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News  

Volume 9 Number 37   Published on: 16 October 2015 

EVD: international epidemiological summary (at 11 October 2015)  

As of 11 October 2015, a total of 28,490 clinically compatible cases of Ebola virus disease 

(EVD) (15,239 confirmed) had been reported associated the West African outbreak, 11,312 of 

which have died. 

In the two weeks prior to 11 October, no new confirmed cases were reported in West Africa. 

However, initial reports indicate that two new cases have been reported in Guinea for the week 

commencing 12 October, the first cases reported in this country since 27 September. 

A UK survivor of EVD is currently hospitalised in a critical condition in the Royal Free Hospital in 

London due to late EVD-related complications. As a precautionary measure, close contacts 

have been offered rVSV-ZEBOV vaccine. This current development does not alter the public 

health risk assessment for the UK. 

More detailed information is available in PHE’s full weekly Ebola Epidemiological Update.  A 

graphical indication of currently affected areas (in Guinea, Liberia and Sierra Leone) is 

presented in the Ebola Outbreak Distribution Map.  

Number of new confirmed cases reported per week (12 July to 11 October 2015) in affected 
countries in West Africa

 
Data source: WHO Ebola Situation Report 14 October 2015. 
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Sexually transmitted infections in Europe 2013  

The European Centre for Disease Prevention and Control (ECDC) recently released a new 

surveillance report, ‘Sexually transmitted infections in Europe 2013’ [1] that describes the 

epidemiological features and trends of the five STI under EU surveillance: Chlamydia 

Trachomatis, gonorrhoea, syphilis, congenital syphilis, and Lymphogranuloma Venereum 

(LGV). It covers the years 2004 to 2013. 

Across the European Union and European Economic Area different age groups and risk groups 

are affected by different STI. 

Whilst only 14% of diagnoses of infectious syphilis were seen in young adults (15-25 years of 

age) in 2013, this age group accounted for almost 39% of gonorrhoea and 67% of chlamydia 

cases. This not only reflects the prevalence of disease but also testing and screening practices 

targeted at sexually active young adults, particularly for Chlamydia Trachomatis infections. 

The syphilis diagnostic rate has increased since 2010 and diagnoses of gonorrhoea have 

increased by 79% since 2008, particularly among men in whom diagnoses have almost 

doubled. These rises have been linked to increased diagnoses among men who have sex with 

men (MSM). 

Sexually transmitted infection surveillance data for England for 2014 were published by Public 

Health England on 23 June 2015 [2]. 

The latest HIV data for England were due to be released on Tuesday 20 October 2015 [3]. 
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School closure following formaldehyde contamination 

The Health and Safety Executive is investigating the circumstances that led to the evacuation of 

a primary school in Stafford, central England, earlier this month, after it was confirmed, by an 

independent industrial hygiene contractor, that high levels of formaldehyde vapour had 

contaminated parts of the indoor environment of the premises. 

As a precautionary measure 420 pupils and 70 members of staff were relocated to alternative 

sites and incident response measures immediately taken by the local authority with support 

from the local PHE Centre. 

A PHE incident coordination team, established at the time of the closure, chaired by the local 

PHE director of health protection, coordinated communications with parents, staff and local 

media. This included a meeting with parents and staff within a week of the closure and the 

setting up of a telephone helpline; a local media briefing was also held and a county council 

press release issued. An extensive series of questions and answers were published on the 

Staffordshire County Council website. The Q&As included an extensive briefing on the short 

and long term health effects of the exposure. 

Complaints about a noxious odour had begun after the school re-opened in early September, 

after the summer holidays. Subsequently, complaints of nausea, sore throats and coughs arose. 

Under-floor polyurethane foam insulation had been installed during the summer vacation period. 

It was explained that the closure had been necessary to eliminate any risk of further exposure of 

staff and pupils. Although there had been a potential for exposure, parents were advised that 

there were unlikely to be long-lasting health effects, even for asthma sufferers, for example. 

(The principal concern about formaldehyde toxicity relates to the effect of long-term exposure.) 
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Bacteraemia 

Voluntary surveillance of bacteraemia caused by Enterobacter spp., 
Serratia spp. and Citrobacter spp. in England, Wales and Northern Ireland: 
2010-2014 

These analyses are based on data relating to diagnoses of bloodstream infections caused by 

Enterobacter spp., Serratia spp. and Citrobacter spp. between 2010 and 2014 in England, 

Wales and Northern Ireland (EWNI) extracted from Public Health England’s (PHE) voluntary 

surveillance database Second Generation Surveillance System (SGSS).  

SGSS comprises a communicable disease module that includes antimicrobial susceptibility data 

(CDR; formerly CoSurv/LabBase2) and a separate comprehesive antimicrobial resistance 

module (AMR; formerly AmSurv). Data were extracted on 28 September 2015. The AMR 

module captures more comprehensive antibiogram data (involving all antibiotics tested), 

allowing a more robust evaluation of multi-drug resistance rates. However trends cannot be 

undertaken using AMR data due to lower laboratory coverage in this module in previous years.  

The data presented here for earlier years will differ in some instances from those in earlier 

publications partly due to the inclusion of late reports.  

Rates of bacteraemia laboratory reports were calculated using  mid-year resident population 

estimates for the respective year and geography[1,2]. Geographical analyses were based on 

the residential postcode of the patient if known (otherwise the GP postcode if known or failing 

that the postcode of the laboratory) with cases in England being assigned to one of 15 local 

PHE centres (PHECs) formed from administrative local authority boundaries. 

This report includes analyses of the trends, patient demographic and geographical distribution 

as well as antimicrobial susceptibility among these bacteraemia episodes. 

Key points 

 In the context of a large decrease in the rate of bacteraemia due to Enterobacter spp. and 

Serratia spp between 2007 and 2014, the rates increased marginally between 2013 and 2014 

(by 2% and 6% respectively). This was equivalent to an increase in the rate from 3.27 to 3.34; 

and from 1.42 to 1.50 respectively per 100,000 population. The rate for Citrobacter spp. 

remained stable from 2007 to 2014 at around 1/100,000 per annum 
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 Of the three genera, Serratia spp. had the highest proportion of reports identified to species 

level (96%) in 2014 representing a continuing improvement in species reporting. Reporting to 

species level was 93% and 91% for Enterobacter spp. and Citrobacter spp. respectively in 

2014. 

 Rates of bacteraemia were generally higher in males than females and among older adults 

(≥65 years) and infants (<1 year) across the three genera. 

 At country level, England had the highest rate of bacteraemia reports across all genera in 

2014, 3.39/100,000 for Enterobacter spp., 1.52 for Serratia spp. and 1.43 for Citrobacter spp. 

These compare to 2.49, 1.46 and 0.94 respectively for Wales and 3.31, 1.09 and 0.49 

respectively for Northern Ireland. 

 Within England, the rate of bacteraemia varied between PHE centres for each genus. No 

single geographical area bore the highest burden across all genera.  

 Trends in antimicrobial resistance were assessed for five classes of antibiotics from 2010 to 

2014. 

 There was a decrease in the proportion of isolates reported as resistant to third generation 

cephalosporins among Enterobacter spp. isolates, with 26% reported as resistant to 

cefotaxime and 28% resistant to ceftazidime by 2014. A decrease was also observed for 

Serratia spp. reaching 14% (for cefotaxime) and 13% for (for ceftazidime) by 2014. 

 Resistance to the fluoroquinolone ciprofloxacin decreased for Serratia spp. blood culture 

isolates during the five year period reaching 6% in 2014 whereas the proportion of isolates 

reported as resistant was stable for the other two genera. Resistance to tobramycin 

(aminoglycoside) increased markedly among Serratia spp. isolates from 9% in 2010 to 19% in 

201 but remained stable for the other two genera. 

 A slight increase in the proportion of Enterobacter spp. and Citrobacter spp. isolates reported 

resistant to piperacillin/tazobactam was observed over the five-year period reaching 21% and 

10% respectively in 2014. This may reflect the recent switch from BSAC  to EUCAST MIC 

breakpoint from 16 to 8 mg/L for this agent. In contrast (and despite the breakpoint reduction), 

a decrease was noted for Serratia spp. isolates (reaching 9% in 2014) 

 Resistance to meropenen or ertapenem (carbapenems) was uncommon although resistance 

to ertapenem was relatively higher only for Enterobacter spp. (9% of isolates in 2014  and 

remaining stable). A small but notable increase in ertapenem resistance among Citrobacter 

spp. isolates was identified; from 0% (0/281) in 2013 to 3% (10/369) in 2014 which was in the 
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context of lower levels resistance to this agent among these isolates in the previous four years 

(inter-year range 0% - 2%). 

 The most common dual resistance was to third generation cephalosporins and gentamicin 

among Enterobacter spp. isolates (5.1%). The least frequent dual resistance was for 

ciprofloxacin and gentamicin among Serratia spp. isolates (0%). 

Trends in the number of bacteraemia reports and rates  

The proportion of total bacteraemia reports (all causative pathogens) that were 

Enterobacter spp. was low and stable at 2% annually between 2010 (1,992/98,352) and 2014 

(1,981/106,708) (data not shown). Serratia spp. accounted for 1% of total bacteraemia reports 

annually in the same five year period with 889 reports in 2014. Citrobacter spp. also remained 

stable at <1% of total bacteraemia reports annually with 799 episodes in 2014. 

The number of bacteraemia reports due to Enterobacter spp. increased by 3% from 2013 

(n=1,920) to 2014 (n=1,981) (Table 1). The number of bacteraemia reports due to Serratia spp., 

increased by 7% over the same period (n=705 and n=749 respectively). Citrobacter spp. 

bacteraemia reports decreased by 6% also over the same two-year period (n=388 and n=366 

respectively). 

Figure 1 Trends in rates of laboratory reports of Enterobacter spp., Serratia spp. and 
Citrobacter spp. bacteraemia in England, Wales and Northern Ireland  
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Figure 1 shows trends in the rates of bacteraemia laboratory reports per 100,000 resident 

population between 2007 and 2014 by genus. Of the three genera, Enterobacter spp. had the 

highest annual rate and Citrobacter spp. had the lowest rate. Over the eight year period, the 

rate of Enterobacter spp. bacteraemia decreased by 28% from 4.66/100,000 in 2007 to 

3.34/100,000 in 2014; the largest decrease being from 2007 to 2010 and stabilising afterwards. 

The increase from 2013 to 2014 was 2% but this represented a small fluctuation. The annual 

rate of bacteraemia due to Serratia spp. decreased by 29% from 2.12/100,000 in 2007 to 

1.50/100,000 in 2014; the increase from 2013 to 2014 by 6% also represented a small 

fluctuation. The annual rate of bacteraemia due to Citrobacter spp. was relatively stable 

throughout the study period at around 1/100,000. 

Table 1 shows trends in the distribution of species and species identification by genus from 

2010 to 2014. In 2014 the great majority of Enterobacter spp. reports were reported to species 

level (93%) but this represented a marginal decrease compared to previous years. In 2014, the 

predominant species (group) causing Enterobacter spp. bacteraemia was E. cloacae, 

accounting for 72% of reports, followed by E. areogenes (17%). E. cloacae is part of the 

Enterobacter cloacae complex which includes other related species some of which were 

reported (Table 1). However the distinction between members of the complex is not always 

reliable. It should be noted that E. sakazakii is now classified under the genus Cronobacter 

although the number of reports using the older taxonomy has decreased.   

The majority of Serratia spp. reports were reported to species level (96%) in 2014, a small 

improvement compared to previous years. In 2014, the predominant species was S. 

marcescens accounting for 84% of reports, followed by S. liquefaciens (9%).  

The proportion of Citrobacter spp. reported to species level in 2014 (91%) was similar to 

previous years. This n 2014, the predominant species causing was C. diversus accounting for 

46% of reports, followed by C. freundii (37%). Although these two species are similarly frequent, 

they differ greatly in susceptibility to antibiotics hence species identification is of great 

importance.  

The expanded list of species being reported for Enterobacter/Citrobacter/Serratia bacteraemia 

reflects the increased use of automated diagnostic technology (MALDI-TOF) which enables 

laboratories to distinguish more species. 
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Table 1. Reports of bacteraemia due to Enterobacter spp., Serratia spp. and Citrobacter 
spp. (England, Wales and Northern Ireland): 2010 to 2014 

No. % No. % No. % No. % No. %

E. cloacae† 1,490 75% 1,501 75% 1,351 72% 1,343 70% 1,422 72%

E. aerogenes 333 17% 334 17% 352 19% 342 18% 338 17%

E. sakazakii* 27 1% 21 1% 19 1% 28 1% 15 1%

E. amnigenus 6 0% 12 1% 5 0% 7 0% 4 0%

E. gergoviae 6 0% 6 0% 3 0% 7 0% 4 0%

E. intermedius 3 0% 0 0% 1 0% 0 0% 1 0%

E. asburiae† 0 0% 0 0% 0 0% 0 0% 1 0%

E. cancerogenus 0 0% 0 0% 0 0% 0 0% 1 0%

E. kobei† 0 0% 0 0% 0 0% 0 0% 4 0%

Enterobacter spp., other named 36 2% 30 1% 27 1% 48 3% 58 3%

Enterobacter spp, not recorded 91 5% 107 5% 117 6% 145 8% 133 7%

Enterobacter  spp. total 1,992 100% 2,011 100% 1,875 100% 1,920 100% 1,981 100%

S. marcescens 767 82% 697 79% 670 82% 705 85% 749 84%

S. liquefaciens 103 11% 106 12% 82 10% 71 9% 80 9%

S. fonticola 5 1% 6 1% 8 1% 8 1% 3 0%

S. odorifera 5 1% 7 1% 3 0% 6 1% 2 0%

S. plymuthica 5 1% 2 0% 3 0% 1 0% 0 0%

S. rubidaea 1 0% 1 0% 2 0% 0 0% 1 0%

S. ficaria 0 0% 1 0% 2 0% 1 0% 1 0%

S. proteamaculas 1 0% 1 0% 0 0% 0 0% 0 0%

Serratia spp., other named 0 0% 9 1% 12 1% 10 1% 21 2%

Serratia spp., not recorded 54 6% 51 6% 32 4% 30 4% 32 4%

Serratia  spp. total 941 100% 881 100% 814 100% 832 100% 889 100%

C. diversus 316 47% 379 48% 322 46% 388 52% 366 46%

C. freundii 250 37% 284 36% 264 38% 236 32% 299 37%

C. amalonaticus 5 1% 3 0% 7 1% 3 0% 4 1%

C. farmeri 0 0% 0 0% 0 0% 0 0% 2 0%

C. youngae 0 0% 0 0% 0 0% 0 0% 1 0%

Citrobacter  spp. other named 44 6% 61 8% 45 6% 58 8% 58 7%

Citrobacter  spp., not recorded 63 9% 61 8% 56 8% 63 8% 69 9%

Citrobacter  spp. total 678 100% 788 100% 694 100% 748 100% 799 100%

† Part of the Enterobacter cloacae  complex
*This species is now recognised under the genus Cronobacter.  Despite the taxonomic change, laboratories stil l  use the older taxonomic classification. 
 Future HPRs will  not include E. sakazakii

2010 2011 2012 2013 2014

 

 

Age and sex distribution 

Figures 2 to 4 show the age and sex-specific rates of bacteraemia reports in EWNI in 2014 per 

100,000 resident population. In general, the rates were higher in adults over 75 years and in 

infants (under one year) of cases. The rate of bacteraemia was substantially higher among 

males than females across all age groups in general except those aged 5 to 44 years where the 

rates were similar. 

Among the oldest age group (75 years or more), the rate  for Enterobacter spp. and Citrobacter 

spp. was three to four times higher in males than in females, with incidence rate ratios (IRR) of 

3.12 and 4.95 respectively. For Serratia spp. the male to female incidence rate ratios was 

highest in 65 to 74 year-olds (IRR of 2.51).  



 
Health Protection Report Vol 9 No. 37 – 16 October 2015 

Figure 2. Age and sex-specific rates of Enterobacter spp. bacteraemia reports per 
100,000 population (England, Wales and Northern Ireland): 2014 
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Figure 3. Age and sex-specific rates of Serratia bacteraemia reports per 100,000 
population (England, Wales and Northern Ireland): 2014 
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Figure 4. Age and sex-specific rates of Citrobacter spp. bacteraemia reports per 100,000 
population (England, Wales and Northern Ireland): 2014 
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Geographical distribution 

The geographical analyses presented here are not corrected for variation in reporting between 

geographical areas. Tables 2-4 show trends by geographical region from 2010 to 2014. Figures 

5-7 are graphical displays of the regional variation in 2014. 

In 2014 the rate of laboratory reports of Enterobacter spp. bacteraemia in EWNI was 

3.34/100,000; England had the highest rate (3.39) followed by Northern Ireland (3.31) then 

Wales (2.49). The Serratia spp. bacteraemia rate in 2014 was 1.50/100,000 for EWNI with the 

highest rate was in England (1.52) followed by Wales (1.46) then Northern Ireland (1.09). The 

Citrobacter spp. bacteraemia rate in EWNI was 1.35/100,000 with highest rates again in 

England (1.43), with rates for Wales and Northern <1 per 100,000 each.  

Within England, there was variation in the rate between the 15 PHECs across the three genera. 

There was no evidence that a single PHE centre bore the greatest burden for all three genera. 

However Thames Valley tended to have the lowest rate. 

For Enterobacter spp., the highest rate was in East Midlands in 2014 (4.36) compared to other 

PHECs except in 2012. The lowest rate in 2014 was in Yorkshire and Humber (1.98) with a 

steady decline observed in this region since 2010 (3.88). No PHEC experienced a steady year 

on year increase. 

In 2014, the highest rate for Serratia spp. was in Cheshire and Merseyside (2.30) and the  

lowest in Thames Valley (0.91). A general increase in rates in Cheshire and Merseyside and in  

Cumbria and Lancashire was observed despite small inter-year fluctuations.   
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Figures 5, 6 and 7. Geographical distribution of the rate of Enterobacter spp., 
Serratia spp. and  Citrobacter spp. bacteraemia reports, respectively, per 100,000 
population (England, Wales and Northern Ireland): 2014 

 

 

In 2014, the highest rate for Citrobacter spp. was in Cumbria and Lancashire and in London 

(1.78 each) and the lowest in Thames Valley (0.77). From 2010 to 2014 a slow but steady 

increase in the population rate for this pathogen was observed in Cumbria and Lancashire (0.77 

in 2010) and South Midlands and Hertfordshire (from 0.91 to 1.51 respectively). A gradual 

decrease was observed in Cheshire and Merseyside (from 1.12 to 0.86 respectively).  

As comparison, the separate analysis for Klebsiella spp. bacteraemia showed that the highest 

rate was in Greater Manchester in 2014 at 14.11/100,000. The lowest rate was in Thames 

Valley [3]. 
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Table 2: Rate Enterobacter spp. bacteraemia reports per 100,000 population by PHE 
Centre (England, Wales and Northern Ireland): 2010 to 2014 

2010 2011 2012 2013 2014

Cheshire and Merseyside 2.83 3.69 3.14 3.01 3.37

Cumbria and Lancashire 2.81 2.75 2.95 4.22 3.45

Greater Manchester 3.72 4.73 3.52 3.72 3.84

North East 2.94 3.04 3.11 2.95 3.05

Yorkshire and Humber 3.88 3.35 2.71 2.64 1.98

Anglia and Essex 3.76 3.37 3.37 3.33 3.65

East Midlands 4.87 4.63 3.31 4.34 4.36

South Midlands and Hertfordshire 2.26 1.94 2.22 2.08 3.10

West Midlands 3.29 2.91 3.62 3.30 3.52

London London 3.93 3.95 3.90 3.81 3.96

Avon Gloucestershire and Wiltshire 2.83 2.64 2.66 2.38 3.23

Devon Cornwall and Somerset 3.74 4.04 3.29 3.23 3.78

Kent Surrey and Sussex 3.40 3.51 3.08 3.25 3.66

Thames Valley 2.64 2.72 2.64 2.28 2.31

Wessex 3.20 3.44 3.08 2.84 2.70

England 3.49 3.46 3.22 3.25 3.39

Northern Ireland 3.38 3.58 2.80 4.15 3.31

Wales 3.05 3.59 3.35 3.11 2.49

England, Wales and Northern Ireland 3.46 3.47 3.21 3.27 3.34

South of England

Region PHE centre

Rate per 100,000 resident population

North of England

Midlands and East 

of England

 

 
Table 3: Rate Serratia spp. bacteraemia reports per 100,000 population by PHE Centre 
(England, Wales and Northern Ireland): 2010 to 2014 

2010 2011 2012 2013 2014

Cheshire and Merseyside 1.62 2.03 1.65 2.11 2.30

Cumbria and Lancashire 1.53 1.63 1.58 1.63 1.78

Greater Manchester 2.14 1.45 1.89 1.55 1.57

North East 2.20 2.00 1.58 2.11 1.83

Yorkshire and Humber 1.71 0.98 1.03 0.88 1.06

Anglia and Essex 1.42 1.58 1.59 1.20 1.87

East Midlands 1.49 1.90 1.37 1.54 1.27

South Midlands and Hertfordshire 0.79 0.97 0.55 0.58 1.08

West Midlands 1.51 1.53 1.06 1.32 1.30

London London 1.75 1.45 1.54 1.46 1.97

Avon Gloucestershire and Wiltshire 1.03 0.94 1.22 0.71 1.37

Devon Cornwall and Somerset 1.74 1.91 2.34 2.11 1.91

Kent Surrey and Sussex 1.89 1.27 1.13 1.60 1.28

Thames Valley 0.90 1.19 0.73 0.44 0.91

Wessex 0.91 1.40 1.39 1.38 1.11

England 1.56 1.46 1.35 1.36 1.52

Northern Ireland 2.22 2.43 1.26 2.08 1.09

Wales 2.59 2.02 2.18 1.95 1.46

England, Wales and Northern Ireland 1.64 1.52 1.39 1.42 1.50

South of 

England

Region PHE centre

Rate per 100,000 resident population

North of 

England

Midlands and 

East of England
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Table 4: Rate Citrobacter spp. bacteraemia reports per 100,000 population by PHE Centre 
(England, Wales and Northern Ireland): 2010 to 2014 

2010 2011 2012 2013 2014

Cheshire and Merseyside 1.12 1.66 1.53 1.36 0.86

Cumbria and Lancashire 0.77 0.87 0.97 1.17 1.78

Greater Manchester 0.83 0.97 1.11 0.85 1.02

North East 0.77 1.19 0.73 0.96 1.11

Yorkshire and Humber 1.22 1.30 1.02 0.96 0.86

Anglia and Essex 1.61 1.62 1.25 1.65 1.37

East Midlands 1.78 2.00 1.34 1.44 1.50

South Midlands and Hertfordshire 0.91 0.93 0.92 1.06 1.51

West Midlands 1.24 1.55 1.29 1.69 1.73

London London 1.15 1.63 1.62 1.57 1.78

Avon Gloucestershire and Wiltshire 0.99 0.94 1.22 0.88 1.49

Devon Cornwall and Somerset 1.55 1.18 1.31 1.39 1.33

Kent Surrey and Sussex 1.60 1.32 1.33 1.41 1.65

Thames Valley 0.80 0.79 0.59 1.12 0.77

Wessex 1.03 1.51 1.09 1.27 1.26

England 1.21 1.39 1.22 1.32 1.40

Northern Ireland 0.89 0.99 0.71 0.55 0.49

Wales 0.75 1.11 0.85 0.91 0.94

England, Wales and Northern Ireland 1.18 1.36 1.19 1.27 1.35

South of England

Region PHE centre

Rate per 100,000 resident population

North of England

Midlands and 

East of England

 

Antimicrobial susceptibility data 

Tables 5-7 present antibiotic susceptibility trends from 2010 to 2014 for blood culture isolates by 

genus. This analysis examines six classes of antibiotics: third-generation cephalosporins 

(cefotaxime or ceftazidime), carbapenems (meropenem or ertapenem), a fluoroquinolone 

(ciprofloxacin), a penicillin/beta-lactamase inhibitor combination (piperacillin/tazobactam), and 

an aminoglycoside (gentamicin, amikacin or tobramycin). Table 8 shows dual resistance in 

England in 2014 based on a defined combination of antimicrobial drugs using SGSS’s AMR 

data. 

In this analysis, the highest level of resistance was found in relation to the cephalosporin class 

across all three genera. Among Enterobacter spp., the mechanism of resistance to third-

generation cephalosporins commonly reflects de-repression of chromosomal AmpC β-

lactamase. Among Enterobacter spp. bacteraemia isolates, a small decline in resistance to both 

agents was observed between 2010 and 2014, from 32% to 28% for ceftazidime and from 33% 

to 26% for cefotaxime. Decreasing trends were also found for Serratia spp. reaching 13% for 

ceftazidime and 14% for cefotaxime in 2014. These trends most likely reflect decreased beta-

lactam exposure in clinical practice. The level of resistance was comparatively lower among 

Citrobacter spp. with no evidence of change observed. The latter result may reflect the varied 

AmpC β-lactamase characteristics among Citrobacter species (e.g. C. diversus does not have 
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AmpC β-lactamase hence cannot become de-repressed and C. freundii behaves like 

Enterobacter spp. with the risk of AmpC β-lactamase de-repression 

The proportion of isolates reported as being resistant to gentamicin was lowest among Serratia 

spp. bacteraemia isolates, fluctuating between 1% and 2%. Overall, across all genera, the level 

of resistance to this agent remained stable over the period.  Resistance to amikacin was 

assessed only for Enterobacter spp. and Citrobacter spp. This is because S. marcescens 

(which accounts for the majority of Serratia spp.) produces a chromosomally encoded AAC(6) 

enzyme which can become derepressed via mutation, which affects the activity of amikacin [4]. 

Resistance to amikacin was rare among Enterobacter spp. and Citrobacter spp. isolates, with 

no evidence of change from 2010 to 214. Resistance among Serratia spp. isolates to 

tobramycin showed marked increases from 9% of isolates in 2010 to 19% in 2014 whereas for 

the other two genera resistance levels remained generally stable. 

Resistance to piperacillin/tazobactam showed a gradual increase over the five year period for 

Enterobacer spp. (from 18% to 21%) and for Citrobacter spp. isolates (from 7% to 10%).  This 

may reflect the recent switch from BSAC to EUCAST MIC breakpoint from 16 to 8 mg/L. 

However a decrease in resistance was evident for Serratia spp., down from 15% in 2010 to 9% 

in 2014.  

Of the two carbapenems, resistance to meropenem remained uncommon in the study period 

across all genera with 1% or fewer of isolates reported as resistant and with a marginal increase 

in 2013 for Enterobacter spp. isolates not sustained into 2014. Resistance to ertapenem was 

also uncommon across all genera (1%-2%) except among Enterobacter spp. isolates where it 

was relatively higher (inter-year range between 9% -10% of isolates tested during this period) 

and remaining at 9% (77/871) in 2014. A small but notable increase in resistance to ertapenem 

was observed among Citrobacter spp. isolates from 0% in 2013 (0/281) to 3% in 2014 (10/369). 

However the underlying number of isolates resistant to ertapenem was small and it remains to 

be seen whether this trend will persist given that resistance to this agent was uncommon for 

Citrobacter spp. in the previous four years (inter-year range 0% - 2%).  

It should be noted that EUCAST’s clinical breakpoint for determining susceptibility to ertapenem 

is lower than that for meropenem (0.5mg/L vs 2mg/L respectively). However, the ertapenem 

compound is more prone to resistance due to de-repressed AmpC β-lactamase together with 

porin deficiency arising via mutation. Meropenem resistance is rarer owing to the higher 

breakpoint and lower vulnerability to this combination of mechanisms. Consequently resistance 

to meropenem is more likely to be due to true carbapenemases, hence of public health concern. 
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Although the increase in resistance to ertapenem was found only for Citrobacter spp. this is in 

the context of an increasing trend in carbapenem resistance among Klebsiella spp. bacteraemia 

isolates reported previously [3]. Despite the small underlying numbers involved for Citrobacter 

spp. (and for Klebsiella spp.), the increase among these bacteraemia isolates identified from 

PHE data is of concern and warrants close vigilance given that this class of antibiotics is a 

powerful last-line treatment for serious infections caused by Gram-negative bacteria. Moreover 

these increases are occurring in the context of the emergence of resistance to these antibiotics 

among Enterobacteriaceae reported internationally in recent years [5,6].    

In recognition of the importance of carbapenemase-producing Enterobacteriaceae (CPE), PHE 

issued a toolkit in December 2013 on the identification and management of affected patients in 

acute healthcare settings [7]. This toolkit includes a risk assessment to identify those individuals 

who should be screened for colonisation or infection with CPE as part of the routine admission 

procedure. A toolkit for non-acute settings is to follow. 

 
Table 5. Antibiotic susceptibility of Enterobacter spp. bacteraemia isolates, England, 
Wales and Northern Ireland: 2010-2014 

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resistant

Gentamicin 1,686 5% 1,767 6% 1,673 6% 1,712 6% 1,676 6%

Ciprofloxacin 1,602 5% 1,652 5% 1,550 5% 1,618 6% 1,567 6%

Ceftazidime 1,339 32% 1,368 30% 1,288 29% 1,265 31% 1,270 28%

Cefotaxime 971 33% 998 29% 973 27% 933 26% 958 26%

Meropenem 1,229 1% 1,351 1% 1,338 1% 1,395 1% 1,457 1%

Ertapenem 248 9% 447 10% 624 9% 735 9% 871 9%

Tobramycin 472 7% 503 9% 508 7% 519 7% 541 10%

Amikacin 969 2% 961 2% 961 1% 990 1% 1,039 1%

Piperacillin/Tazobactam 1,447 18% 1,549 17% 1,467 20% 1,568 20% 1,520 21%

Total Enterobacter  spp. reports

2010 2011 2012 2013 2014

1,992 2,011 1,875 1,920 1,981
 

 

Table 6. Antibiotic susceptibility of Serratia spp. bacteraemia isolates, England, Wales 
and Northern Ireland: 2010-2014 

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resista

No. 

Tested

% 

Resista

No. 

Tested

% 

Resistant

Gentamicin 828 2% 817 1% 749 1% 756 2% 759 1%

Ciprofloxacin 786 12% 750 11% 695 9% 721 8% 709 6%

Ceftazidime 672 21% 634 16% 608 14% 571 16% 580 13%

Cefotaxime 492 29% 455 21% 444 20% 440 18% 440 14%

Meropenem 575 1% 627 <1 586 <1% 618 1% 652 <1%

Ertapenem 122 1% 208 1% 271 1% 327 2% 384 1%

Tobramycin 229 9% 222 9% 235 12% 238 20% 209 19%

Piperacillin/Tazobactam 705 15% 702 10% 644 9% 675 12% 690 9%

Total Serratia  spp. reports

2010 2011 2012 2013 2014

941 881 814 832 889
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Table 7. Antibiotic susceptibility of Citrobacter spp. bacteraemia isolates, England, Wales 
and Northern Ireland: 2010-2014 

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resistant

No. 

Tested

% 

Resistant

Gentamicin 569 4% 683 4% 601 5% 655 4% 683 2%

Ciprofloxacin 533 4% 642 3% 568 2% 608 3% 633 4%

Ceftazidime 459 13% 521 13% 492 12% 491 14% 485 13%

Cefotaxime 313 14% 372 14% 351 11% 373 13% 375 15%

Meropenem 397 0%* 515 0%* 469 0%* 530 <1% 572 <1%

Ertapenem 84 1% 166 2% 196 1% 281 0%* 369 3%

Tobramycin 148 5% 187 6% 182 5% 204 5% 189 3%

Amikacin 303 1% 379 <1% 347 <1% 374 <1% 392 1%

Piperacillin/Tazobactam 498 7% 617 7% 552 8% 610 9% 626 10%

Total Citrobacter  spp. reports

*0.0% due to 0 cases

2010 2011 2012 2013 2014

678 788 694 748 799

 

The SGSS AMR data for 2014 showed that 98% of total blood culture isolates for the three 

genera combined had antimicrobial susceptibility data (2,773/2,826). Multi-drug resistance was 

based on combinations of two different defined antibiotics (Table 8). Of all three genera, 

Enterobacter spp. bacteraemia isolates had the most common dual resistance, with 5.1% of 

isolates resistant to third generation cephalosporin and gentamicin. The least common dual 

resistance was found among Serratia spp. isolates in relation to ciprofloxacin and gentamicin at 

0% of isolates. Resistance to all four agents (third generation cephalosporins, ciprofloxacin, 

gentamicin and meropenem) was not found in 2014 for these bacteraemia isolates (0%) (data 

not shown). 

 

Table 8. Dual resistance among isolates of bacteraemia due to Enterobacter spp.,  
Serratia spp. or Citrobacter spp., England, 2014 

 No. tested % Resistant  No. tested % Resistant  No. tested % Resistant

Enterobacter  spp. 1,223 4.9 1,240 5.1 1,395 3.0

Serratia spp. 516 1.7 531 0.8 607 0†

Citrobacter spp. 509 2.0 514 0.8 578 1.6

*cefotaxime or ceftazidime or both; † 0.0% due to 0 cases

3rd-G cephalosporin* and 

ciprofloxacin

3rd-G cephalosporin* and 

gentamicin

Ciprofloxacin                                           

and gentamicin

 

 

For advice on treatment of antibiotic-resistant infections due to these organisms or for reference 

services including species identification and confirmation of sensitivity testing results, 

laboratories should contact PHE’s AMRHAI Reference Unit in London [8]. 
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HIV-STIs 

Antenatal screening for infectious diseases in England: summary report for 

2013 * 

This report presents a summary of the uptake and test results of antenatal screening for hepatitis B, HIV, 
syphilis and rubella susceptibility in 2013 in England, updating the previous HPR report that included 
data to the end of 2012 [1]. Uptake of screening for all infections remains high (>95%) and the proportion 
of women with a positive test result for either HIV or, syphilis remains stable, whilst the proportion of 
women with hepatitis B and a rubella antibody level <10 IU/ml increased. 

Background 

Since 2004, Public Health England’s National Antenatal Infection Screening Monitoring (NAISM) 
Programme has had a formal role in centrally collating, analysing and publishing Infectious Diseases in 
Pregnancy (IDPS) surveillance data for England [1]. This was introduced following the implementation of 
the 2003 Department of Health standards [2]. The NAISM Programme, in collaboration with the NHS 
Screening Programmes, now both part of Public Health England, monitors the uptake of antenatal 
screening for hepatitis B, HIV, syphilis and susceptibility to rubella. 

Screening is offered and recommended to all pregnant women in England as part of the UK National 
Screening Committee’s NHS Infectious Diseases in Pregnancy Screening (IDPS) Programme [3]. The 
screening aims to identify women with hepatitis B, HIV and syphilis early in pregnancy so that strategies 
can be offered which prevent mother-to-child transmission and benefit the woman’s health. Currently, 
women identified as susceptible to rubella are offered postnatal MMR vaccination to protect future 
pregnancies.  

The 2003 Department of Health’s Screening for Infectious Diseases in Pregnancy Standards set a target 
of 90% for the uptake of antenatal screening for HIV. The 2010 revised Standards retained this 90% 
uptake target as a reference point for all four infections [4]. In 2009, the UK National Screening 
Committee agreed on a set of Key Performance Indicators (KPIs) as part of a Quality Assurance strategy 
for the collation and return of performance data. Two of these indicators are related to infectious disease 
screening in pregnancy: HIV coverage and timely referral of hepatitis B positive women for specialist 
care [5]. 
 
 
 
 
 
 
 
 
 
 
 

* Errors in the data on which this report was initially based (and related text) were corrected 

prior to its republication on 19 October 2015.  
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Data collection and methodology 

Data are collected at maternity unit or trust level on the number of pregnant women attending and 
booking for antenatal care; the number screened for each of the four infections and the results of the 
screening tests, together with the number of women previously diagnosed with hepatitis B or HIV.  

These data are requested and collated by PHE’s Field Epidemiology Teams with support from some 
Regional Antenatal and Newborn Screening Quality Assurance teams and sent to PHE’s National Centre 
for Infectious Disease Surveillance and Control, where national figures and trends are generated. The 
IDPS Programme and NAISM team continue to work collaboratively to align future management of the 
data collation and reporting processes. 

Data limitations 
 
Data quality has improved significantly since 2004, though data still need to be interpreted cautiously as 
limitations remain. The data analysis methodology can be found on the NAISM website and limitations to 
data quality have been detailed in previous reports [6]. 

Uptake of antenatal screening is calculated as the proportion of women booked for antenatal care who 
have a screening test, as reported by maternity services. The number of maternity units able to report 
booking data has increased steadily and significantly from less than half in 2009 to 96% in 2013. As part 
of the data processing, data exclusions and adjustments were made, mainly when the denominator, 
numerator or both were unavailable or when the screening uptake for a particular infection was over 
100%.  

Where maternity unit booking data were not available, a proxy was used such as the number of 
laboratory tests for syphilis or rubella, under the assumption that most booked women are screened for 
these infections. Use of this proxy data would lead to an overestimate of the uptake of screening as not 
all women who are offered screening choose to accept.  

Uptake of antenatal screening  

Screening uptake for all four infections remain high in the period from 2009 to 2013 with values >95% 
(figure 1). 
 
Figure 1. National reported uptake of antenatal screening by infection in England: 2009-2013*.  

 

  
* In 2011 a change in the way denominator data were collected was introduced improving the            

accuracy and consistency of the estimates from then on. 
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Pregnant women positive for HIV and hepatitis B 

The UK NSC Infectious Diseases in Pregnancy Screening Programme Standards (2010) [4], which came 
into effect in April 2011, state that screening for hepatitis B or HIV is not required where a prior positive 
diagnosis of HIV or hepatitis B is documented and known to the healthcare professional. Both newly and 
previously diagnosed women should be promptly referred for specialist care and clinical evaluation. In 
2011, in line with the new standards, a new data collection form was introduced which requested the 
number of women not screened as a result of prior diagnosis. Some maternity units could not supply 
information on previously diagnosed women and, therefore, data from these units were excluded from 
the newly diagnosed calculations. 

In 2013, all maternity units provided data on women who were newly diagnosed, those previously 
diagnosed but rescreened, and those not screened because they were previously diagnosed. For details 
on how positivity rates are calculated, see appendix below.  

The IDPS Programme has recently conducted a study utilising the 2012 NAISM data to ascertain the 
reasons why the majority of trusts are retesting the cohort of known positive women for HIV and hepatitis 
B. The findings will further inform the revision of the IDPS programme standards.  
 
Figure 2: Percentage of pregnant women positive for hepatitis B, HIV or syphilis or with a rubella antibody 

level <10 IU/ml, in England: 2009-2013.  

 

In England in 2013, 0.16% (1,080/673,373) of pregnant women screened positive or were reported as 
already known to have HIV (figure 2/table 1).  This rate has remained stable over the last five years. 

The proportion of women screening positive for Hepatitis B was 0.43% (2,940/679,536) in 2013. Similar 
to HIV, the rate of women screening positive for Hepatitis B has remained relatively stable over the last 
five years. For both infections regional variation was apparent, with women in London presenting the 
highest positivity rates. 
 
The UK National Screening Committee (UK NSC) has commissioned a national audit of practice 
regarding management of hepatitis B in pregnancy over a 12 month period. It will highlight aspects of 
service provision requiring improvement, in order to optimise current strategies for prevention of 
vertically-acquired hepatitis B and to inform future service planning [7]. 
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Women newly diagnosed through antenatal screening 

Figures 3a and 3b present the percentage of screened women who were newly diagnosed with hepatitis 
B and HIV during the three years for which we have complete data. In 2013, 34% (1,009/2,941) of 
diagnosed hepatitis B infected women and 21% (252/1,181) of diagnosed HIV-positive women were 
identified as a result of antenatal screening in their current pregnancy. There is some evidence that the 
proportion of women newly diagnosed in 2013, with either hepatitis B or HIV has declined slightly 
compared to 2011. In the case of HIV this may be partially explained by the fact that the number of 
positive women having repeat pregnancies has increased and the prevalence of HIV in pregnant women 
overall has stabilised [8, 9].   
 
 

 

 

Syphilis positivity 

In 2013 0.14% (944/678,611) of woman were reported screen positive for syphilis (table 1) a rate that 
has remained stable since 2009 (figure 2). The Antenatal Syphilis Screening Study (SASS) was funded 
by the UK NSC to provide evidence to improve current screening practice, by establishing what 
proportion of women identified at antenatal screening in 2010-2011 required treatment to reduce the risk 
of transmitting syphilis to their babies, how they were managed, and what happened to their babies. The 
study (final report pending) showed that 20% of those screen positive were subsequently classified as 
other treponemal infections or false positive results. This report will inform the planned revision of the 
IDPS Programme standards and clinical pathways. 

Rubella susceptibility 

The percentage of women with a rubella antibody level <10 IU/ml continues to increase reaching 6.59% 
(44,650/677,479) in 2013 (figure 2). However, this trend is unlikely to represent a true increase in 
susceptibility due to variation in laboratory testing assays and cut-off values used and the difficulty in 
defining susceptibility [11].  

Screening for rubella susceptibility does not meet the UK NSC criteria for a screening programme. The 
IDPS programme is currently working collaboratively with the PHE Immunisation team and plan to cease 
antenatal screening for rubella susceptibility. The present arrangements for antenatal screening and 
post-partum immunisation will continue until other arrangements are in place. 
 

  

Figure 3a. Percentage of pregnant women 

newly and previously diagnosed with Hep 

B, England. 

Figure 3b. Percentage of pregnant women 

newly and previously diagnosed with HIV, 

England. 
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Conclusion 

Uptake of antenatal screening for hepatitis B, HIV, syphilis, and susceptibility to rubella 
infection in England remains high, well above the 90% target set by the Department of 
Health’s Screening for Infectious Diseases in Pregnancy Standards.  

The proportion of screened women who tested positive for Hepatitis B, HIV and syphilis has 
been stable over the past five years whilst there has been an increase in the rate of pregnant 
women with a rubella antibody level <10 IU/ml. The proportion of women newly diagnosed 
with either hepatitis B or HIV may be declining although further data is required to confirm this. 
Even though there are data limitations, data quality has continued improve since monitoring 
began in 2004.  

The IDPS and NAISM programme continues to work collaboratively as part of Public Health 
England to improve future data quality. 
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Table 1. Percentage of pregnant women screening positive for hepatitis B, HIV, syphilis or with a rubella antibody level <10 IU/ml, in England: 2013. 

 
Hepatitis B HIV Syphilis 

Rubella antibody level <10 
IU/ml 

 
% 

positive 

# screened positive 

& newly diagnosed/ 

number screened 

% newly 

diagnosed 

% 

positive 

# screened positive 

& newly 

diagnosed/ number 

screened 

% newly 

diagnosed 
% positive 

# screened positive 

& newly diagnosed/ 

number screened 

% antibody 

level <10 

IU/ml 

# screened positive 

& newly diagnosed/ 

number screened 

East 

Midlands 
0.26 106 / 40,315 0.06 0.14 56 / 40,257 0.01 0.17 67 / 40,330 5.13 2,084 / 40,589 

East of 

England 
0.44 197 / 76,073 0.11 0.08 62 / 78,102 0.03 0.09 75 / 79,914 4.23 3,432 / 81,066 

London 0.93 1,367 / 147,411 0.35 0.33 486 / 148,931 0.10 0.29 404 / 138,470 5.92 8,265 / 139,595 

North East 0.17 53 / 30,702 0.07 0.07 20 / 30,688 0.02 0.14 44 / 30,746 7.84 2,411 / 30,746 

North West 0.34 315 / 91,970 0.13 0.14 124 / 91,582 0.03 0.09 78 / 91,485 6.19 5,649 / 91,192 

South East 0.29 303 / 105,810 0.10 0.10 106 / 105,248 0.02 0.06 67 / 105,335 7.57 7,843 / 103,564 

South West 0.16 91 / 57,286 0.05 0.09 54 / 57,206 0.02 0.05 31 / 57,301 5.62 3,234 / 57,508 

West 

Midlands 
0.32 212 / 66,922 0.08 0.15 96 / 65,479 0.03 0.18 118 / 66,760 8.19 5,304 / 64,744 

Yorkshire & 

the Humber 
0.47 296 / 63,047 0.12 0.14 76 / 55,880 0.02 0.09 60 / 68,270 9.39 6,428 / 68,475 

National 0.43 2,940 / 679,536 0.15 0.16 1,080 / 673,373 0.04 0.14 944 / 678,611 6.59 44,650 / 677,479 
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Appendix  

The positivity rate is calculated using the following equation: 

                     #newly diagnosed + #previously diagnosed (not rescreened & rescreened) 

% positive = ---------------------------------------------------------------------------------------------------------------  * 100 

#screened + #previously diagnosed, not rescreened  

 

The positivity is therefore measuring how many pregnant women who accept screening are found 

positive during this pregnancy or were diagnosed previously.  

 

The percentage of women newly diagnosed is presented separately, and only takes into account 

women who are screened during this pregnancy, as presented in the following equation: 

                            #newly diagnosed  

% newly diagnosed = -------------------------  * 100 

                       #screened  

 

 


