observations such 
as blood pressure, temperature and 
pulse 


YES NO 


YES 


YES NO 


Use vinyl gloves for cleaning 
purposes only when detergent 


solutions are used 
 


Do not use vinyl gloves when 
chemicals for example 


hypochlorite solutions are used. 
Use either latex, nitrile or 
neoprene gloves for these 


purposes. 


Are you doing a cleaning procedure? You need to wear gloves if you are doing a task or 
procedure where there is risk of cross infection between 
individuals and staff 
 
Staff MUST do an individual risk assessment to determine if 
there is a risk of exposure to blood and body fluids 


Do I need to wear gloves? 
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Appendix 6: Putting on and removing 
PPE (donning and doffing) 
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Appendix 7: Best practice – decontamination 
of reusable non-invasive care equipment  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Routine decontamination of reusable non-invasive care 
equipment 


• Check manufacturer’s instructions for suitability of cleaning 
products especially when dealing with electronic equipment 


• Wear appropriate PPE eg disposable, non-sterile gloves and 
apron 


NO 


YES 


Is equipment 
contaminated with 


blood? 


YES NO 


Is equipment contaminated 
with urine/vomit/faeces or 


been used on a patient 
with a known/suspected 
infection/colonisation? 


•Decontaminate equipment with 
disposable cloths/paper towel 
and a fresh solution of general 
purpose detergent and water or 
detergent impregnated wipes  


•Rinse and dry thoroughly  


•Disinfect specific items of non-
invasive, reusable, communal 
care equipment if recommended 
by the manufacturer’s instructions 
eg stethoscopes with 70% 
isopropyl alcohol 


• Immediately decontaminate equipment 
with disposable cloths/paper towel and a 
fresh solution of detergent, rinse dry and 
follow with a disinfectant solution of 1,000 
parts per million available chlorine 
(ppm av cl)* rinse and dry thoroughly 


•Or use a combined detergent /chlorine 
releasing solution with a concentration of 
1,000 ppm av cl* rinse and dry thoroughly 
 


*If the item cannot withstand chlorine 
releasing agents, consult with the 
manufacturer’s instructions for a suitable 
alternative to use following or combined with 
detergent cleaning  


• Immediately decontaminate equipment 
with disposable cloths/paper towel and 
a fresh solution of detergent, rinse dry 
and follow with a disinfectant solution of 
10,000 parts per million available 
chlorine (ppm av cl)* 


•Or use a combined detergent /chlorine 
releasing solution with a concentration 
of 10,000 ppm av cl* rinse and dry 
thoroughly 
 


*If the item cannot withstand chlorine 
releasing agents, consult with the 
manufacturer’s instructions for a suitable 
alternative to use following or combined 
with detergent cleaning  


 


• Follow manufacturer’s instructions for dilution and contact time 


• Clean the piece of equipment from the top or furthest away point 


• Discard disposable cloths/paper roll immediately into the healthcare waste receptacle 


• Discard detergent/disinfectant solution in the designated area 


• Clean, dry and store re-usable decontamination equipment 


• Remove and discard PPE  


• Perform hand hygiene 


Infection prevention and control team / 
Health Protection Team: 
 
Name ……………………………………….. 
 
Designation ……………………………… 
 
Contact Number…………………………… 
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Appendix 8: Best practice – linen bagging 
and tagging 
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Appendix 9: Best practice – management 
of blood and body fluid spills 


 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


Blood and/or body fluid spillage 


Wear appropriate personal protective equipment (PPE) eg 
non-sterile disposable gloves and aprons 


Is the spillage 
on soft 


furnishing 
eg.carpets? 


Is it a spill of 
blood or body 


fluid as specified 
in Box 1? 


 
 


Spill contains ONLY urine/ faeces / vomit/ sputum: 


• Do not use a chlorine releasing agent directly on 
a urine spill. 


• Soak up spillage/gross contamination using 
disposable paper towels. 


• If a urine spillage, a gelling agent can be used. 


• Wash area with disposable paper towels and a solution of general purpose detergent and warm water 


• Dry area or allow to air dry 


• Discard paper towels and disposable PPE into a healthcare waste bag 


• Perform hand hygiene 


Box 1 
• Cerebrospinal fluid • Vaginal secretions 


• Peritoneal fluid • Breast milk 


• Pleural fluid • Any other body fluid 
with visible blood 
(excluding urine) 


• Synovial fluid 


• Amniotic fluid 


• Semen  


 


Discuss with IPCT and consider; 


• If the furnishing is heavily contaminated you 
may have to discard it 


• If the furnishing can withstand a chlorine 
releasing solution then follow appropriate 
procedure for the type of spillage 


• If it is safe to clean with detergent alone then 
follow appropriate procedure 


• If it is not safe to clean with detergent then the 
item should be discarded 


Infection prevention and control team / 
Health Protection Team: 
 
Name ……………………………………….. 
 
Designation ……………………………… 
 
Contact Number…………………………… 


• Decontaminate area with a solution of 1,000 parts 
per million available chlorine (ppm av cl) solution 
or use a combined detergent/chlorine releasing 
solution with a concentration of 1,000 ppm a cl 


• Follow manufacturer’s instructions on contact time 


• Apply chlorine releasing granules directly to the spill1   


• If granules not available place disposable paper 
towels over spillage to absorb and contain it, 
applying solution of 10,000 parts per million 
available chlorine (ppm av cl) solution to the towels 


• Follow manufacturer’s instructions on contact time or 
leave for 3 minutes 


• Discard the gross contamination into healthcare 
waste bag 


1 All NHS England settings must use granules or equivalent 


product, eg spill kits. Organisations may use spill pads for 
large blood spills, eg in theatres. 


 


Yes 


Yes 


No 


No 
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Appendix 10: Best practice – management 
of occupational exposure incidents 


 


 


Yes Yes 


No 
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Appendix 11a: Aide memoire for optimal patient placement and 
respiratory protective equipment (RPE) for infectious agents in 
hospital inpatients (based on evidence from WHO, CDC and UKHSA) 


The clinical judgement and expertise of the IPC and Health Protection Teams should be sought for novel, unusual 


pathogens or where an increase in cases has been detected in any care setting. Advice can also be sought from the 


bacterial reference departments at UKHSA for rare / unusual pathogens, exceptional phenotypes or for advice 


regarding typing of outbreak strains.  


The following table outlines the transmission-based precautions (TBPs) required for several infectious agents / diseases which 


will minimise cross transmission events from and between patients, and healthcare workers. The details included in the table 


below are drawn from published evidence from a number of validated sources, for example, WHO, CDC, and UKHSA. The 


table is intended to function as a quick reference guide, is not exhaustive, and is not intended to replace appropriate 


risk assessment and clinical judgement or formal assessments by public health agencies. The table summarises:  


• Optimal patient placement while the patient is considered infectious; and 


• The recommended RPE (recognising other PPE is required) to minimise risk of cross infection to staff, patients and 


visitors.  


• Decisions made by staff regarding use/non-use of RPE will depend on the completion of clinical risk assessment, 


considering presenting symptoms, available treatments, the risk of acquisition, the level of interaction, task to be 


performed, and / or the anticipated level of exposure to blood and / or other body fluids.  


• In the hospital setting patients with suspected or confirmed respiratory symptoms should, whenever possible, be placed 


in a single room, ideally with en-suite facilities If a single / isolation room is not available, cohort patients with confirmed 
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respiratory infection with other patients confirmed to have the same infectious agent. Patients with suspected or 


confirmed respiratory infection should be provided with a surgical facemask ( Type II or Type IIR) to be worn in multi-


bedded bays and communal areas if this can be tolerated, and where the patient cannot be isolated in a single room.  


• Note: *The distinction between droplet and aerosol transmission is not always clearly defined. A clinical risk assessment 


should be performed using the hierarchy of controls to inform the assessment and should include evaluation of the 


ventilation in the area, operational capacity, and prevalence of infection in the local area. Staff should be provided with 


training on the correct use of RPE. Current guidance is that an FFP3 respirator must be worn by staff when caring for 


patients with a suspected or confirmed infection spread by the airborne route, when performing AGPs on a patient with 


a suspected or confirmed infection spread by the droplet or airborne route, and when deemed necessary after risk 


assessment. 


Suspected or confirmed 
Pathogen 


 


Disease 
 


Transmission 
based 


precautions 
(TBPs) required 


Optimal placement 
while patient is 


considered infectious 
and until resolution of 


symptoms 


Respiratory protection (RPE) 
for healthcare workers 


while patient is considered 
infectious3 


 


Notifiable under 
Public Health Act 
1984 and Health 


Protection 


Regulations 20104 


Acinetobacter baumannii 


Pneumonia, 
bacteraemia, skin 


and soft tissue 
infections. 


 
Contact 


Single en-suite room in 
high risk settings 


eg ICU/PICU/NICU, 
oncology/haematology 


No requirement for RPE No 


Adenovirus1 


Upper +/- lower 
respiratory tract 


infection 
Droplet Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
No 


Conjunctivitis, 
gastroenteritis 


Contact Single en-suite room No requirement for RPE No 


Bacillus anthracis 
Respiratory, 


gastrointestinal or 
cutaneous Anthrax 


Contact Single en-suite room 
No requirement for RPE 6 


 
  


Yes 
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Suspected or confirmed 
Pathogen 


 


Disease 
 


Transmission 
based 


precautions 
(TBPs) required 


Optimal placement 
while patient is 


considered infectious 
and until resolution of 


symptoms 


Respiratory protection (RPE) 
for healthcare workers 


while patient is considered 
infectious3 


 


Notifiable under 
Public Health Act 
1984 and Health 


Protection 


Regulations 20104 


Bacillus cereus 


Gastroenteritis, 
sepsis, pneumonia, 
endocarditis, central 


nervous system 
(CNS) and ocular 


infections 


Contact 


Single en-suite room in 
high risk settings eg 


ICU/PICU/NICU, 
oncology/haematology 


No requirement for RPE Yes 


Bordetella pertussis Whooping Cough Droplet Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
until patient has been 


established on appropriate 
antimicrobial treatment5 


Yes 


Candida auris 
Ear, wound and 


bloodstream infection 
Contact 


Single en-suite room in 
high risk settings eg 


ICU/PICU/NICU, 
oncology/haematology 


No requirement for RPE No 


Carbapenemase producing 
Enterobacterales (CPE) 
(either swab positive or 


positive as per clinical risk 
assessment criteria) 


Colonisation, device 
associated infections 


– urinary tract 
infection, catheter 


associated 
bacteraemia 


Contact Single en-suite room No requirement for RPE No 


Chlamydia pneumoniae Pneumonia Droplet 


Single en-suite room in 
high risk settings eg 


ICU/PICU/NICU, 
oncology/haematology 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
No 


Clostridioides difficile  
 


Clostridioides difficile 
infection (CDI) 


Contact Single en-suite room No requirement for RPE  No 


Coronavirus1 


(Seasonal) including 
SARS- CoV-2 


Respiratory 
symptoms including 


asymptomatic 
presentations 


 
COVID-19  


Droplet/Airborne 
* please see note 


above 
Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs* please 
see note above 


No 
Yes SARS-CoV-2 



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/923385/Framework_of_actions_to_contain_CPE.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/923385/Framework_of_actions_to_contain_CPE.pdf
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Suspected or confirmed 
Pathogen 


 


Disease 
 


Transmission 
based 


precautions 
(TBPs) required 


Optimal placement 
while patient is 


considered infectious 
and until resolution of 


symptoms 


Respiratory protection (RPE) 
for healthcare workers 


while patient is considered 
infectious3 


 


Notifiable under 
Public Health Act 
1984 and Health 


Protection 


Regulations 20104 


Corynebacterium diphtheria 
or 


Corynebacterium  
ulcerans 


Diphtheria – 
Cutaneous, 
Pharyngeal 


(toxigenic strains) 


Contact, 
Droplet (If 


Pharyngeal) 
Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
(if pharyngeal) 


Yes 


Enterovirus D68 


Mild to moderate 
upper respiratory 


tract infections. Can 
cause severe 


respiratory illness 
and rarely acute 


flaccid myelitis (AFM) 


Droplet Single en-suite room 
Fluid resistant surgical facemask 


(FRSM) for routine care and 
FFP3 or Hood for AGPs 


No 


Gastrointestinal infections 
eg Salmonella spp. 


Gastroenteritis Contact Single en-suite room 
Fluid resistant surgical facemask 


(FRSM) 
if vomiting is present. 


(Some GI Infections 
are notifiable. Refer 


to guidance) 


Haemophilus influenzae  
(all invasive*) 


Epiglottitis, 
*meningitis, 
pneumonia, 


*bacteraemia 


Droplet 
 


Single en-suite room 
 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
until patient has been 


established on appropriate 
antimicrobial treatment5 


Yes *Only 


Hepatitis A virus 
Hepatitis, 


Gastroenteritis 
Contact Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) 


if vomiting is present. 
Yes 


Herpes zoster (Shingles) 
(varicella-zoster) 2 


 


Shingles 
(vesicle fluid) 


Contact 
Single en-suite room 
If lesions cannot be 


covered 


No requirement for RPE 
 


Yes 


Disseminated zoster 
or Chickenpox  


Droplet/airborne Isolation room/suite 
Fluid resistant surgical facemask 


(FRSM) for routine care and 
FFP3 or Hood for AGPs 


Yes 


Influenza virus  
(Endemic strains)  


Influenza Droplet  
Single en-suite room 


 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
Yes 
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Suspected or confirmed 
Pathogen 


 


Disease 
 


Transmission 
based 


precautions 
(TBPs) required 


Optimal placement 
while patient is 


considered infectious 
and until resolution of 


symptoms 


Respiratory protection (RPE) 
for healthcare workers 


while patient is considered 
infectious3 


 


Notifiable under 
Public Health Act 
1984 and Health 


Protection 


Regulations 20104 


Measles virus2 Measles (rubeola) 
Droplet/ 
Airborne 


Isolation room/suite 
FFP3 or Hood for routine care 


and AGPs 
Yes 


Met(h)icillin resistant 
Staphylococcus aureus 


(MRSA) 
 


Colonisation, or 
clinical infection (skin 


and wound 
infections, 


endocarditis, 
pneumonia, 


osteomyelitis, urinary 
tract infections and 


bacteraemia) 


Contact Single en-suite room 
FFP3 or Hood for AGPs only if 


pneumonia 
No 


Mumps virus2 
Mumps  


(infectious parotitis) 
Droplet 


Single en-suite room 
 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
Yes 


Mycobacterium 
tuberculosis complex 


Extrapulmonary 
Tuberculosis 


Contact Single en-suite room FFP3 or Hood for AGPs Yes 


Pulmonary or 
laryngeal disease  


Airborne 


Isolation room/suite until 
patient has been 
established on 


appropriate antimicrobial 
treatment5 and always 
if the patient has MDR 


or XDR TB 


FFP3 or Hood for routine care 
and AGPs until patient has been 


established on appropriate 
antimicrobial treatment5 and 


always if the patient has MDR or 
XDR TB 


Yes 


Mycoplasma pneumoniae Pneumonia Droplet 
Single en-suite room 


 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
No 


Neisseria meningitides 


Meningitis – 
meningococcal (Or 


presentation of 
clinical meningitis of 


unknown origin), 
septicaemia 


Droplet Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
until patient has been 


established on appropriate 
antimicrobial treatment5 


Yes 
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Suspected or confirmed 
Pathogen 


 


Disease 
 


Transmission 
based 


precautions 
(TBPs) required 


Optimal placement 
while patient is 


considered infectious 
and until resolution of 


symptoms 


Respiratory protection (RPE) 
for healthcare workers 


while patient is considered 
infectious3 


 


Notifiable under 
Public Health Act 
1984 and Health 


Protection 


Regulations 20104 


Norovirus 
Winter vomiting 


disease 
Contact Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) 


if vomiting is present. 


No 
(hospital outbreaks 


are reportable) 


Panton Valentine 
Leukocidin (PVL) – positive 


Staphylococcus aureus 


Skin and soft tissues 
infection, necrotising 


pneumonia, 
necrotising fasciitis, 
osteomyelitis, septic 


arthritis and 
pyomyositis, purpura 


fulminans 


Contact Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
(only if pneumonia) 


No 


Parainfluenza virus1 
Upper +/- lower 
respiratory tract 


infection 
Droplet Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
No 


Parvovirus B19 – 
(Erythema infectiosum – 


Erythrovirus B19) 


Slapped cheek 
syndrome 


Droplet 


Single en-suite room 
until 


the rash+/- arthralgia 
has developed 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
(Not required if the rash+/- 
arthralgia has developed) 


No 


Pneumocystis jirovecii Pneumonia 
Droplet 


 


Single en-suite room in 
high risk settings eg 


ICU/PICU/NICU, 
oncology/haematology 


No requirement for RPE No 


Pseudomonas aeruginosa 


Pneumonia, 
bacteraemia, wound 


or surgical site 
infections, catheter-
associated urinary 


tract infections, 
conjunctivitis in 


neonates 


Droplet 
 


Single en-suite room in 
high risk settings eg 


ICU/PICU/NICU, 
oncology/haematology 


No requirement for RPE No 


Respiratory syncytial virus 
(RSV)1 


Upper +/- lower 
respiratory tract 


infection 
Droplet Single en-suite room 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
No 
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Suspected or confirmed 
Pathogen 


 


Disease 
 


Transmission 
based 


precautions 
(TBPs) required 


Optimal placement 
while patient is 


considered infectious 
and until resolution of 


symptoms 


Respiratory protection (RPE) 
for healthcare workers 


while patient is considered 
infectious3 


 


Notifiable under 
Public Health Act 
1984 and Health 


Protection 


Regulations 20104 


Rotavirus Gastroenteritis Contact Single en-suite room No requirement for RPE No 


Rubella virus2 German Measles Droplet Single en-suite room 
Fluid resistant surgical facemask 


(FRSM) for routine care and 
FFP3 or Hood for AGPs 


Yes 


Serratia marcescens 


Pneumonia, 
bacteraemia, urinary 


tract infections, 
wound infections 


 
Contact 


Single en-suite room in 
high risk settings eg 


ICU/PICU/NICU, 
oncology/haematology 


No requirement for RPE No 


Staphylococcus aureus 
(Enterotoxigenic) 


Gastroenteritis, 
scalded skin 
syndrome 


Contact 
Single en-suite room 


(not required if lesions 
can be covered) 


No requirement for RPE No 


Stenotrophomonas 
maltophilia 


Bacteraemia, 
respiratory infections, 


urinary tract and 
surgical-site 
infections 


 
Contact 


Single en-suite room in 
high risk settings eg 


ICU/PICU/NICU, 
oncology/haematology 


No requirement for RPE No 


Streptococcus pyogenes 
(Group A Strep) 


Respiratory infection Droplet 


Single en-suite room 
(until patient has been 


established on 
appropriate antimicrobial 


treatment5) 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
until patient established on 
appropriate antimicrobial 


treatment5 


No 


Invasive Group A 
strep Bacteraemia, 
meningitis, wound 


infection/infection in 
other normally sterile 


site 


Contact 


Single en-suite room 
(until patient has been 


established on 
appropriate antimicrobial 


treatment5) 


No requirement for RPE Yes 


Streptococcus pneumoniae Pneumonia Droplet 


Single en-suite room 
(until patient has been 


established on 
appropriate antimicrobial 


treatment5) 


Fluid resistant surgical facemask 
(FRSM) for routine care and 


FFP3 or Hood for AGPs 
until patient has been 


established on appropriate 
antimicrobial treatment5 


Yes 
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Suspected or confirmed 
Pathogen 


 


Disease 
 


Transmission 
based 


precautions 
(TBPs) required 


Optimal placement 
while patient is 


considered infectious 
and until resolution of 


symptoms 


Respiratory protection (RPE) 
for healthcare workers 


while patient is considered 
infectious3 


 


Notifiable under 
Public Health Act 
1984 and Health 


Protection 


Regulations 20104 


Bacteraemia, 
meningitis, wound 


infection or infection 
in other normally 


sterile site 


Contact 


Single en-suite room 
(until patient has been 


established on 
appropriate antimicrobial 


treatment5) 


No requirement for RPE 


Yes 
(presence in the 


wound is not 
notifiable) 


Varicella virus2 


See Herpes Zoster 
Chickenpox Airborne Isolation room/suite 


FFP3 or Hood for routine care 
and AGPs 


Yes 


Shiga-toxin reducing 
Escherichia coli (STEC) 


Verocytotoxigenic 
Escherichia coli (including 


E.coli O157) 
Haemolytic uraemic 


syndrome (HUS) 


Gastroenteritis, 
haemolytic uremic 


syndrome, 
thrombotic 


thrombocytopaenic 
purpura. 


Contact Single en-suite room No requirement for RPE Yes 


 


Footnote 1 


In routine clinical practice healthcare workers do not commonly wear masks when dealing with patients presenting with the 


“common cold” or “influenza – like illness”. However, in a patient with undiagnosed respiratory illness where coughing and 


sneezing are significant features, or in the context of known widespread respiratory virus activity in the community or a 


suspected or confirmed outbreak of a respiratory illness in a closed or semi-closed setting, the need for appropriate respiratory 


and facial protection to be worn should be considered.  


Footnote 2 


In relation to childhood illnesses and use of RPE, no vaccine offers 100% protection and a small proportion of individuals 


acquire/become infected despite vaccination or known IgG immunity (previous infection). Vaccination is still the best protection 


against many infectious diseases. If staff are uncertain of their immunisation status, they should discuss this with their 
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occupational health provider. It is recommended that vaccinated individuals wear RPE as detailed in this appendix to minimise 


any residual risk, and to promote consistency in practice across all staff groups. 


Footnote 3 


The ocular route of transmission for pathogens spread by the droplet/airborne route while plausible lacks scientific evidence.  


This lack of evidence includes having very little certainty about what the incremental benefit of using eye protection routinely 


when using a FRSM/FFP3 respirator.  Eye protection is considered to be necessary and worn if there is a risk of spraying or 


splashing of blood/body fluids from patient contact or procedure, and always when used with respirators during the performance 


of AGPs. This is line with published infection control guidance. 


Footnote 4 


Registered medical practitioners (RMPs) have a statutory duty to notify the ‘proper officer’ at their local council or local health 


protection team (HPT) of suspected cases of certain infectious diseases. 


Complete a notification form immediately on diagnosis of a suspected notifiable disease. Don’t wait for laboratory confirmation 


of a suspected infection or contamination before notification. Consult the UKHSA Notifiable Diseases poster (PDF, 1020KB, 1 


page) for further information. 


Send the form to the proper officer within 3 days, or notify them verbally within 24 hours if the case is urgent by phone, letter, 


encrypted email or secure fax machine. 


If you need help, contact your local HPT using the postcode lookup. For more detail on reporting responsibilities of RMPs, see 


page 14 of Health Protection Legislation (England) Guidance 2010. 


All proper officers must pass the entire notification to UKHSA within 3 days of a case being notified, or within 24 hours for urgent 


cases. 



https://www.gov.uk/government/publications/notifiable-diseases-form-for-registered-medical-practitioners

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/820133/PHE_Notifiable_diseases_poster_HPT.pdf

https://www.gov.uk/health-protection-team

https://webarchive.nationalarchives.gov.uk/20130105041349/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_114510
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Footnote 5 


Appropriate antimicrobial treatment will include the choice of treatment, dose, frequency and number of days of treatment. It will 


vary by organism and should be determined by the clinical team and informed by local and national prescribing guidance where 


available. 


Footnote 6 


Anthrax: during the bacteraemic phase split blood products should be removed immediately using sodium dichloroisocyanurate 


granules to prevent subsequent sporulation on contact with air / soil.  
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Appendix 11b Aide memoire for optimal patient 
placement and respiratory protective equipment (RPE) 
for high consequence infectious diseases 


High Consequence Infectious Diseases  


• Should be discussed immediately with specialist teams including health protection teams and the imported fever 


service, UKHSA which provides 24-hour, 7 days a week telephone access to expert clinical and microbiological advice. 


Hospital doctors across the UK can contact the IFS after discussion with the local microbiology, virology or infectious 


disease consultant.  


• Once an HCID has been confirmed cases in England should be transferred rapidly to a designated HCID Treatment 


Centre.  


HCID is defined according to the following criteria:  


• acute infectious disease 


• typically has a high case-fatality rate 


• may not have effective prophylaxis or treatment 


• often difficult to recognise and detect rapidly 


• ability to spread in the community and within healthcare settings 


• requires an enhanced individual, population and system response to ensure it is managed effectively, efficiently and 


safely 
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HCIDs are further divided into contact and airborne groups. Contact HCIDS are usually spread by direct contact with an infected 


patient or infected fluids, tissues and other materials, or by indirect contact with contaminated material and fomites. Airborne 


HCIDS are spread by respiratory droplets or aerosol transmission, in addition to contact routes of transmission. Specific 


infection prevention and control (IPC) measures are required for suspected and confirmed HCID cases, in all healthcare 


settings. 


HCID Pathogen Predominant 
mechanism of spread 


Optimal Placement 
while suspected cases 


Required PPE Notifiable under Public 
Health Act 1984 and 


Health Protection 
Regulations 2010. 


Contact HCID 
 
 
 


Argentine haemorrhagic 
fever (Junin virus) 


Bolivian haemorrhagic 
fever (Machupo virus) 


Crimean Congo 
haemorrhagic fever 


(CCHF) 
Ebola virus disease 


(EVD) 
Lassa Fever 


Lujo virus disease 
Marburg virus disease 


(MVD) 
Severe fever with 


thrombocytopaenia 
syndrome (SFTS). 


Contact 


Complete risk 
assessment to define 
possibility of HCID in 
suspected cases * 


 
Single side room with en-
suite facilities / dedicated 


commode. 
 
 


Low possibility: 
Gloves, plastic apron 


(Eye protection and fluid 
repellent surgical 


facemask for splash 
inducing procedures) 


 
 


High Possibility: 
Double Gloves 
Fluid repellent 


disposable gown, full 
length plastic apron over 


coverall / gown, 
Fluid repellent FFP3 


respirator 
Fluid repellent footwear 


Eye protection 
Head cover 


 


Yes 
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HCID Pathogen Predominant 
mechanism of spread 


Optimal Placement 
while suspected cases 


Required PPE Notifiable under Public 
Health Act 1984 and 


Health Protection 
Regulations 2010. 


Airborne HCID Andes virus infection 
(hantavirus) 


Avian influenza A H7N9 
and H5N1 


Avian influenza A H5N6 
and H7N7 


Middle East respiratory 
syndrome (MERS) 


Monkeypox* 
Niapah virus infection 


Pneumonic plague 
(Yersinia pestis)* 


Severe acute respiratory 
syndrome (SARS). 


 


Unknown; assume 
airborne until further 
information available 


 
Single side room with en-


suite, ideally under 
negative pressure 


 
As a minimum 


FFP3 mask, gown, 
gloves and eye 


protection 
 


Additional contact 
measures may be 


required according to 
pathogen: 


See above for high 
possibility contact HCID 


 
 


Yes 


Refer to:  


High consequence infectious diseases (HCID) - GOV.UK (www.gov.uk) 


Viral haemorrhagic fever: ACDP algorithm and guidance on management of patients - GOV.UK (www.gov.uk) 


VHF_Algo.pdf (publishing.service.gov.uk) 


 



https://www.gov.uk/guidance/high-consequence-infectious-diseases-hcid

https://www.gov.uk/government/publications/viral-haemorrhagic-fever-algorithm-and-guidance-on-management-of-patients

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/478115/VHF_Algo.pdf
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Appendix 12: Transmission based 
precautions for deceased patients with 
infection 


As per section 2.5 of the NIPCM, the principles of SICPs and TBPs continue to 


apply while deceased individuals remain in the care environment. This is due to the 


ongoing risk of infectious transmission via contact although the risk is usually lower 


than for living patients. Additional precautions may be required depending on the 


organism and activities carried out (see table). 


Infection Causative agent 
Hazard 
Group 


Is a body 
bag 


needed1


? 


Can the 
body be 
viewed? 


Can post 
mortem 


be 
carried 


out?2 


Can 
hygienic 
treatment 
be carried 


out?3 


Can 
embalmin


g be 
carried 


out?2 


Airborne: small particles that can remain airborne with potential for transmission by inhalation 


Plague  
(Pneumonic 
and bubonic) 


Yersinia pestis  


3 Yes Yes 


If an 
appropria
te facility 
is found  


Consult 
specialis
t advice 


Consult 
specialist 


advice 


Tuberculosis  Mycobacteriu
m tuberculosis 


3 Yes Yes Yes Yes Yes 


Middle Eastern 
Respiratory 
Syndrome 
(MERS) 
 


 


MERS 
coronavirus  


3 Yes Yes Yes Yes Yes 


Severe acute 
respiratory 
syndromes  
 
 
 
 
 


eg SARS 
coronavirus  


3 Yes Yes Yes Yes Yes 


Droplet: large particles that do not remain airborne for very long and do not travel far from source 
with potential for transmission via mucocutaneous routes (ie mouth, nose, or eyes) 


Meningococcal 
septicaemia 
(Meningitis)  


Neisseria 
meningitidis  2 No Yes Yes Yes Yes 


Non-
meningococcal 
meningitis 


Various 
bacteria 
including 
Haemophilus 
influenzae and 
also viruses 


- No Yes Yes Yes Yes 


Influenza 
(animal origin) 


eg H5 and H7 
influenza 
viruses 


3 No Yes Yes Yes Yes 


Diphtheria Corynebacteri
um diphtheriae 


2 No Yes Yes Yes Yes 


Contact: either direct via hands of employees, or indirect via equipment and other contaminated 
articles where transmission is primarily via an ingestion route 
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Infection Causative agent 
Hazard 
Group 


Is a body 
bag 


needed1


? 


Can the 
body be 
viewed? 


Can post 
mortem 


be 
carried 


out?2 


Can 
hygienic 
treatment 
be carried 


out?3 


Can 
embalmin


g be 
carried 


out?2 


Invasive 
streptococcal 
infection 


Streptococcus 
pyogenes 
(Group A) 


2 Yes Yes Yes No No 


Dysentery 
(shigellosis) 


Shigella 
dysenteriae 
(type 1) 


3 Advised Yes Yes Yes Yes 


Methicillin-
resistant 
Staphylococcus 
aureus (MRSA) 


Methicillin-
resistant 
Staphylococcu
s aureus 


2 No Yes Yes Yes Yes 


Hepatitis A  Hepatitis A 
virus 


2 No Yes Yes Yes Yes 


Hepatitis E Hepatitis E 
virus 


3 No Yes Yes Yes Yes 


Enteric fever 
(typhoid/para 
typhoid) 


Salmonella 
typhi/paratyphi 3 Advised Yes Yes Yes Yes 


Brucellosis Brucella 
melitensis, 
B. arbortus, B. 
suis 


3 No Yes Yes Yes Yes 


Haemolytic 
uraemic 
syndrome 


Verocytotoxin/ 
shiga toxin 
producing 
E.coli  
(eg O157:H7) 


3 No Yes Yes Yes Yes 


Contact: either direct or indirect contact with blood/other blood containing body fluids via a skin-
penetrating injury or via broken skin and through splashes of blood/other blood containing body 
fluids to eyes, nose and mouth 


Acquired 
Immune 
Deficiency 
Syndrome 
related illness 


Human 
immune-
deficiency 
virus  


3 No Yes Yes Yes Yes 


Anthrax  
 


Bacillus 
anthracis 


3 Yes No Yes4 No No 


Hepatitis B, D 
and C 


Hepatitis B, D 
and C viruses 


3 No Yes Yes Yes Yes 


Rabies Lyssaviruses 3 No Yes No No No 


Viral 
haemorrhagic 
fevers  


 


See appendix 
11b  


4 Yes5 No No No No 


Contact: either direct or indirect contact with body fluids (eg brain and other neurological tissue) 
via a skin-penetrating injury or via broken skin 


Transmissible 
spongiform 
encephalopathi
es (eg vCJD) 


Various prions  


3 Yes Yes Yes Yes No 


Notes  
1  It is advised that a body bag is used for the deceased in all cases where there is (or is likely to 


be) leakage of bodily  fluids. 
2  When carrying out higher risk procedures such as post-mortem or embalming, consideration 


should be given to the need for additional measures to prevent contamination of equipment 







 


60  |  National infection prevention and control manual for England 


Infection Causative agent 
Hazard 
Group 


Is a body 
bag 


needed1


? 


Can the 
body be 
viewed? 


Can post 
mortem 


be 
carried 


out?2 


Can 
hygienic 
treatment 
be carried 


out?3 


Can 
embalmin


g be 
carried 


out?2 


and the environment and to prevent staff exposure to infectious material eg through additional 
PPE and use of safer sharps devices. 


3  Hygienic treatment refers to washing and/or dressing of the deceased. 
4  Where anthrax infection is suspected, before undertaking a post mortem the rationale for the 


procedure should be  carefully considered; particularly where examination may increase the 
potential for aerosol generation. 
5  A double body bag must be used. 


NB Hazard group 4 and HCID will be transported by HART teams  
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C. difficile (healthcare associated: hospital onset & community onset), Cheshire 
& Merseyside Trusts, January-March 2022


Data


Average


2SD limits


3SD limits


Source: HCAI Data Capture System
Note: Population is adjusted due to Standardisation Calculations


Outliers
Organisation Name Counts Rates Significance
EAST CHESHIRE NHS TRUST 1 3.6 Low (0.001)
SOUTHPORT AND ORMSKIRK HOSPITAL NHS 
TRUST


4 12.4 Low (0.025)


ST HELENS AND KNOWSLEY TEACHING 
HOSPITALS NHS TRUST


8 12.5 Low (0.025)


WIRRAL UNIVERSITY TEACHING HOSPITAL NHS 
FOUNDATION TRUST


43 72.5 High (0.001)
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C. difficile (community onset: community associated & indeterminate 
association), Cheshire & Merseyside CCGs, January-March 2022


Data


Average


2SD limits


3SD limits


Source: HCAI Data Capture System
Note: Population is adjusted due to Standardisation Calculations Outliers


Organisation Name Counts Rates Significance
NHS CHESHIRE CCG 8 1.1 Low (0.025)
NHS ST HELENS CCG 1 0.6 Low (0.025)







Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 1 1 1 0 6.9 6.7 5.9 0.0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 10 14 21 9 27.6 40.0 61.2 26.8
EAST CHESHIRE NHS TRUST 1 3 1 1 4.1 11.4 3.6 3.6
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 3 3 0 0 37.0 27.6 0.0 0.0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0.0 0.0 0.0 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 33 37 33 31 23.9 27.7 25.9 24.8
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 5 14 7 12 10.9 28.0 13.9 24.4
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 17 14 8 4 61.7 50.9 24.2 12.4
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 19 21 6 8 30.4 33.3 9.2 12.5
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 6 4 5 4 117.7 64.9 78.8 64.4
THE WALTON CENTRE NHS FOUNDATION TRUST 4 2 2 0 40.3 19.2 18.6 0.0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 14 9 8 15 34.7 19.6 16.6 31.7
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 17 20 14 43 30.5 34.7 23.1 72.5
Cheshire & Merseyside 130 142 106 127 27.3 29.0 21.1 25.9


Counts Rate per 100,000 bed days


Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
NHS CHESHIRE CCG 8 13 12 8 1.1 1.8 1.6 1.1
NHS HALTON CCG 4 5 4 2 3.1 3.9 3.1 1.5
NHS KNOWSLEY CCG 3 11 9 8 2.0 7.2 5.9 5.2
NHS LIVERPOOL CCG 14 29 14 15 2.8 5.8 2.8 3.0
NHS SOUTH SEFTON CCG 9 7 8 6 5.6 4.4 5.0 3.8
NHS SOUTHPORT AND FORMBY CCG 4 5 4 3 3.4 4.3 3.4 2.6
NHS ST HELENS CCG 13 7 5 1 7.2 3.9 2.8 0.6
NHS WARRINGTON CCG 5 7 3 6 2.4 3.3 1.4 2.9
NHS WIRRAL CCG 10 11 12 15 3.1 3.4 3.7 4.6
Cheshire & Merseyside 70 95 71 64 3.9 5.4 4.0 3.6


Counts Rate per 100,000 population


C. difficile quarterly tables
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C. difficile by Trust: Hospital Onset Healthcare Associated &
Community Onset Healthcare Associated 


C. difficile by CCG: Community Onset Community 
Associated & Community Onset Indeterminate Association







C. difficile monthly charts:  healthcare associated cases by Trust 
(hospital onset and community onset)  (#1 of 4)
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C. difficile monthly charts:  healthcare associated cases by Trust 
(hospital onset and community onset)  (#2 of 4)
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C. difficile monthly charts:  healthcare associated cases by Trust 
(hospital onset and community onset)  (#3 of 4)
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C. difficile monthly charts:  healthcare associated cases by Trust 
(hospital onset and community onset)  (#4 of 4)
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C. difficile monthly charts:  healthcare associated cases by Trust (hospital 
onset and community onset) against annual threshold  (#1 of 4)
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C. difficile monthly charts:  healthcare associated cases by Trust (hospital 
onset and community onset) against annual threshold  (#2 of 4)
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C. difficile monthly charts:  healthcare associated cases by Trust (hospital 
onset and community onset) against annual threshold  (#3 of 4)
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C. difficile monthly charts:  healthcare associated cases by Trust (hospital 
onset and community onset) against annual threshold  (#4 of 4)
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C. difficile monthly charts:  community onset cases by CCG (community 
associated and indeterminate association)  (#1 of 3)


14 HCAI Monthly Report Cheshire & Merseyside: April 2022


0


2


4


6


8


10


12


N
um


be
r o


f C
as
es


Month‐Year


NHS CHESHIRE CCG


Community Onset Community Associated
Community Onset Indeterminate Association


0


2


4


6


8


10


12


N
um


be
r o


f C
as
es


Month‐Year


NHS KNOWSLEY CCG


Community Onset Community Associated


Community Onset Indeterminate Association


0


2


4


6


8


10


12


N
um


be
r o


f C
as
es


Month‐Year


NHS HALTON CCG


Community Onset Community Associated


Community Onset Indeterminate Association


0


2


4


6


8


10


12


N
um


be
r o


f C
as
es


Month‐Year


NHS LIVERPOOL CCG


Community Onset Community Associated


Community Onset Indeterminate Association







C. difficile monthly charts:  community onset cases by CCG (community 
associated and indeterminate association)  (#2 of 3)
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C. difficile monthly charts:  community onset cases by CCG (community 
associated and indeterminate association)  (#3 of 3)
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C. difficile monthly charts:  CCG cases against annual objective (#1 of 3)
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated, Community Onset Indeterminate Association and Community 
Onset Community Associated.
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C. difficile monthly charts:  CCG cases against annual objective (#2 of 3)


‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated, Community Onset Indeterminate Association and Community 
Onset Community Associated.
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C. difficile monthly charts:  CCG cases against annual objective (#3 of 3)


‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated, Community Onset Indeterminate Association and Community 
Onset Community Associated.
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Cumulative C. difficile cases by CCG against annual objective


*Showing cases recorded so far in the year 2021-22
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C. difficile Cases by CCG Against Annual Objective


Hospital Onset Healthcare Associated Community Onset Healthcare Associated


Community Onset Community Associated Community Onset Indeterminate Association


Objective 2021‐22







Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 1 0 0 0 1 0 0 0 0 0 0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 2 3 4 1 6 2 5 8 4 1 1 3
EAST CHESHIRE NHS TRUST 0 1 0 2 1 0 0 0 1 1 0 0
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 1 1 1 1 1 1 0 0 0 0 0 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 7 6 8 9 10 6 7 7 6 10 7 13
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 1 2 2 5 5 2 2 4 1 4 2 3
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 7 2 3 3 3 4 3 2 1 0 1 3
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 5 3 3 4 4 4 1 0 2 3 2 1
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 1 1 1 2 1 1 2 1 0 1 0 2
THE WALTON CENTRE NHS FOUNDATION TRUST 1 2 1 0 2 0 0 1 1 0 0 0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 1 4 3 4 1 2 1 1 4 4 7 2
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 3 5 3 0 5 11 4 4 3 12 7 13
Cheshire & Merseyside 29 31 29 31 39 34 25 28 23 36 27 40


Hospital Onset, Healthcare Associated (HOHA)


C. difficile monthly tables:  healthcare associated cases by Trust
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C. difficile by Trust: Hospital Onset Healthcare Associated 


C. difficile by Trust: Community Onset Healthcare Associated 


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 1 0 0 0 0 0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 0 1 0 2 1 2 2 1 1 1 2 1
EAST CHESHIRE NHS TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 2 4 6 5 5 2 5 4 4 1 0 0
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 0 0 0 1 1 0 0 0 0 0 3
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 0 2 3 2 0 2 2 0 0 0 0 0
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 3 2 3 2 2 5 1 2 0 1 0 1
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 1 1 1 0 0 0 1 1 0 0 0 1
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 3 2 1 2 0 0 0 2 0 1 1 0
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 2 2 2 1 1 2 2 1 0 6 5 0
Cheshire & Merseyside 11 14 16 14 10 14 14 11 5 10 8 6


Community Onset, Healthcare Associated (COHA)







C. difficile monthly tables:  community onset cases by CCG
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C. difficile by CCG: Community Onset Indeterminate Association 


C. difficile by CCG: Community Onset Community Associated 


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
NHS CHESHIRE CCG 2 4 2 1 2 7 4 1 4 1 2 1
NHS HALTON CCG 1 1 1 2 1 1 1 2 0 1 0 1
NHS KNOWSLEY CCG 1 0 1 2 3 2 1 2 1 0 4 2
NHS LIVERPOOL CCG 5 1 1 7 8 7 0 5 2 3 4 5
NHS SOUTH SEFTON CCG 4 3 1 4 0 2 3 1 0 1 2 1
NHS SOUTHPORT AND FORMBY CCG 2 1 1 0 0 2 2 0 0 0 1 1
NHS ST HELENS CCG 1 2 4 2 1 3 2 1 2 0 1 0
NHS WARRINGTON CCG 1 3 0 3 2 1 1 2 0 1 1 3
NHS WIRRAL CCG 2 1 4 4 2 2 3 3 2 4 4 4
Cheshire & Merseyside 19 16 15 25 19 27 17 17 11 11 19 18


Community Onset, Community Associated (COCA)


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
NHS CHESHIRE CCG 0 0 0 2 0 1 0 1 2 1 1 2
NHS HALTON CCG 0 0 1 0 0 1 1 0 0 0 0 0
NHS KNOWSLEY CCG 0 0 1 2 2 0 1 2 2 2 0 0
NHS LIVERPOOL CCG 1 0 6 2 2 3 2 3 2 0 2 1
NHS SOUTH SEFTON CCG 0 1 0 0 0 1 1 1 2 2 0 0
NHS SOUTHPORT AND FORMBY CCG 0 0 0 1 1 1 2 0 0 1 0 0
NHS ST HELENS CCG 3 2 1 0 1 0 0 0 0 0 0 0
NHS WARRINGTON CCG 0 1 0 0 0 1 0 0 0 0 0 1
NHS WIRRAL CCG 0 3 0 1 0 2 0 3 1 0 0 3
Cheshire & Merseyside 4 7 9 8 6 10 7 10 9 6 3 7


Community Onset, Indeterminate Association (COIA)
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MRSA quarterly charts: Trust rates
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MRSA quarterly charts: CCG rates
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Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 0 1 0 0.0 0.0 5.9 0.0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 0 0 1 0 0.0 0.0 2.9 0.0
EAST CHESHIRE NHS TRUST 0 1 0 1 0.0 3.8 0.0 3.6
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0.0 0.0 0.0 0.0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0.0 0.0 0.0 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 1 0 0 1 0.7 0.0 0.0 0.8
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 1 1 0 0.0 2.0 2.0 0.0
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 0 1 0 1 0.0 3.6 0.0 3.1
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 0 1 0 1 0.0 1.6 0.0 1.6
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 1 0 0.0 0.0 15.8 0.0
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 0 0.0 0.0 0.0 0.0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 0 0 0 1 0.0 0.0 0.0 2.1
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 1 0 0 1 1.8 0.0 0.0 1.7
Cheshire & Merseyside 2 4 4 6 0.4 0.8 0.8 1.2


Counts Rate per 100,000 bed days


Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
NHS CHESHIRE CCG 0 3 0 0 0.0 0.4 0.0 0.0
NHS HALTON CCG 0 0 0 0 0.0 0.0 0.0 0.0
NHS KNOWSLEY CCG 1 0 0 0 0.7 0.0 0.0 0.0
NHS LIVERPOOL CCG 1 0 2 3 0.2 0.0 0.4 0.6
NHS SOUTH SEFTON CCG 0 0 0 0 0.0 0.0 0.0 0.0
NHS SOUTHPORT AND FORMBY CCG 0 1 1 0 0.0 0.9 0.9 0.0
NHS ST HELENS CCG 1 0 0 0 0.6 0.0 0.0 0.0
NHS WARRINGTON CCG 0 0 1 0 0.0 0.0 0.5 0.0
NHS WIRRAL CCG 0 0 2 1 0.0 0.0 0.6 0.3
Cheshire & Merseyside 3 4 6 4 0.2 0.2 0.3 0.2


Counts Rate per 100,000 population


MRSA quarterly tables
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MRSA by Trust: Hospital Onset Healthcare Associated &
Community Onset Healthcare Associated 


MRSA by CCG: Community Onset 
Community Associated







MRSA monthly charts:  Trust cases  (#1 of 4)
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MRSA monthly charts:  Trust cases  (#2 of 4)
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MRSA monthly charts:  Trust cases  (#3 of 4)
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Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 1 0 0 0 0 0
EAST CHESHIRE NHS TRUST 0 0 0 0 0 1 0 0 0 0 0 0
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 0 0 1 0 0 0 0 0 0 0 0 0
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 0 0 1 0 0 0 0 0 0 0 0
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 0 0 0 0 1 0 0 0 0 0 0 0
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 0 0 0 1 0 0 0 0 0 0 1 0
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 1 0 0 0
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 0 0 1 0 0 0 0 0 0 0 1 0
Cheshire & Merseyside 0 0 2 2 1 1 1 0 1 0 2 0


Hospital Onset, Healthcare Associated (HOHA)


MRSA by Trust: Hospital Onset Healthcare Associated


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 1 0 0 0 0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
EAST CHESHIRE NHS TRUST 0 0 0 0 0 0 0 0 0 0 0 1
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 1 0
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 1 0 0 0
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 0 0 0 0 0 0 0 0 0 1 0 0
ST HELENS AND KNOWSLEY HOSPITAL SERVICES NHS TRUST 0 0 0 0 0 0 0 0 0 0 0 0
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 1 0
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
Cheshire & Merseyside 0 0 0 0 0 0 0 1 1 1 2 1


Community Onset, Healthcare Associated (COHA)
MRSA by Trust: Community Onset Healthcare Associated
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Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
NHS CHESHIRE CCG 0 0 0 3 0 0 0 0 0 0 0 0
NHS HALTON CCG 0 0 0 0 0 0 0 0 0 0 0 0
NHS KNOWSLEY CCG 0 1 0 0 0 0 0 0 0 0 0 0
NHS LIVERPOOL CCG 0 1 0 0 0 0 0 1 1 1 1 1
NHS SOUTH SEFTON CCG 0 0 0 0 0 0 0 0 0 0 0 0
NHS SOUTHPORT AND FORMBY CCG 0 0 0 1 0 0 1 0 0 0 0 0
NHS ST HELENS CCG 0 0 1 0 0 0 0 0 0 0 0 0
NHS WARRINGTON CCG 0 0 0 0 0 0 0 1 0 0 0 0
NHS WIRRAL CCG 0 0 0 0 0 0 0 0 2 0 0 1
Cheshire & Merseyside 0 2 1 4 0 0 1 2 3 1 1 2


Community Onset, Community Associated (COCA)
MRSA by CCG: Community Onset Community Associated
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Source: HCAI Data Capture System
Note: Population is adjusted due to Standardisation CalculationsOutliers


Organisation Name Counts Rates Significance
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 3 6.1 Low (0.025)
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Organisation Name Counts Rates Significance
NHS WIRRAL CCG 7 2.2 Low (0.025)







Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 4 3 5 2 27.5 20.1 29.4 12.0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 2 7 8 5 5.5 20.0 23.3 14.9
EAST CHESHIRE NHS TRUST 10 1 4 4 40.7 3.8 14.3 14.6
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 3 3 2 1 33.6 25.1 16.1 8.2
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 1 0 0 0 15.5 0.0 0.0 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 20 23 21 22 14.5 17.2 16.5 17.6
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 3 5 4 3 6.5 10.0 7.9 6.1
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 3 8 3 8 10.9 29.1 9.1 24.8
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 10 10 15 14 16.0 15.9 22.9 21.9
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 3 1 0.0 0.0 47.3 16.1
THE WALTON CENTRE NHS FOUNDATION TRUST 5 4 2 1 50.4 38.5 18.6 9.5
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 10 6 6 7 24.8 13.1 12.4 14.8
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 8 1 9 15 14.4 1.7 14.8 25.3
Cheshire & Merseyside 79 71 82 83 16.6 14.5 16.4 16.9


Counts Rate per 100,000 bed days


Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
NHS CHESHIRE CCG 18 32 38 33 2.5 4.4 5.2 4.5
NHS HALTON CCG 9 4 1 4 6.9 3.1 0.8 3.1
NHS KNOWSLEY CCG 3 3 4 6 2.0 2.0 2.6 3.9
NHS LIVERPOOL CCG 19 19 25 18 3.8 3.8 5.0 3.6
NHS SOUTH SEFTON CCG 8 4 10 12 5.0 2.5 6.3 7.5
NHS SOUTHPORT AND FORMBY CCG 8 3 3 7 6.9 2.6 2.6 6.0
NHS ST HELENS CCG 8 8 12 9 4.4 4.4 6.6 5.0
NHS WARRINGTON CCG 9 6 6 9 4.3 2.9 2.9 4.3
NHS WIRRAL CCG 6 11 15 7 1.8 3.4 4.6 2.2
Cheshire & Merseyside 88 90 114 105 5.0 5.1 6.4 5.9


Counts Rate per 100,000 population
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MSSA by Trust: Hospital Onset Healthcare Associated &
Community Onset Healthcare Associated 


MSSA by CCG : Community Onset 
Community Associated







MSSA monthly charts:  Trust cases  (#1 of 4)
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MSSA monthly charts: CCG cases (community onset,
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MSSA monthly charts: CCG cases (community onset,
community associated)  (#3 of 3)
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MSSA by Trust : Hospital Onset Healthcare Associated 


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 1 1 1 2 0 0 1 3 1 0 0 1
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 0 1 1 1 3 3 1 3 2 0 2 0
EAST CHESHIRE NHS TRUST 2 4 2 1 0 0 2 2 0 3 0 1
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 1 2 0 2 0 1 0 0 1 0 1 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 1 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 5 2 2 9 4 4 3 5 5 7 3 3
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 1 1 1 1 3 2 0 1 1 1 1
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 0 2 0 3 2 1 2 0 0 0 4 2
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 1 3 1 3 1 3 1 3 3 2 1 2
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 1 0 1 0 0 1
THE WALTON CENTRE NHS FOUNDATION TRUST 3 0 2 1 2 1 2 0 0 0 0 1
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 4 3 2 1 2 1 3 3 0 3 1 1
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 1 2 2 0 0 0 4 0 3 5 4 4
Cheshire & Merseyside 19 21 14 24 15 17 22 19 17 21 17 17


Hospital Onset, Healthcare Associated (HOHA)


MSSA by Trust : Community Onset Healthcare Associated 


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 1 0 0 1 0 0 0 0 1 0 0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 2 2 0 1
EAST CHESHIRE NHS TRUST 0 2 0 0 0 0 0 0 0 0 0 0
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 1 0 0 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 4 4 3 1 3 2 4 2 2 5 2 2
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 1 0 0 0 0 1 0 0 0 0 0
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 0 1 0 2 0 0 0 1 0 2 0 0
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 1 4 0 2 1 0 3 3 2 4 2 3
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 1 0 0 0 0
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 0 1 0 0 2 0 0 0 0 2 0 0
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 2 1 0 1 0 0 1 1 0 1 1 0
Cheshire & Merseyside 7 15 3 6 7 2 9 8 7 17 5 6


Community Onset, Healthcare Associated (COHA)
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MSSA by CCG : Community Onset Community Associated 


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
NHS CHESHIRE CCG 6 10 2 6 11 15 14 15 9 13 11 9
NHS HALTON CCG 2 3 4 1 0 3 0 1 0 0 4 0
NHS KNOWSLEY CCG 1 1 1 1 1 1 2 1 1 3 3 0
NHS LIVERPOOL CCG 4 5 10 10 5 4 11 8 6 3 5 10
NHS SOUTH SEFTON CCG 6 0 2 1 3 0 4 3 3 4 3 5
NHS SOUTHPORT AND FORMBY CCG 3 1 4 1 0 2 2 1 0 3 2 2
NHS ST HELENS CCG 2 4 2 2 3 3 4 5 3 2 4 3
NHS WARRINGTON CCG 3 2 4 1 4 1 0 3 3 1 5 3
NHS WIRRAL CCG 2 1 3 4 3 4 5 3 7 5 1 1
Cheshire & Merseyside 29 27 32 27 30 33 42 40 32 34 38 33


Community Onset Community Associated (COCA)
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Outliers
Organisation Name Counts Rates Significance
MID CHESHIRE HOSPITALS NHS FOUNDATION 
TRUST


5 10.2 Low (0.001)
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E. coli bacteraemia (community onset, community associated), Cheshire & 
Merseyside CCGs, January-March 2022


Data
Average
2SD limits
3SD limits


Source: HCAI Data Capture System
Note: Population is adjusted due to Standardisation Calculations







Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 3 1 3 4 20.6 6.7 17.6 24.0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 9 10 12 13 24.8 28.6 35.0 38.7
EAST CHESHIRE NHS TRUST 11 9 6 10 44.8 34.1 21.4 36.4
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 3 1 3 0.0 27.6 8.9 27.2
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 1 0 3 0 15.5 0.0 42.9 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 47 55 47 55 34.1 41.1 36.8 44.1
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 6 5 13 5 13.1 10.0 25.8 10.2
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 15 13 12 17 54.4 47.3 36.3 52.6
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 24 18 22 17 38.4 28.6 33.6 26.6
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 4 2 5 5 78.5 32.4 78.8 80.5
THE WALTON CENTRE NHS FOUNDATION TRUST 4 4 3 2 40.3 38.5 27.9 19.0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 23 14 16 10 56.9 30.6 33.1 21.2
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 14 11 14 19 25.1 19.1 23.1 32.0
Cheshire & Merseyside 161 145 157 160 33.8 29.6 31.3 32.6


Counts Rate per 100,000 bed days


Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
NHS CHESHIRE CCG 112 107 93 85 15.3 14.6 12.7 11.6
NHS HALTON CCG 22 16 15 15 17.0 12.3 11.6 11.6
NHS KNOWSLEY CCG 22 29 21 20 14.4 19.0 13.8 13.1
NHS LIVERPOOL CCG 57 73 48 67 11.4 14.6 9.6 13.4
NHS SOUTH SEFTON CCG 24 22 18 17 15.0 13.8 11.3 10.6
NHS SOUTHPORT AND FORMBY CCG 16 28 19 19 13.8 24.1 16.4 16.4
NHS ST HELENS CCG 23 24 30 28 12.7 13.3 16.6 15.5
NHS WARRINGTON CCG 17 24 31 25 8.1 11.5 14.8 11.9
NHS WIRRAL CCG 39 34 35 36 12.0 10.5 10.8 11.1
Cheshire & Merseyside 332 357 310 312 18.7 20.1 17.5 17.6


Counts Rate per 100,000 population
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E. coli by CCG : Community Onset 
Community Associated


E. coli by Trust: Hospital Onset Healthcare Associated &
Community Onset Healthcare Associated 
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated and Community Onset Community Associated.
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated and Community Onset Community Associated.
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated and Community Onset Community Associated.
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Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 2 0 0 0 1 0 1 0 0 2 0 2
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 1 2 2 0 2 2 0 1 0 2 0 6
EAST CHESHIRE NHS TRUST 1 1 5 2 2 2 3 1 0 2 2 4
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 3 0 0 1 2 1 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 1 0 0 0 0 1 1 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 7 12 12 13 9 4 6 7 13 11 8 15
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 1 3 1 1 3 1 2 1 6 1 1 3
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 3 1 5 4 3 3 1 2 3 4 1 4
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 4 3 4 4 2 1 5 3 2 3 4 5
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 1 3 0 0 2 4 0 1 1 1 2
THE WALTON CENTRE NHS FOUNDATION TRUST 0 1 3 0 2 2 0 1 2 0 0 1
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 3 2 6 3 3 1 2 4 5 2 1 1
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 2 2 5 2 0 1 4 3 6 4 2 6
Cheshire & Merseyside 24 28 47 29 27 22 28 24 40 34 21 49


Hospital Onset, Healthcare Associated (HOHA)


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 1 0 0 0 0 1 1 0 0 0 0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 1 1 2 3 3 0 3 4 4 1 2 2
EAST CHESHIRE NHS TRUST 1 1 2 0 2 1 1 1 0 0 1 1
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 1 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 5 2 9 13 9 7 7 6 8 5 6 10
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 1 0 0 0 0 0 2 2 0 0 0 0
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 3 1 2 1 0 2 0 4 2 2 4 2
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 3 5 5 4 3 4 6 3 3 2 2 1
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 1 0 0
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 1
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 6 4 2 1 3 3 2 1 2 2 2 2
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 1 2 2 1 3 4 0 1 0 1 4 2
Cheshire & Merseyside 21 17 24 23 23 21 23 23 19 14 21 21


Community Onset, Healthcare Associated (COHA)


E. coli by Trust: Hospital Onset Healthcare Associated


E. coli by Trust: Community Onset Healthcare Associated
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E. coli by CCG: Community Onset Community Associated


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
NHS CHESHIRE CCG 30 46 36 37 38 32 30 28 35 25 27 33
NHS HALTON CCG 5 12 5 4 5 7 5 5 5 5 4 6
NHS KNOWSLEY CCG 7 6 9 12 13 4 8 3 10 3 5 12
NHS LIVERPOOL CCG 15 21 21 25 28 20 14 22 12 26 16 25
NHS SOUTH SEFTON CCG 4 8 12 3 10 9 6 6 6 2 12 3
NHS SOUTHPORT AND FORMBY CCG 4 7 5 8 9 11 6 8 5 6 9 4
NHS ST HELENS CCG 9 9 5 9 8 7 13 9 8 7 12 9
NHS WARRINGTON CCG 7 5 5 10 8 6 6 14 11 10 9 6
NHS WIRRAL CCG 15 13 11 9 12 13 9 10 16 12 11 13
Cheshire & Merseyside 96 127 109 117 131 109 97 105 108 96 105 111


Community Onset Community Associated (COCA)
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Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 6 4 2 0 41.2 26.8 11.8 0.0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 4 10 10 2 11.0 28.6 29.1 6.0
EAST CHESHIRE NHS TRUST 2 1 1 1 8.1 3.8 3.6 3.6
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 1 0 1 0.0 8.4 0.0 8.2
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0.0 0.0 0.0 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 22 29 20 19 15.9 21.7 15.7 15.2
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 2 4 4 4 4.4 8.0 7.9 8.1
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 2 6 3 4 7.3 21.8 9.1 12.4
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 4 2 7 4 6.4 3.2 10.7 6.3
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 3 1 4 3 58.9 16.2 63.0 48.3
THE WALTON CENTRE NHS FOUNDATION TRUST 0 3 2 0 0.0 28.9 18.6 0.0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 4 6 6 10 9.9 13.1 12.4 21.2
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 8 4 7 6 14.4 6.9 11.5 10.1
Cheshire & Merseyside 57 71 66 54 12.0 14.5 13.2 11.0


Counts Rate per 100,000 bed days


Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
NHS CHESHIRE CCG 23 26 25 18 3.1 3.6 3.4 2.5
NHS HALTON CCG 4 4 3 6 3.1 3.1 2.3 4.6
NHS KNOWSLEY CCG 3 4 4 2 2.0 2.6 2.6 1.3
NHS LIVERPOOL CCG 8 12 25 19 1.6 2.4 5.0 3.8
NHS SOUTH SEFTON CCG 4 5 10 6 2.5 3.1 6.3 3.8
NHS SOUTHPORT AND FORMBY CCG 9 1 1 3 7.7 0.9 0.9 2.6
NHS ST HELENS CCG 2 6 10 10 1.1 3.3 5.5 5.5
NHS WARRINGTON CCG 4 5 3 6 1.9 2.4 1.4 2.9
NHS WIRRAL CCG 10 14 5 8 3.1 4.3 1.5 2.5
Cheshire & Merseyside 67 77 86 78 3.8 4.3 4.8 4.4


Counts Rate per 100,000 population


Klebsiella spp. quarterly tables
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Klebsiella spp. by Trust: Hospital Onset Healthcare Associated &
Community Onset Healthcare Associated 


Klebsiella spp. by CCG : Community Onset 
Community Associated







Klebsiella spp. monthly charts: Trust cases  (#1 of 4)
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Klebsiella spp. monthly charts: Trust cases  (#2 of 4)


0
2
4
6
8


10
12
14
16


N
um


be
r o


f C
as
es


Month‐Year


Liverpool Women's NHS Foundation Trust


Hospital Onset Healthcare Associated


Community Onset Healthcare Associated


0
2
4
6
8


10
12
14
16


N
um


be
r o


f C
as
es


Month‐Year


Liverpool University Hospitals NHS Foundation Trust


Hospital Onset Healthcare Associated


Community Onset Healthcare Associated


0
2
4
6
8


10
12
14
16


N
um


be
r o


f C
as
es


Month‐Year


Mid Cheshire Hospitals NHS Foundation Trust


Hospital Onset Healthcare Associated


Community Onset Healthcare Associated


0
2
4
6
8


10
12
14
16


N
um


be
r o


f C
as
es


Month‐Year


Southport & Ormskirk Hospital NHS Trust


Hospital Onset Healthcare Associated


Community Onset Healthcare Associated







71 HCAI Monthly Report Cheshire & Merseyside: April 2022


Klebsiella spp. monthly charts: Trust cases  (#3 of 4)
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Klebsiella spp. monthly charts: Trust cases  (#4 of 4)
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Klebsiella spp. monthly charts: healthcare associated cases by Trust 
(hospital onset and community onset) against annual threshold  (#1 of 4)
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Klebsiella spp. monthly charts: healthcare associated cases by Trust 
(hospital onset and community onset) against annual threshold  (#2 of 4)
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Klebsiella spp. monthly charts: healthcare associated cases by Trust 
(hospital onset and community onset) against annual threshold  (#3 of 4)
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Klebsiella spp. monthly charts: healthcare associated cases by Trust 
(hospital onset and community onset) against annual threshold  (#4 of 4)
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Klebsiella spp. monthly charts: CCG cases (community onset,
community associated)  (#1 of 3)
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Klebsiella spp. monthly charts: CCG cases (community onset,
community associated)  (#2 of 3)
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Klebsiella spp. monthly charts: CCG cases (community onset,
community associated)   (#3 of 3)
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Klebsiella spp. monthly charts: CCG cases against annual threshold (#1 of 3)
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated and Community Onset Community Associated.
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Klebsiella spp. monthly charts: CCG cases against annual threshold (#2 of 3)
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated and Community Onset Community Associated.
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Klebsiella spp. monthly charts: CCG cases against annual threshold (#3 of 3)
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated and Community Onset Community Associated.
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Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 0 1 0 3 1 2 2 0 2 1 0 0
EAST CHESHIRE NHS TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 3 1 5 2 6 2 2 2 2 2 2 4
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 0 0 0 0 0 0 1 0 0 0 0
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 0 0 0 1 0 1 0 0 0 0 0 0
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 2 0 1 1 0 0 0 2 0 1 0 1
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 1 0 0 1 0 0
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 0 0 0 1 0 0 1 0 1 3 2 0
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 0 0 2 0 1 0 0 0 0 2 1 1
Cheshire & Merseyside 5 2 8 8 8 5 6 5 5 10 5 6


Community Onset, Healthcare Associated (COHA)


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 4 0 2 0 2 2 1 0 1 0 0 0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 0 3 0 0 1 3 2 1 3 0 0 1
EAST CHESHIRE NHS TRUST 0 0 2 0 0 1 1 0 0 0 1 0
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 1 0 0 0 0 0 1 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 1 4 8 6 8 5 2 7 5 3 4 4
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 2 0 3 0 1 2 1 0 1 3 0
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 1 0 1 1 1 2 2 1 0 2 0 2
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 0 1 0 1 0 0 1 3 1 1 1 0
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 1 1 1 1 0 0 2 0 1 1 0 1
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 1 1 1 0 1 1 0 0 0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 1 2 1 1 3 1 2 1 1 2 2 1
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 1 3 2 1 2 0 3 2 2 0 0 2
Cheshire & Merseyside 9 16 17 15 19 16 18 17 15 10 12 11


Hospital Onset, Healthcare Associated (HOHA)


Klebsiella spp. monthly tables
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Klebsiella spp. by Trust: Hospital Onset Healthcare Associated


Klebsiella spp. by Trust: Community Onset Healthcare Associated







Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
NHS CHESHIRE CCG 8 6 9 9 11 6 9 6 10 3 10 5
NHS HALTON CCG 1 2 1 0 1 3 0 2 1 0 4 2
NHS KNOWSLEY CCG 2 0 1 3 1 0 3 1 0 0 2 0
NHS LIVERPOOL CCG 3 4 1 2 4 6 5 8 12 9 6 4
NHS SOUTH SEFTON CCG 0 2 2 2 1 2 1 5 4 2 2 2
NHS SOUTHPORT AND FORMBY CCG 0 5 4 0 0 1 0 1 0 0 1 2
NHS ST HELENS CCG 1 0 1 2 1 3 2 2 6 4 1 5
NHS WARRINGTON CCG 3 1 0 2 2 1 1 1 1 2 0 4
NHS WIRRAL CCG 2 5 3 3 4 7 2 2 1 6 0 2
Cheshire & Merseyside 20 25 22 23 25 29 23 28 35 26 26 26


Community Onset Community Associated (COCA)


Klebsiella spp. monthly tables
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Klebsiella spp. by CCG: Community Onset Community Associated







P. aeruginosa quarterly charts: Trust rates
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Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 1 0 1 0.0 6.7 0.0 6.0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 2 2 1 1 5.5 5.7 2.9 3.0
EAST CHESHIRE NHS TRUST 0 0 1 1 0.0 0.0 3.6 3.6
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 1 0 0.0 0.0 8.9 0.0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0.0 0.0 0.0 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 3 8 7 6 2.2 6.0 5.5 4.8
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 0 1 1 0.0 0.0 2.0 2.0
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 3 2 2 0 10.9 7.3 6.1 0.0
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 2 3 6 2 3.2 4.8 9.2 3.1
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 0 2 0.0 0.0 0.0 32.2
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 1 0 0.0 0.0 9.3 0.0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 1 0 2 0 2.5 0.0 4.1 0.0
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 1 5 1 1 1.8 8.7 1.6 1.7
Cheshire & Merseyside 12 21 23 15 2.5 4.3 4.6 3.1


Counts Rate per 100,000 bed days


Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar Apr‐Jun Jul‐Sep Oct‐Dec Jan‐Mar
Organisation Name 2021 2021 2021 2022 2021 2021 2021 2022
NHS CHESHIRE CCG 8 7 5 10 1.1 1.0 0.7 1.4
NHS HALTON CCG 1 1 0 2 0.8 0.8 0.0 1.5
NHS KNOWSLEY CCG 0 2 0 0 0.0 1.3 0.0 0.0
NHS LIVERPOOL CCG 1 6 4 5 0.2 1.2 0.8 1.0
NHS SOUTH SEFTON CCG 0 0 2 1 0.0 0.0 1.3 0.6
NHS SOUTHPORT AND FORMBY CCG 1 1 2 0 0.9 0.9 1.7 0.0
NHS ST HELENS CCG 1 1 3 3 0.6 0.6 1.7 1.7
NHS WARRINGTON CCG 2 1 3 0 1.0 0.5 1.4 0.0
NHS WIRRAL CCG 0 3 3 3 0.0 0.9 0.9 0.9
Cheshire & Merseyside 14 22 22 24 0.8 1.2 1.2 1.4


Counts Rate per 100,000 population
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P. aeruginosa by Trust: Hospital Onset Healthcare Associated &
Community Onset Healthcare Associated 


P. aeruginosa by CCG : Community Onset 
Community Associated







P. aeruginosa monthly charts:  Trust cases  (#1 of 4)
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P. aeruginosa monthly charts:  Trust cases  (#2 of 4)
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated and Community Onset Community Associated.
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated and Community Onset Community Associated.
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‘All cases’ includes Hospital Onset Healthcare Associated, Community Onset Healthcare Associated and Community Onset Community Associated.
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Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 1
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 1 0 0 1 0 1 0 0 0 0 0 0
EAST CHESHIRE NHS TRUST 0 0 0 0 0 0 1 0 0 0 0 0
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 1 0 0 1 0 2 3 1 1 2 1 2
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 0 0 0 0 0 1 0 0 0 0 1
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 0 0 0 1 0 1 0 1 0 0 0 0
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 1 0 0 1 1 0 2 1 0 0 0 1
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 1 1 0
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 1 0 0 0 0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 0 1 0 0 0 0 0 1 1 0 0 0
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 1 1 0 1 0 0 0 1
Cheshire & Merseyside 3 1 0 4 2 5 7 6 2 3 2 6


Hospital Onset, Healthcare Associated (HOHA)
P. aeruginosa by Trust: Hospital Onset Healthcare Associated


P. aeruginosa by Trust: Community Onset Healthcare Associated


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 0 0 0 0 0 1 0 0 0 0 0 0
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 1 0 0 0 0 0 0 0 1 1 0 0
EAST CHESHIRE NHS TRUST 0 0 0 0 0 0 0 0 0 0 1 0
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 1 0 0 0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 1 1 0 1 3 1 1 0 1 0 1 0
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 1 2 0 0 0 0 0 0 1 0 0 0
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 1 0 0 0 1 0 1 1 1 0 0 1
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 0 0 0 0 0 0 0 0 0 0 0 0
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 1 0 0 0 1 2 0 0 0 0 0 0
Cheshire & Merseyside 5 3 0 1 5 4 2 1 5 1 2 1


Community Onset, Healthcare Associated (COHA)
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P. aeruginosa by CCG: Community Onset Community Associated


Organisation Name Apr‐21 May‐21 Jun‐21 Jul‐21 Aug‐21 Sep‐21 Oct‐21 Nov‐21 Dec‐21 Jan‐22 Feb‐22 Mar‐22
NHS CHESHIRE CCG 1 4 3 5 1 1 2 2 1 3 4 3
NHS HALTON CCG 0 0 1 1 0 0 0 0 0 1 1 0
NHS KNOWSLEY CCG 0 0 0 0 0 2 0 0 0 0 0 0
NHS LIVERPOOL CCG 0 1 0 2 2 2 3 1 0 0 4 1
NHS SOUTH SEFTON CCG 0 0 0 0 0 0 1 1 0 0 1 0
NHS SOUTHPORT AND FORMBY CCG 1 0 0 0 1 0 0 1 1 0 0 0
NHS ST HELENS CCG 0 1 0 0 1 0 2 0 1 1 2 0
NHS WARRINGTON CCG 1 0 1 0 0 1 1 1 1 0 0 0
NHS WIRRAL CCG 0 0 0 3 0 0 1 1 1 2 0 1
Cheshire & Merseyside 3 6 5 11 5 6 10 7 5 7 12 5


Community Onset Community Associated (COCA)
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Data Sources
Data presented in this report are extracted from the Healthcare Associated Infections (HCAI) Data Capture System 
after each month’s sign-off date. All charts include data up to the latest validated month. All data presented in this 
report are based on data extracted from the HCAI Data Capture System on the following date: 20/04/2022.  All data are 
provisional and subject to change.


Caveats
Data on numbers of cases are extracted from the HCAI Data Capture System and have been signed off by Trust Chief 
Executives. Quarterly rates are calculated by the UKHSA North West Field Service. 
An Acute Trust’s HCAI burden is affected by factors such as its size, range of services and population characteristics 
and it is important to consider such factors when making comparisons between Trusts. Where numbers of cases of 
disease are low, rates can appear to fluctuate markedly over time. 
Trust rates are based on quarterly bed days denominators derived from KH03 average daily bed occupancy data for 
individual Trusts for the latest available quarter (https://www.england.nhs.uk/statistics/statistical-work-areas/bed-
availability-and-occupancy/bed-data-overnight/). CCG rates are based on ONS population estimates. Estimated 
quarterly rates should be regarded as approximations.


Thresholds and Objectives
Thresholds and objectives for c. difficile, e. coli, klebsiella spp. and pseudomonas aeruginosa are from the NHS 
Standard Contract 2021/22 (https://www.england.nhs.uk/publication/minimising-clostridioides-difficile-and-gram-
negative-bloodstream-infections/).
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Prior healthcare exposure
From April 2017, reporting trusts were asked to provide information  on whether patients with clostridium difficile 
infection had been admitted to the reporting trust within the three months prior to the onset of the current case. This 
allows a greater granulation of the healthcare association of cases. 
Cases are split into one of six groups:
• Hospital-onset healthcare-associated (HOHA) - Date of onset is ≥ 3 days after admission (where day of admission is 


day 1)
• Community-onset healthcare-associated (COHA) - Date of onset is  < 2 days after admission and the patient was 


admitted to the trust in the 28 days prior to the current episode
• Community-onset indeterminate association (COIA) - Date of onset is ≤ 2 days after admission and the patient was 


admitted in the previous 84 days, but not the previous 28 days (where day 1 is date of discharge) prior to the current 
episode


• Community-onset community-associated (COCA) - Date of onset is ≤ 2 days after admission and the patient had not 
been admitted to the trust in the previous 84 days prior to the current episode. 


• Unknown 3 months - The reporting trust answered "Don't know" to the question regarding admission in the 3 months 
prior to the current episode. 


• All unknown - The reporting trust did not provide any answer for questions on prior admission. 


From April 2020, reporting trusts were asked to provide information  on whether patients with MRSA, MSSA, klebsiella 
spp, pseudomonas aeruginosa and e. coli bacteraemia had been admitted to the reporting trust within one month prior 
to the onset of the current case. This allows a greater granulation of the healthcare association of cases. 
Cases are split into one of five groups:
• Hospital-onset healthcare-associated (HOHA) - Date of onset is ≥ 3 days after admission (where day of admission is 


day 1)
• Community-onset healthcare-associated (COHA) - Date of onset is  < 2 days after admission and the patient was 


admitted to the trust in the 28 days prior to the current episode days (where day 1 is date of discharge)
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• Community-onset community-associated (COCA) - Date of onset is ≤ 2 days after admission and the patient had not 
been admitted to the trust in the previous 28 days prior to the current episode 


• Unknown 1 month - The reporting trust answered "Don't know" to the question regarding admission in the month 
prior to the current episode. Also where the previous discharge date is greater than the specimen date the case has 
been labelled 'unknown' due to uncertainty of previous discharge date 


• No information - These data are missing. 


Further Information
Further information on Healthcare Associated Infections can be found here:
https://www.gov.uk/government/collections/healthcare-associated-infections-hcai-guidance-data-and-analysis. 


Contacts
This report was produced by the UKHSA North West Field Service.
Stefanie Davies Epidemiology & Information Analyst stefanie.davies@phe.gov.uk
Valérie Decraene Principal Epidemiologist valerie.decraene@phe.gov.uk
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Organisation Name
April 2021 to 
March 2022


Rate per 100,000 
bed days


Significance


ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 1 1.6
BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST 6 2.7
BOLTON NHS FOUNDATION TRUST 1 0.5
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 1 0.7
EAST CHESHIRE NHS TRUST 2 1.9
EAST LANCASHIRE HOSPITALS NHS TRUST 2 0.7
LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 1 0.4
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 0 0.0
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 2 0.4 Low (0.025)
MANCHESTER UNIVERSITY NHS FOUNDATION TRUST 15 2.1 High (0.025)
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 2 1.0
NORTH CUMBRIA INTEGRATED CARE NHS FOUNDATION TRUST 1 0.5
NORTHERN CARE ALLIANCE NHS FOUNDATION TRUST 7 1.4
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 2 1.7
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 2 0.8
STOCKPORT NHS FOUNDATION TRUST 2 1.0
TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 2 1.5
THE CHRISTIE NHS FOUNDATION TRUST 0 0.0
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 1 4.2
THE WALTON CENTRE NHS FOUNDATION TRUST 0 0.0
UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST 1 0.5
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 1 0.6
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 2 0.9
WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST 2 1.3
North West 56 1.1
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Organisation Name
April 2021 to 
March 2022


Rate per 100,000 
population


Significance


NHS BLACKBURN WITH DARWEN CCG 0 0.0
NHS BLACKPOOL CCG 1 0.7
NHS BOLTON CCG 1 0.3
NHS BURY CCG 1 0.5
NHS CHESHIRE CCG 3 0.4
NHS CHORLEY AND SOUTH RIBBLE CCG 1 0.6
NHS EAST LANCASHIRE CCG 2 0.5
NHS FYLDE AND WYRE CCG 1 0.5
NHS GREATER PRESTON CCG 2 1.0
NHS HALTON CCG 0 0.0
NHS HEYWOOD, MIDDLETON AND ROCHDALE CCG 2 0.9
NHS KNOWSLEY CCG 1 0.7
NHS LIVERPOOL CCG 6 1.2
NHS MANCHESTER CCG 1 0.2
NHS MORECAMBE BAY CCG 0 0.0
NHS NORTH CUMBRIA CCG 0 0.0
NHS OLDHAM CCG 0 0.0
NHS SALFORD CCG 4 1.5
NHS SOUTH SEFTON CCG 0 0.0
NHS SOUTHPORT AND FORMBY CCG 2 1.7
NHS ST HELENS CCG 1 0.6
NHS STOCKPORT CCG 2 0.7
NHS TAMESIDE AND GLOSSOP CCG 1 0.4
NHS TRAFFORD CCG 1 0.4
NHS WARRINGTON CCG 1 0.5
NHS WEST LANCASHIRE CCG 0 0.0
NHS WIGAN BOROUGH CCG 2 0.6
NHS WIRRAL CCG 3 0.9
North West 39 0.5
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Organisation Name
April 2021 to 
March 2022


Rate per 100,000 
bed days


Significance


ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 14 22.2
BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST 39 17.5
BOLTON NHS FOUNDATION TRUST 35 17.4
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 22 15.8
EAST CHESHIRE NHS TRUST 19 17.8
EAST LANCASHIRE HOSPITALS NHS TRUST 58 19.7
LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 42 14.9
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 9 19.8
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 1 3.6 Low (0.025)
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 86 16.4
MANCHESTER UNIVERSITY NHS FOUNDATION TRUST 131 18.7
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 15 7.7 Low (0.001)
NORTH CUMBRIA INTEGRATED CARE NHS FOUNDATION TRUST 30 16.1
NORTHERN CARE ALLIANCE NHS FOUNDATION TRUST 77 15.6
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 22 18.3
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 49 19.2
STOCKPORT NHS FOUNDATION TRUST 20 10.1 Low (0.025)
TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 16 12.1
THE CHRISTIE NHS FOUNDATION TRUST 16 31.3
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 4 16.8
THE WALTON CENTRE NHS FOUNDATION TRUST 12 28.8
UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST 33 16.6
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 29 16.0
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 33 14.1
WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST 27 17.7
North West 839 16.5
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Organisation Name
April 2021 to March 


2022
Rate per 100,000 


population
Significance


NHS BLACKBURN WITH DARWEN CCG 34 22.7 High (0.025)
NHS BLACKPOOL CCG 26 18.8
NHS BOLTON CCG 54 18.7
NHS BURY CCG 25 13.1
NHS CHESHIRE CCG 121 16.6
NHS CHORLEY AND SOUTH RIBBLE CCG 22 12.3
NHS EAST LANCASHIRE CCG 44 11.5
NHS FYLDE AND WYRE CCG 28 14.3
NHS GREATER PRESTON CCG 15 7.3 Low (0.025)
NHS HALTON CCG 18 13.9
NHS HEYWOOD, MIDDLETON AND ROCHDALE CCG 32 14.3
NHS KNOWSLEY CCG 16 10.5
NHS LIVERPOOL CCG 81 16.2
NHS MANCHESTER CCG 68 12.2
NHS MORECAMBE BAY CCG 43 12.9
NHS NORTH CUMBRIA CCG 62 19.4 High (0.025)
NHS OLDHAM CCG 35 14.7
NHS SALFORD CCG 21 8.0 Low (0.025)
NHS SOUTH SEFTON CCG 34 21.3 High (0.025)
NHS SOUTHPORT AND FORMBY CCG 21 18.1
NHS ST HELENS CCG 37 20.4
NHS STOCKPORT CCG 31 10.5
NHS TAMESIDE AND GLOSSOP CCG 29 11.1
NHS TRAFFORD CCG 30 12.6
NHS WARRINGTON CCG 30 14.3
NHS WEST LANCASHIRE CCG 21 18.3
NHS WIGAN BOROUGH CCG 23 7.0 Low (0.001)
NHS WIRRAL CCG 39 12.0
North West 1040 14.0
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Organisation Name
April 2021 to March 


2022
Rate per 100,000 


bed days
Significance


ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 3 4.8 Low (0.001)
BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST 101 45.3 High (0.001)
BOLTON NHS FOUNDATION TRUST 82 40.7 High (0.025)
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 54 38.8
EAST CHESHIRE NHS TRUST 6 5.6 Low (0.001)
EAST LANCASHIRE HOSPITALS NHS TRUST 56 19.0 Low (0.001)
LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 132 46.8 High (0.001)
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 6 13.2
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 134 25.6
MANCHESTER UNIVERSITY NHS FOUNDATION TRUST 205 29.3
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 38 19.4 Low (0.001)
NORTH CUMBRIA INTEGRATED CARE NHS FOUNDATION TRUST 56 30.0
NORTHERN CARE ALLIANCE NHS FOUNDATION TRUST 121 24.5
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 43 35.7 Low (0.001)
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 54 21.2 High (0.025)
STOCKPORT NHS FOUNDATION TRUST 77 38.9
TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 46 34.8 Low (0.025)
THE CHRISTIE NHS FOUNDATION TRUST 38 74.4
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 19 79.8 High (0.001)
THE WALTON CENTRE NHS FOUNDATION TRUST 8 19.2 High (0.025)
UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST 89 44.8
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 46 25.3 High (0.025)
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 94 40.3 Low (0.025)
WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST 53 34.7
North West 1561 30.8
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Organisation Name
April 2021 to 
March 2022


Rate per 100,000 
population


Significance


NHS BLACKBURN WITH DARWEN CCG 17 11.3
NHS BLACKPOOL CCG 30 21.7 High (0.025)
NHS BOLTON CCG 44 15.3
NHS BURY CCG 21 11.0
NHS CHESHIRE CCG 41 5.6 Low (0.001)
NHS CHORLEY AND SOUTH RIBBLE CCG 23 12.8
NHS EAST LANCASHIRE CCG 25 6.5 Low (0.001)
NHS FYLDE AND WYRE CCG 30 15.3
NHS GREATER PRESTON CCG 32 15.6
NHS HALTON CCG 15 11.6
NHS HEYWOOD, MIDDLETON AND ROCHDALE CCG 26 11.6
NHS KNOWSLEY CCG 31 20.3 High (0.025)
NHS LIVERPOOL CCG 72 14.4
NHS MANCHESTER CCG 59 10.6
NHS MORECAMBE BAY CCG 60 17.9 High (0.025)
NHS NORTH CUMBRIA CCG 37 11.6
NHS OLDHAM CCG 27 11.4
NHS SALFORD CCG 43 16.4
NHS SOUTH SEFTON CCG 30 18.8
NHS SOUTHPORT AND FORMBY CCG 16 13.8
NHS ST HELENS CCG 26 14.4
NHS STOCKPORT CCG 45 15.3
NHS TAMESIDE AND GLOSSOP CCG 31 11.9
NHS TRAFFORD CCG 23 9.7
NHS WARRINGTON CCG 21 10.0
NHS WEST LANCASHIRE CCG 9 7.9
NHS WIGAN BOROUGH CCG 66 20.0 High (0.025)
NHS WIRRAL CCG 48 14.8
North West 948 12.8
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Organisation Name
April 2021 to 
March 2022


Rate per 100,000 
bed days


Significance


ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 11 17.4 Low (0.025)
BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST 79 35.4
BOLTON NHS FOUNDATION TRUST 63 31.3
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 44 31.6
EAST CHESHIRE NHS TRUST 36 33.8
EAST LANCASHIRE HOSPITALS NHS TRUST 158 53.7 High (0.001)
LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 111 39.3
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 7 15.4 Low (0.025)
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 4 14.5 Low (0.025)
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 204 38.9
MANCHESTER UNIVERSITY NHS FOUNDATION TRUST 239 34.1
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 29 14.8 Low (0.001)
NORTH CUMBRIA INTEGRATED CARE NHS FOUNDATION TRUST 103 55.1 High (0.001)
NORTHERN CARE ALLIANCE NHS FOUNDATION TRUST 135 27.3 Low (0.001)
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 57 47.3
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 81 31.8
STOCKPORT NHS FOUNDATION TRUST 61 30.8
TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 63 47.6
THE CHRISTIE NHS FOUNDATION TRUST 32 62.6 High (0.025)
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 16 67.2
THE WALTON CENTRE NHS FOUNDATION TRUST 13 31.2
UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST 100 50.4 High (0.025)
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 63 34.7
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 58 24.9 Low (0.001)
WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST 59 38.6
North West 1826 36.0
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Organisation Name
April 2021 to March 


2022
Rate per 100,000 


population
Significance


NHS BLACKBURN WITH DARWEN CCG 77 51.3
NHS BLACKPOOL CCG 69 49.9
NHS BOLTON CCG 123 42.7
NHS BURY CCG 73 38.3
NHS CHESHIRE CCG 397 54.3 High (0.025)
NHS CHORLEY AND SOUTH RIBBLE CCG 89 49.6
NHS EAST LANCASHIRE CCG 160 41.6
NHS FYLDE AND WYRE CCG 83 42.4
NHS GREATER PRESTON CCG 80 39.0
NHS HALTON CCG 68 52.4
NHS HEYWOOD, MIDDLETON AND ROCHDALE CCG 83 37.1 Low (0.025)
NHS KNOWSLEY CCG 92 60.3 High (0.025)
NHS LIVERPOOL CCG 245 49.0
NHS MANCHESTER CCG 189 34.0 Low (0.001)
NHS MORECAMBE BAY CCG 156 46.7
NHS NORTH CUMBRIA CCG 213 66.6 High (0.001)
NHS OLDHAM CCG 103 43.3
NHS SALFORD CCG 103 39.2
NHS SOUTH SEFTON CCG 81 50.7
NHS SOUTHPORT AND FORMBY CCG 82 70.6 High (0.001)
NHS ST HELENS CCG 105 58.0 High (0.025)
NHS STOCKPORT CCG 150 51.0
NHS TAMESIDE AND GLOSSOP CCG 110 42.2
NHS TRAFFORD CCG 105 44.2
NHS WARRINGTON CCG 97 46.3
NHS WEST LANCASHIRE CCG 59 51.5
NHS WIGAN BOROUGH CCG 112 33.9 Low (0.001)
NHS WIRRAL CCG 144 44.4
North West 3448 46.5
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Organisation Name
April 2021 to 
March 2022


Rate per 100,000 
bed days


Significance


ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 12 19.0
BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST 53 23.8 High (0.025)
BOLTON NHS FOUNDATION TRUST 9 4.5 Low (0.001)
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 26 18.7
EAST CHESHIRE NHS TRUST 5 4.7 Low (0.001)
EAST LANCASHIRE HOSPITALS NHS TRUST 55 18.7
LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 32 11.3
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 2 4.4 Low (0.025)
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 90 17.2
MANCHESTER UNIVERSITY NHS FOUNDATION TRUST 143 20.4 High (0.001)
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 14 7.2 Low (0.001)
NORTH CUMBRIA INTEGRATED CARE NHS FOUNDATION TRUST 33 17.7
NORTHERN CARE ALLIANCE NHS FOUNDATION TRUST 59 11.9
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 15 12.5
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 17 6.7 Low (0.001)
STOCKPORT NHS FOUNDATION TRUST 20 10.1
TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 17 12.8
THE CHRISTIE NHS FOUNDATION TRUST 22 43.1 High (0.001)
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 11 46.2 High (0.025)
THE WALTON CENTRE NHS FOUNDATION TRUST 5 12.0
UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST 27 13.6
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 26 14.3
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 25 10.7
WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST 17 11.1
North West 735 14.5
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Organisation Name
April 2021 to 
March 2022


Rate per 100,000 
population


Significance


NHS BLACKBURN WITH DARWEN CCG 17 11.3
NHS BLACKPOOL CCG 22 15.9
NHS BOLTON CCG 29 10.1
NHS BURY CCG 18 9.4
NHS CHESHIRE CCG 92 12.6
NHS CHORLEY AND SOUTH RIBBLE CCG 14 7.8
NHS EAST LANCASHIRE CCG 26 6.8 Low (0.025)
NHS FYLDE AND WYRE CCG 13 6.6
NHS GREATER PRESTON CCG 26 12.7
NHS HALTON CCG 17 13.1
NHS HEYWOOD, MIDDLETON AND ROCHDALE CCG 23 10.3
NHS KNOWSLEY CCG 13 8.5
NHS LIVERPOOL CCG 64 12.8
NHS MANCHESTER CCG 56 10.1
NHS MORECAMBE BAY CCG 30 9.0
NHS NORTH CUMBRIA CCG 46 14.4
NHS OLDHAM CCG 30 12.6
NHS SALFORD CCG 24 9.1
NHS SOUTH SEFTON CCG 25 15.7
NHS SOUTHPORT AND FORMBY CCG 14 12.0
NHS ST HELENS CCG 28 15.5
NHS STOCKPORT CCG 30 10.2
NHS TAMESIDE AND GLOSSOP CCG 18 6.9 Low (0.025)
NHS TRAFFORD CCG 25 10.5
NHS WARRINGTON CCG 18 8.6
NHS WEST LANCASHIRE CCG 10 8.7
NHS WIGAN BOROUGH CCG 23 7.0 Low (0.025)
NHS WIRRAL CCG 37 11.4
North West 788 10.6
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Organisation Name
April 2021 to March 


2022
Rate per 100,000 


bed days
Significance


ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 2 3.5
BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST 17 7.8
BOLTON NHS FOUNDATION TRUST 2 1.0 Low (0.001)
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 6 4.2
EAST CHESHIRE NHS TRUST 2 2.0
EAST LANCASHIRE HOSPITALS NHS TRUST 6 2.1 Low (0.025)
LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 18 6.7
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 1 2.5
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 0 0.0
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 24 4.6
MANCHESTER UNIVERSITY NHS FOUNDATION TRUST 47 7.2 High (0.025)
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 2 1.0 Low (0.001)
NORTH CUMBRIA INTEGRATED CARE NHS FOUNDATION TRUST 10 5.6
NORTHERN CARE ALLIANCE NHS FOUNDATION TRUST 17 3.3
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 7 6.0
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 13 5.2
STOCKPORT NHS FOUNDATION TRUST 4 2.1
TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 10 8.1
THE CHRISTIE NHS FOUNDATION TRUST 15 30.3 High (0.001)
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 2 9.1
THE WALTON CENTRE NHS FOUNDATION TRUST 1 2.5
UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST 11 5.4
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 3 1.7 Low (0.025)
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 8 3.5
WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST 2 1.3 Low (0.025)
North West 230 4.6
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Organisation Name
April 2021 to 
March 2022


Rate per 100,000 
population


Significance


NHS BLACKBURN WITH DARWEN CCG 3 2.0
NHS BLACKPOOL CCG 2 1.4
NHS BOLTON CCG 7 2.4
NHS BURY CCG 3 1.6
NHS CHESHIRE CCG 30 4.1 High (0.025)
NHS CHORLEY AND SOUTH RIBBLE CCG 6 3.3
NHS EAST LANCASHIRE CCG 6 1.6
NHS FYLDE AND WYRE CCG 1 0.5 Low (0.025)
NHS GREATER PRESTON CCG 4 2.0
NHS HALTON CCG 4 3.1
NHS HEYWOOD, MIDDLETON AND ROCHDALE CCG 1 0.4 Low (0.025)
NHS KNOWSLEY CCG 2 1.3
NHS LIVERPOOL CCG 16 3.2
NHS MANCHESTER CCG 6 1.1 Low (0.025)
NHS MORECAMBE BAY CCG 16 4.8
NHS NORTH CUMBRIA CCG 10 3.1
NHS OLDHAM CCG 7 2.9
NHS SALFORD CCG 3 1.1
NHS SOUTH SEFTON CCG 3 1.9
NHS SOUTHPORT AND FORMBY CCG 4 3.4
NHS ST HELENS CCG 8 4.4
NHS STOCKPORT CCG 8 2.7
NHS TAMESIDE AND GLOSSOP CCG 10 3.8
NHS TRAFFORD CCG 3 1.3
NHS WARRINGTON CCG 6 2.9
NHS WEST LANCASHIRE CCG 5 4.4
NHS WIGAN BOROUGH CCG 9 2.7
NHS WIRRAL CCG 9 2.8
North West 192 2.6
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Data Sources
Data presented in this report are extracted from the Healthcare Associated Infections (HCAI) Data Capture System 
after each month’s sign-off date. All charts include data up to the latest validated month. All data presented in this 
report are based on data extracted from the HCAI Data Capture System on the following date: 20/04/2022.  All data are 
provisional and subject to change.


Caveats
Data on numbers of cases are extracted from the HCAI Data Capture System and have been signed off by Trust Chief 
Executives. Quarterly rates are calculated by the UKHSA North West Field Service. 
An Acute Trust’s HCAI burden is affected by factors such as its size, range of services and population characteristics 
and it is important to consider such factors when making comparisons between Trusts. Where numbers of cases of 
disease are low, rates can appear to fluctuate markedly over time. 
Trust rates are based on quarterly bed days denominators derived from KH03 average daily bed occupancy data for 
individual Trusts for the latest available quarter (https://www.england.nhs.uk/statistics/statistical-work-areas/bed-
availability-and-occupancy/bed-data-overnight/). CCG rates are based on ONS population estimates. Estimated 
quarterly rates should be regarded as approximations.







Notes on the data


28 HCAI Monthly Report North West: April 2022


Prior healthcare exposure
From April 2017, reporting trusts were asked to provide information  on whether patients with clostridium difficile 
infection had been admitted to the reporting trust within the three months prior to the onset of the current case. This 
allows a greater granulation of the healthcare association of cases. 
Cases are split into one of six groups:
• Hospital-onset healthcare-associated (HOHA) - Date of onset is ≥ 3 days after admission (where day of admission is 


day 1)
• Community-onset healthcare-associated (COHA) - Date of onset is  < 2 days after admission and the patient was 


admitted to the trust in the 28 days prior to the current episode
• Community-onset indeterminate association (COIA) - Date of onset is ≤ 2 days after admission and the patient was 


admitted in the previous 84 days, but not the previous 28 days (where day 1 is date of discharge) prior to the current 
episode


• Community-onset community-associated (COCA) - Date of onset is ≤ 2 days after admission and the patient had not 
been admitted to the trust in the previous 84 days prior to the current episode. 


• Unknown 3 months - The reporting trust answered "Don't know" to the question regarding admission in the 3 months 
prior to the current episode. 


• All unknown - The reporting trust did not provide any answer for questions on prior admission. 


From April 2020, reporting trusts were asked to provide information  on whether patients with MRSA, MSSA, klebsiella 
spp, pseudomonas aeruginosa and e. coli bacteraemia had been admitted to the reporting trust within one month prior 
to the onset of the current case. This allows a greater granulation of the healthcare association of cases. 
Cases are split into one of five groups:
• Hospital-onset healthcare-associated (HOHA) - Date of onset is ≥ 3 days after admission (where day of admission is 


day 1)
• Community-onset healthcare-associated (COHA) - Date of onset is  < 2 days after admission and the patient was 


admitted to the trust in the 28 days prior to the current episode days (where day 1 is date of discharge)
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• Community-onset community-associated (COCA) - Date of onset is ≤ 2 days after admission and the patient had not 
been admitted to the trust in the previous 28 days prior to the current episode 


• Unknown 1 month - The reporting trust answered "Don't know" to the question regarding admission in the month 
prior to the current episode. Also where the previous discharge date is greater than the specimen date the case has 
been labelled 'unknown' due to uncertainty of previous discharge date 


• No information - These data are missing. 


Further Information
Further information on Healthcare Associated Infections can be found here:
https://www.gov.uk/government/collections/healthcare-associated-infections-hcai-guidance-data-and-analysis. 


Contacts
This report was produced by the UKHSA North West Field Service.
Stefanie Davies Epidemiology & Information Analyst stefanie.davies@phe.gov.uk
Valérie Decraene Principal Epidemiologist valerie.decraene@phe.gov.uk
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Infection prevention and control: incubators on neonatal units.
UK Health Security Agency (UKHSA); 2022.
https://www.gov.uk/government/publications/infection-prevention-and-control-incubators-on-neonatal-units
[Statement reinforcing good infection prevention and control practices for incubator decontamination and handling on neonatal units.]
Freely available online

Surgical site infection surveillance service: protocol and guides.
UK Health Security Agency (UKHSA); 2022.
https://www.gov.uk/government/publications/surgical-site-infection-surveillance-service-protocol-procedure-codes-and-user-manual/
[Surgical site infection surveillance service protocol, operating procedure codes and user manual for hospital staff (Updated 19 April 2022: Operating procedure codes supplement edited)]
Freely available online





Assessment – Carbapenem-resistant Acinetobacter baumannii related to recent hospitalisation in Ukraine (click on icon) 



National infection prevention and control manual for England (NIPCM)



· Provides an evidence-based practice manual for use by all those involved in care provision in England and should be adopted as mandatory guidance in NHS settings or settings where NHS services are delivered and the principles should be applied in all care settings.

 

· Ensures a consistent UK wide approach to infection prevention and control, however some operational and organisational details may differ across the nations. In all non-NHS care settings, to support with health and social care integration, the content of this manual is considered best practice. The manual aims to: 



· make it easy for care staff to apply effective infection prevention and control precautions; and



· reduce variation and optimise infection prevention and control practices across care settings in England • improve the application of knowledge and skills in infection prevention and control • help reduce the risk of Healthcare Associated Infection (HCAI) • help with alignment of practice, education, monitoring, quality improvement and scrutiny.



C1244_National-infection-prevention-and-control-manual-for-England_April-2022.pdf



Infection prevention and control for seasonal respiratory infections in health and care settings Updated 14/04/2022



These changes to the UK IPC Guidance signal a step in the transition back to pre-pandemic IPC measures.



Infection prevention and control for seasonal respiratory infections in health and care settings (including SARS-CoV-2) for winter 2021 to 2022 - GOV.UK (www.gov.uk)

In this week’s bulletin:

· Infection prevention and control: incubators on neonatal units.

· Surgical site infection surveillance service: protocol and guides.

· National infection prevention and control manual for England (NIPCM) 

· Infection prevention and control for seasonal respiratory infections in health and care settings

North West IPC Bulletin 

27/04/2022 
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[image: ]Last chance to book NW IPS 

Click here for the link

IPS NW Branch Conference- Covid & Beyond Tickets-EventbriteIPS West Midlands Branch 2022 Marion Reed Educational Programme


The IPS West Midlands branch is once again happy to announce the running of the highly successful Marion Reed Infection Prevention & Control Development Programme for 2022.  

This dynamic educational programme is a 3 day course aimed at junior Infection Prevention & Control (IPC) staff. Its primary aims are to support staff in their role through increased education and knowledge but also to foster the development of a support network through discussion of their individual IPC experiences. 

Click here for further information.

WHO SAVE LIVES: Clean Your Hands Campaign 5 May 2022


This year the WHO SAVE LIVES: Clean Your Hands campaign theme focuses on recognizing that we can add to a facility's climate or culture of safety and quality through cleaning our hands and the slogan is: “Unite for Safety: Clean Your Hands!” Promoting “quality and safety climate or culture” around hand hygiene) results in both patients and health workers feeling protected and cared for. To prioritize clean hands at the right times and with the right technique and agents in health facilities, people at all levels need to believe in the importance of hand hygiene to save lives, and to act as key players in achieving the appropriate behaviours and attitudes. In other words, health workers at all levels and people accessing health care facilities need to unite on clean hands. You can find more information here.



Social Media

Tweeting about these please include #NWIPC to add the IPCT or #NHSNWAMR for the gram negative reduction strategies and AMR

#NWIPCHH for Global Hand Hygiene



WHO SAVE LIVES: Clean Your Hands Campaign 5 May 2022

World Health Organization Global Webinar Series 

World Hand Hygiene Day 

Thursday, 5 May 2022 

Meeting Registration - Zoom







Many resources are freely available on the campaign website here.



NHS England and NHS Improvement
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Suggested citation: European Centre for Disease Prevention and Control. Carbapenem-resistant Acinetobacter baumannii related 
to recent hospitalisation in Ukraine. ECDC: Stockholm; 2022.  
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  ASSESSMENT 



Carbapenem-resistant Acinetobacter baumannii 
related to recent hospitalisation in Ukraine 
 



13 April 2022 
 



Main conclusions and options for response 



On 28 March 2022, Denmark reported two patients in EpiPulse with the same new variant of a carbapenem-
resistant Acinetobacter baumannii (CRAb) strain detected during routine screening upon admission to a Danish 
healthcare facility. The two patients had been hospitalised in Ukraine in early 2022 before being transferred to 
Denmark. CRAb is the cause of difficult-to-treat infections, and outbreaks in healthcare facilities have been 
reported worldwide. Recent data shows high proportions of carbapenem resistance in invasive isolates – 
mostly from bloodstream infections – of Acinetobacter spp. reported from Ukraine and adjacent countries 
(Belarus, Hungary, Poland, Republic of Moldova, Romania, Russian Federation and Slovakia) compared to 
considerably lower carbapenem resistance proportions in Central and Northern European countries. While this 
situation is not new, Russia’s invasion of Ukraine has resulted in an increased number of hospital transfers and 
exchanges of patients with prior healthcare exposure between countries with high and low CRAb prevalence. 
CRAb infections have especially been reported as associated with trauma and combat injuries, mainly occurring 
in Afghanistan and Iraq, but also previously in Eastern Ukraine. 



Pre-emptive isolation and screening for CRAb carriage of patients who are transferred from, or had recently 
been in contact with, hospitals and other healthcare settings in countries with high prevalence of CRAb are 
immediate measures to reduce transmission within healthcare facilities and prevent outbreaks from imported 
CRAb. In the context of the Russian invasion of Ukraine, this applies to all patients who have a history of 
hospital admission in Ukraine and adjacent countries in the preceding year. For CRAb-positive patients, 
hospitals should consider enhanced control measures such as contact precautions, single room isolation or 
patient cohorting, and dedicated nursing staff for patients who are colonised or infected with CRAb. For further 
options for response, please see the respective section below.  



Event background 
On 28 March 2022, Denmark reported two patients in EpiPulse with the same variant of a carbapenem-resistant 
Acinetobacter baumannii (CRAb) strain detected during routine screening upon arrival to a Danish healthcare 



facility. The two patients had been hospitalised in Ukraine in early 2022 before being transferred to Denmark. The 
CRAb isolates from both patients belong to the same new sequence type, carry a blaOXA-72 carbapenemase gene 
conferring resistance to carbapenems and are highly antibiotic-resistant, with only susceptibility to colistin and 
tigecycline.  
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Disease background 
Epidemiological situation in Europe 



CRAb is among the three multidrug-resistant bacteria in the category of highest priority for which new antibiotics 
are urgently needed on the WHO priority pathogen list [1]. It poses a significant threat to patients and healthcare 
systems in countries of the European Union (EU)/European Economic Area (EEA) with an estimated 2,363 annual 
attributable deaths in 2015 [2]. However, percentages of carbapenem resistance in Acinetobacter spp. vary 
considerably between European countries, with higher proportions of resistance in Southern and Eastern countries 
than in Northern and Central European countries (Figure 1) [3]. Ukraine and adjacent countries have high 
proportions of carbapenem resistance in invasive Acinetobacter spp. isolates with 77.1% in Ukraine, 94% in 
Belarus, 73% in Hungary, 78.2% in Poland, 93.1% in the Republic of Moldova, 93.3% in Romania, 93.9% in the 
Russian Federation and 30.8 % in Slovakia [3]. Carbapenem resistance in Acinetobacter spp. is related to the 
global spread of high-risk clones of carbapenemase-producing A. baumannii in healthcare systems [4-6].  



Figure 1. Acinetobacter spp.: percentage of invasive isolates with resistance to carbapenems 
(imipenem/meropenem), by country/area, WHO European Region, 2020 [3] 



 



Assessment  



Impact of CRAb on human health 



Healthcare-associated infections 



Healthcare-associated infections caused by A. baumannii in general include pneumonia, bloodstream infections, 
wound infections, urinary tract infections and meningitis after neurosurgical procedures [7]. A. baumannii 
infections frequently occur in patients with severe underlying diseases, mainly in intensive care units, and are often 
related to invasive procedures or indwelling devices [8,9]. However, infections in patients admitted to conventional 



medical and surgical wards are also increasing [10]. Although community-acquired A. baumannii infections have 
been described in tropical settings [11], CRAb infections in Europe seem to be almost exclusively healthcare-
associated.  



Carbapenems used to be the drug of choice for treatment of A. baumannii infections, but carbapenem resistance 
has been increasing globally [9]. The two CRAb isolates reported by Denmark were still susceptible to colistin and 
tigecycline. Both antimicrobials are being used to treat CRAb infections, but their clinical efficacy has limitations 
due to unfavourable pharmacokinetics despite in vitro susceptibility [12]. In addition, resistance to colistin and 
tigecycline has developed related to their use for treatment of CRAb, and pandrug-resistant A. baumannii isolates 
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have been described [13-15]. CRAb infections have been associated with poor patient outcomes [16] with 
increased mortality for patients with CRAb infections compared to carbapenem-susceptible A. baumannii infections 
[17,18]. 



Association of multidrug-resistant A. baumannii and CRAb with trauma and 
combat injuries 



Even though data on antimicrobial resistance in war and crisis zones is not easy to gather, combat-associated 
acquisition of multidrug-resistant A. baumannii have frequently been described in injured soldiers repatriated from 
Afghanistan and Iraq [19,20]. Multidrug-resistant A. baumannii caused an outbreak in the US military healthcare 
system related to military operations in Iraq [19]. CRAb was also isolated from the wounds of civilians injured 
during the Syrian war [21]. After terrorist attacks in Bali, 19 of 29 patients with severe burn injuries transferred for 
treatment to a hospital in Australia were found to be colonised with multidrug-resistant A. baumannii amongst 
other multidrug-resistant bacteria [22].  



Recent reports have also highlighted the detection of CRAb isolates in patients that were injured in the Eastern 



Ukrainian conflict in 2014 and 2015 and transferred for medical treatment to Germany [23,24]. Observed clustering 
of isolates from different receiving hospitals suggested that transmission events occurred during prior medical 
management in Ukraine or Belarus, or during transport flights [23]. A microbiological survey in four Ukrainian 
military hospitals in the period 2014-2020 found a proportion of carbapenem resistance of 67.9% in A. baumannii 
isolates from adult servicemen who were treated for war injuries and presented with healthcare-associated 
infections [25].  



Potential for spread of CRAb 



Spread in healthcare settings 



Most healthcare-associated outbreaks are caused by A. baumannii sensu stricto (s.s.), while outbreaks of other 
closely related species are rare [7]. Transmission occurs mainly via the hands of healthcare workers, contaminated 
medical equipment and the healthcare environment [26,27]. Factors contributing to outbreaks and the persistence 
of CRAb in healthcare settings include its antimicrobial resistance as well as resistance to disinfectants and to 
desiccation resulting in long-term survival on various surfaces [7,28]. A. baumannii has been frequently isolated 
from the immediate environment of patients carrying A. baumannii in hospitals, and even from surfaces in public 
areas surrounding hospitals [29].  



Outbreaks and cross-border transmission 



CRAb outbreaks are difficult to control. In Europe, many countries have experienced outbreaks of CRAb in 
healthcare settings in the past, for example Belgium [30], Bulgaria [31], Croatia [32] Denmark [33], France [34], 
Italy [35], Germany [36], Greece [37], Latvia [38], Spain [39] and the UK [40]. More recently, outbreaks of CRAb 
in COVID-19 units were reported worldwide, including in European countries [41]. Some of the outbreaks in 
European hospitals are documented to have occurred after the introduction of CRAb via cross-border patient 
transfer. The origin of the index patient has been reported as a European country (e.g. from Greece to Belgium 
[30], from Spain to Norway [42] and North Macedonia to Switzerland [41]) or a country from another continent 



(e.g. from Thailand to Germany [36], Iraq to UK [43], and Tahiti to mainland France [34]). 



Increased number of patient transfers due to Russia’s 
invasion of Ukraine 
High levels of multidrug resistance in healthcare-associated pathogens had been documented in Ukraine and 
adjacent countries prior to Russia’s invasion [3]. Country-to-country patient transfers are also a regular occurrence 
worldwide with a known risk of introduction of multidrug-resistant strains to new locations [44]. However, these 
transfers often involve repatriation of single patients while large-scale civil medical evacuations such as after the 
southeast Asian tsunami and the Bali terrorist attacks have remained rare [44,45]. Still, individual patient transfers 
between countries have resulted in frequent cross-border import of various multidrug-resistant pathogens into the 
EU/EEA, including CRAb, and were sometimes followed by outbreaks [30,36,46,47].  



More than 100 attacks on healthcare facilities have occurred in Ukraine since the start of Russia’s invasion and 
WHO estimated that, across Ukraine, 1000 facilities are in proximity to conflict areas and in changed areas of 
control [48]. In addition to direct attacks, shortage of healthcare staff because of flight, injury or killing of 
healthcare workers, and lack of medical supplies due to disrupted supply chains have further reduced the capacity 
of the Ukrainian healthcare system [49]. In this situation, healthcare facilities are likely to focus their resources on 
upholding clinical management of patients in the first place while there will be less capacity and resources for 
microbiological testing and infection prevention and control (IPC).  



Instability and insecurity during emergency medical evacuations will further impact the ability to adhere to infection 
control precautions. In addition, patients may pass through several healthcare facilities on their way – in Ukraine 
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and/or in adjacent countries - with the risk to acquire locally endemic multidrug-resistant bacteria in these facilities, 
before reaching their destination. The disruption of Ukraine’s healthcare system due to Russia’s invasion is 
resulting in patient transfers into the EU on an unprecedented scale with 10,000 hospital beds being secured for 
treatment of Ukrainian patients in need of care, including neonates, cancer patients, burn patients and patients 
requiring intensive care [50]. 



The patient populations mentioned above are among the high-risk populations for carriage and acquisition of 
multidrug-resistant bacteria and healthcare-associated infections. It is therefore of high importance that patient 
transfers and admissions of patients with recent hospitalisation in Ukraine are accompanied by adequate admission 
screening for multidrug-resistant bacteria, including specifically CRAb, and by appropriate IPC measures during 
patient transfer as much as possible. Further support to the healthcare facilities in Ukraine and adjacent countries 
may be needed to uphold IPC measures in difficult conditions with high patient numbers. Improvement of IPC and 
early detection of multidrug-resistant bacteria such as CRAb will directly benefit Ukrainian patients in need of care 
as well as patients in recipient healthcare systems.  



Options for response 
Screening patients at high risk for carriage of CRAb 



Pre-emptive isolation and screening of patients who are transferred from, or had recently been in contact with, 
hospitals and other healthcare settings in countries with high prevalence of CRAb are an immediate measure to 
reduce transmission in healthcare facilities and prevent outbreaks from imported CRAb. In the context of the 
Russian invasion of Ukraine, this applies to all patients with previous hospitalisation in Ukraine and adjacent 
countries in the past year. The optimal body sites for screening for CRAb have been difficult to determine and a 
combination of sites may be required to improve sensitivity. In a recent study, sampling of large skin areas (both 
arms and both legs) with sponges premoistened with phosphate buffer had the highest single site sensitivity for 
screening for CRAb carriage [51]. However, combinations of different sites for screening for CRAb carriage have 
been suggested based on other studies [52,53]. In addition, screening upon hospital admission should also include 
other multidrug-resistant bacteria (such as carbapenemase-producing Enterobacterales and meticillin-resistant 



Staphylococcus aureus) following national protocols. Patients should remain in pre-emptive isolation until 
availability of screening results.  



Preventing transmission from patients known to carry CRAb 



Good standard IPC, including hand hygiene, environmental cleaning, adequate reprocessing of medical devices, 
adequate capacity of microbiological laboratories as well as sufficient capacity of healthcare facilities for contact 
isolation, are the basis for prevention of transmission of highly drug-resistant bacteria. Prompt notification of the 
clinical and IPC teams is essential for the rapid implementation of IPC measures to prevent further spread. In a 
setting where CRAb is not endemic, each new case of CRAb should be considered as a trigger for further 
investigation and enhanced IPC measures. For CRAb-positive patients, hospitals should consider enhanced control 
measures such as contact precautions, single-room isolation or patient cohorting, and dedicated nursing staff for 
patients who are colonised or infected with CRAb.  



Specific recommendations for control of CRAb outbreaks  



Prompt initiation of an epidemiologic investigation complemented with environmental sampling and molecular 
typing might establish the source and thus prevent further cases. Potentially effective enhanced IPC measures for 
outbreak settings include regular active surveillance cultures for patients admitted to affected wards, cohorting of 
patients with dedicated nursing staff in separate areas, as well as rigorous environmental cleaning and disinfection. 
A recent study showed that a CRAb outbreak in an intensive care unit was controlled through proactive 
reinforcement of all routine IPC practices among healthcare workers, starting with hand hygiene; extended 
screening of patients for CRAb carriage; contact precaution measures for all patients until discharge, independently 
of CRAb status; environmental sampling using pre-moistened sterile gauze pads; and cycling radical cleaning and 
disinfection of all rooms, areas and patients, and did not necessitate closure of the unit [54]. Nevertheless, 
temporary stop of admissions or even complete closure of a unit or ward has been used as a measure of last resort 
in outbreak situations where other measures failed to control the spread CRAb. Education to improve compliance 
with hand hygiene is important as transmission via the hands of healthcare workers is a frequent mode of 
transmission in outbreaks. Targeted antimicrobial stewardship interventions may be useful to reduce further 



selection of resistance.  



Exchange of information and prevention of cross-border transmission  



Documentation of known CRAb carriage or infection at the time of cross-border patient transfer would optimise the 
early and effective implementation of measures to prevent the spread of CRAb. Standardised patient forms in 
English and in the language of the referring healthcare facility with information on, e.g., prior microbiological 
results and antimicrobial treatment, would improve clinical management of patients as well as transfer of 
information relevant for IPC. Proper IPC measures during transfer of patients should be ensured as much as 
possible.  
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Gathering reliable epidemiological data through notification of cases to public health authorities and exchange of 
information through electronic early warning platforms, such as the EpiPulse and early warning and response 
system (EWRS), are important activities to allow informed and coordinated actions by public health authorities 
across the EU/EEA. 



Consulted experts 



ECDC experts (in alphabetic order): Anke Kohlenberg, Dominique Monnet, Aikaterini Mougkou. 
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Main conclusions and options for response 



On 28 March 2022, Denmark reported two patients in EpiPulse with the same new variant of a carbapenem-
resistant Acinetobacter baumannii (CRAb) strain detected during routine screening upon admission to a Danish 
healthcare facility. The two patients had been hospitalised in Ukraine in early 2022 before being transferred to 
Denmark. CRAb is the cause of difficult-to-treat infections, and outbreaks in healthcare facilities have been 
reported worldwide. Recent data shows high proportions of carbapenem resistance in invasive isolates – 
mostly from bloodstream infections – of Acinetobacter spp. reported from Ukraine and adjacent countries 
(Belarus, Hungary, Poland, Republic of Moldova, Romania, Russian Federation and Slovakia) compared to 
considerably lower carbapenem resistance proportions in Central and Northern European countries. While this 
situation is not new, Russia’s invasion of Ukraine has resulted in an increased number of hospital transfers and 
exchanges of patients with prior healthcare exposure between countries with high and low CRAb prevalence. 
CRAb infections have especially been reported as associated with trauma and combat injuries, mainly occurring 
in Afghanistan and Iraq, but also previously in Eastern Ukraine. 



Pre-emptive isolation and screening for CRAb carriage of patients who are transferred from, or had recently 
been in contact with, hospitals and other healthcare settings in countries with high prevalence of CRAb are 
immediate measures to reduce transmission within healthcare facilities and prevent outbreaks from imported 
CRAb. In the context of the Russian invasion of Ukraine, this applies to all patients who have a history of 
hospital admission in Ukraine and adjacent countries in the preceding year. For CRAb-positive patients, 
hospitals should consider enhanced control measures such as contact precautions, single room isolation or 
patient cohorting, and dedicated nursing staff for patients who are colonised or infected with CRAb. For further 
options for response, please see the respective section below.  



Event background 
On 28 March 2022, Denmark reported two patients in EpiPulse with the same variant of a carbapenem-resistant 
Acinetobacter baumannii (CRAb) strain detected during routine screening upon arrival to a Danish healthcare 



facility. The two patients had been hospitalised in Ukraine in early 2022 before being transferred to Denmark. The 
CRAb isolates from both patients belong to the same new sequence type, carry a blaOXA-72 carbapenemase gene 
conferring resistance to carbapenems and are highly antibiotic-resistant, with only susceptibility to colistin and 
tigecycline.  
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Disease background 
Epidemiological situation in Europe 



CRAb is among the three multidrug-resistant bacteria in the category of highest priority for which new antibiotics 
are urgently needed on the WHO priority pathogen list [1]. It poses a significant threat to patients and healthcare 
systems in countries of the European Union (EU)/European Economic Area (EEA) with an estimated 2,363 annual 
attributable deaths in 2015 [2]. However, percentages of carbapenem resistance in Acinetobacter spp. vary 
considerably between European countries, with higher proportions of resistance in Southern and Eastern countries 
than in Northern and Central European countries (Figure 1) [3]. Ukraine and adjacent countries have high 
proportions of carbapenem resistance in invasive Acinetobacter spp. isolates with 77.1% in Ukraine, 94% in 
Belarus, 73% in Hungary, 78.2% in Poland, 93.1% in the Republic of Moldova, 93.3% in Romania, 93.9% in the 
Russian Federation and 30.8 % in Slovakia [3]. Carbapenem resistance in Acinetobacter spp. is related to the 
global spread of high-risk clones of carbapenemase-producing A. baumannii in healthcare systems [4-6].  



Figure 1. Acinetobacter spp.: percentage of invasive isolates with resistance to carbapenems 
(imipenem/meropenem), by country/area, WHO European Region, 2020 [3] 



 



Assessment  



Impact of CRAb on human health 



Healthcare-associated infections 



Healthcare-associated infections caused by A. baumannii in general include pneumonia, bloodstream infections, 
wound infections, urinary tract infections and meningitis after neurosurgical procedures [7]. A. baumannii 
infections frequently occur in patients with severe underlying diseases, mainly in intensive care units, and are often 
related to invasive procedures or indwelling devices [8,9]. However, infections in patients admitted to conventional 



medical and surgical wards are also increasing [10]. Although community-acquired A. baumannii infections have 
been described in tropical settings [11], CRAb infections in Europe seem to be almost exclusively healthcare-
associated.  



Carbapenems used to be the drug of choice for treatment of A. baumannii infections, but carbapenem resistance 
has been increasing globally [9]. The two CRAb isolates reported by Denmark were still susceptible to colistin and 
tigecycline. Both antimicrobials are being used to treat CRAb infections, but their clinical efficacy has limitations 
due to unfavourable pharmacokinetics despite in vitro susceptibility [12]. In addition, resistance to colistin and 
tigecycline has developed related to their use for treatment of CRAb, and pandrug-resistant A. baumannii isolates 
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have been described [13-15]. CRAb infections have been associated with poor patient outcomes [16] with 
increased mortality for patients with CRAb infections compared to carbapenem-susceptible A. baumannii infections 
[17,18]. 



Association of multidrug-resistant A. baumannii and CRAb with trauma and 
combat injuries 



Even though data on antimicrobial resistance in war and crisis zones is not easy to gather, combat-associated 
acquisition of multidrug-resistant A. baumannii have frequently been described in injured soldiers repatriated from 
Afghanistan and Iraq [19,20]. Multidrug-resistant A. baumannii caused an outbreak in the US military healthcare 
system related to military operations in Iraq [19]. CRAb was also isolated from the wounds of civilians injured 
during the Syrian war [21]. After terrorist attacks in Bali, 19 of 29 patients with severe burn injuries transferred for 
treatment to a hospital in Australia were found to be colonised with multidrug-resistant A. baumannii amongst 
other multidrug-resistant bacteria [22].  



Recent reports have also highlighted the detection of CRAb isolates in patients that were injured in the Eastern 



Ukrainian conflict in 2014 and 2015 and transferred for medical treatment to Germany [23,24]. Observed clustering 
of isolates from different receiving hospitals suggested that transmission events occurred during prior medical 
management in Ukraine or Belarus, or during transport flights [23]. A microbiological survey in four Ukrainian 
military hospitals in the period 2014-2020 found a proportion of carbapenem resistance of 67.9% in A. baumannii 
isolates from adult servicemen who were treated for war injuries and presented with healthcare-associated 
infections [25].  



Potential for spread of CRAb 



Spread in healthcare settings 



Most healthcare-associated outbreaks are caused by A. baumannii sensu stricto (s.s.), while outbreaks of other 
closely related species are rare [7]. Transmission occurs mainly via the hands of healthcare workers, contaminated 
medical equipment and the healthcare environment [26,27]. Factors contributing to outbreaks and the persistence 
of CRAb in healthcare settings include its antimicrobial resistance as well as resistance to disinfectants and to 
desiccation resulting in long-term survival on various surfaces [7,28]. A. baumannii has been frequently isolated 
from the immediate environment of patients carrying A. baumannii in hospitals, and even from surfaces in public 
areas surrounding hospitals [29].  



Outbreaks and cross-border transmission 



CRAb outbreaks are difficult to control. In Europe, many countries have experienced outbreaks of CRAb in 
healthcare settings in the past, for example Belgium [30], Bulgaria [31], Croatia [32] Denmark [33], France [34], 
Italy [35], Germany [36], Greece [37], Latvia [38], Spain [39] and the UK [40]. More recently, outbreaks of CRAb 
in COVID-19 units were reported worldwide, including in European countries [41]. Some of the outbreaks in 
European hospitals are documented to have occurred after the introduction of CRAb via cross-border patient 
transfer. The origin of the index patient has been reported as a European country (e.g. from Greece to Belgium 
[30], from Spain to Norway [42] and North Macedonia to Switzerland [41]) or a country from another continent 



(e.g. from Thailand to Germany [36], Iraq to UK [43], and Tahiti to mainland France [34]). 



Increased number of patient transfers due to Russia’s 
invasion of Ukraine 
High levels of multidrug resistance in healthcare-associated pathogens had been documented in Ukraine and 
adjacent countries prior to Russia’s invasion [3]. Country-to-country patient transfers are also a regular occurrence 
worldwide with a known risk of introduction of multidrug-resistant strains to new locations [44]. However, these 
transfers often involve repatriation of single patients while large-scale civil medical evacuations such as after the 
southeast Asian tsunami and the Bali terrorist attacks have remained rare [44,45]. Still, individual patient transfers 
between countries have resulted in frequent cross-border import of various multidrug-resistant pathogens into the 
EU/EEA, including CRAb, and were sometimes followed by outbreaks [30,36,46,47].  



More than 100 attacks on healthcare facilities have occurred in Ukraine since the start of Russia’s invasion and 
WHO estimated that, across Ukraine, 1000 facilities are in proximity to conflict areas and in changed areas of 
control [48]. In addition to direct attacks, shortage of healthcare staff because of flight, injury or killing of 
healthcare workers, and lack of medical supplies due to disrupted supply chains have further reduced the capacity 
of the Ukrainian healthcare system [49]. In this situation, healthcare facilities are likely to focus their resources on 
upholding clinical management of patients in the first place while there will be less capacity and resources for 
microbiological testing and infection prevention and control (IPC).  



Instability and insecurity during emergency medical evacuations will further impact the ability to adhere to infection 
control precautions. In addition, patients may pass through several healthcare facilities on their way – in Ukraine 
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and/or in adjacent countries - with the risk to acquire locally endemic multidrug-resistant bacteria in these facilities, 
before reaching their destination. The disruption of Ukraine’s healthcare system due to Russia’s invasion is 
resulting in patient transfers into the EU on an unprecedented scale with 10,000 hospital beds being secured for 
treatment of Ukrainian patients in need of care, including neonates, cancer patients, burn patients and patients 
requiring intensive care [50]. 



The patient populations mentioned above are among the high-risk populations for carriage and acquisition of 
multidrug-resistant bacteria and healthcare-associated infections. It is therefore of high importance that patient 
transfers and admissions of patients with recent hospitalisation in Ukraine are accompanied by adequate admission 
screening for multidrug-resistant bacteria, including specifically CRAb, and by appropriate IPC measures during 
patient transfer as much as possible. Further support to the healthcare facilities in Ukraine and adjacent countries 
may be needed to uphold IPC measures in difficult conditions with high patient numbers. Improvement of IPC and 
early detection of multidrug-resistant bacteria such as CRAb will directly benefit Ukrainian patients in need of care 
as well as patients in recipient healthcare systems.  



Options for response 
Screening patients at high risk for carriage of CRAb 



Pre-emptive isolation and screening of patients who are transferred from, or had recently been in contact with, 
hospitals and other healthcare settings in countries with high prevalence of CRAb are an immediate measure to 
reduce transmission in healthcare facilities and prevent outbreaks from imported CRAb. In the context of the 
Russian invasion of Ukraine, this applies to all patients with previous hospitalisation in Ukraine and adjacent 
countries in the past year. The optimal body sites for screening for CRAb have been difficult to determine and a 
combination of sites may be required to improve sensitivity. In a recent study, sampling of large skin areas (both 
arms and both legs) with sponges premoistened with phosphate buffer had the highest single site sensitivity for 
screening for CRAb carriage [51]. However, combinations of different sites for screening for CRAb carriage have 
been suggested based on other studies [52,53]. In addition, screening upon hospital admission should also include 
other multidrug-resistant bacteria (such as carbapenemase-producing Enterobacterales and meticillin-resistant 



Staphylococcus aureus) following national protocols. Patients should remain in pre-emptive isolation until 
availability of screening results.  



Preventing transmission from patients known to carry CRAb 



Good standard IPC, including hand hygiene, environmental cleaning, adequate reprocessing of medical devices, 
adequate capacity of microbiological laboratories as well as sufficient capacity of healthcare facilities for contact 
isolation, are the basis for prevention of transmission of highly drug-resistant bacteria. Prompt notification of the 
clinical and IPC teams is essential for the rapid implementation of IPC measures to prevent further spread. In a 
setting where CRAb is not endemic, each new case of CRAb should be considered as a trigger for further 
investigation and enhanced IPC measures. For CRAb-positive patients, hospitals should consider enhanced control 
measures such as contact precautions, single-room isolation or patient cohorting, and dedicated nursing staff for 
patients who are colonised or infected with CRAb.  



Specific recommendations for control of CRAb outbreaks  



Prompt initiation of an epidemiologic investigation complemented with environmental sampling and molecular 
typing might establish the source and thus prevent further cases. Potentially effective enhanced IPC measures for 
outbreak settings include regular active surveillance cultures for patients admitted to affected wards, cohorting of 
patients with dedicated nursing staff in separate areas, as well as rigorous environmental cleaning and disinfection. 
A recent study showed that a CRAb outbreak in an intensive care unit was controlled through proactive 
reinforcement of all routine IPC practices among healthcare workers, starting with hand hygiene; extended 
screening of patients for CRAb carriage; contact precaution measures for all patients until discharge, independently 
of CRAb status; environmental sampling using pre-moistened sterile gauze pads; and cycling radical cleaning and 
disinfection of all rooms, areas and patients, and did not necessitate closure of the unit [54]. Nevertheless, 
temporary stop of admissions or even complete closure of a unit or ward has been used as a measure of last resort 
in outbreak situations where other measures failed to control the spread CRAb. Education to improve compliance 
with hand hygiene is important as transmission via the hands of healthcare workers is a frequent mode of 
transmission in outbreaks. Targeted antimicrobial stewardship interventions may be useful to reduce further 



selection of resistance.  



Exchange of information and prevention of cross-border transmission  



Documentation of known CRAb carriage or infection at the time of cross-border patient transfer would optimise the 
early and effective implementation of measures to prevent the spread of CRAb. Standardised patient forms in 
English and in the language of the referring healthcare facility with information on, e.g., prior microbiological 
results and antimicrobial treatment, would improve clinical management of patients as well as transfer of 
information relevant for IPC. Proper IPC measures during transfer of patients should be ensured as much as 
possible.  
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Gathering reliable epidemiological data through notification of cases to public health authorities and exchange of 
information through electronic early warning platforms, such as the EpiPulse and early warning and response 
system (EWRS), are important activities to allow informed and coordinated actions by public health authorities 
across the EU/EEA. 



Consulted experts 



ECDC experts (in alphabetic order): Anke Kohlenberg, Dominique Monnet, Aikaterini Mougkou. 
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Antibacterial items/ STAR-PU and Broad Spectrum %


Note that practice achievement is higher than overall –
small number of surgeries with higher usage







Trends 


Amoxicillin


Clarithromycin


Pen V


Doxycycline


Upward trend driven 
by respiratory 


antibiotics – likely viral 
infections







Amoxicillin course lengths 


Percentage of AMOXICILLIN 500MG 
prescription items by Quantity 


Q 15 = 5 day; Q21 = 7 day
7 day  → 5 day = 29% DDD ↓


0%


10%


20%


30%


40%


50%


60%


70%


80%


90%


100%


2019 2020 2021 2019 2020 2021 2019 2020 2021


CHESHIRE & MERSEYSIDE STP GREATER MANCHESTER HSC PARTNERSHIP STP HEALTHIER LANCASHIRE & SOUTH CUMBRIA STP


Sum of Items with quantity 15 Sum of Items with quantity 21 Sum of Items with quantity other than 15 or 21


Moving to 5 day course length (as per NICE guidance) instead of 7 day would significantly 
decrease consumption without significant culture change.
Quantitative benefit from qualitative improvement ~£200k per year across the North WestSource: NHSBSA







Watch and Reserve in Secondary care


Clatterbridge


Alder Hey


Warrington 
and Halton
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Current position against 2022/23 target (2018 CY baseline)
Some achieving already







Inequalities in UTI admissions







Resistances Q4 2021


National average Cheshire and Merseyside 


Enterococcus spp. isolates (excluding urinary samples) were 
resistant to vancomycin / teicoplanin 


21.1% 59.1%


Pseudomonas spp. isolates resistant to ceftazidime 4.8% 7.3%


K. pneumoniae isolates resistant to carbapenems 3.7% 6.2%


K. pneumoniae isolates resistant to 3rd generation 
cephalosporins 


15% 18.2%







Future 
plans


• AMS group membership establishing


• Data packs to be generated monthly


• Work with Alder Hey to generate 
messages around decreasing prescribing 
for children


• AMR dashboard early access to be 
extended


• PGDs to be reviewed with national risk 
assessment


• Investigating region wide app


• Supporting organisations
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