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Early influenza activity 2003/2004

Sporadic detections of influenza A viruses have now been reported from all four countries in the United Kingdom (UK).
Clinical indicators remain within base line levels across the UK but England, Wales, Scotland, and Northern Ireland
have all reported small increases in rates of influenza-like illness from their respective general practitioner sentinel
surveillance schemes. NHS Direct has also reported a small rise in the proportion of cold/flu and fever calls. In the last
week there have been reports in the national press of an increase in respiratory infections in England of coughs and
colds described as a ‘flu bug’. It is likely that other respiratory viruses (adeno, rhino, and parainfluenza viruses) are
responsible for this increase in coughs and colds since the symptoms reported are milder than that commonly
associated with influenza A infection. The indications are that influenza A viruses are circulating in the population, but
at low levels. It is too early to predict whether this will be sustained and develop into a period of more substantial
influenza activity. For further information please see the HPA Weekly National Influenza Report, which is available at
<http://www.hpa.org.uk/infections/topics_az/influenza/fluactivity0304.htm> and published at 5.0 pm every Wednesday

throughout the influenza season.

Guidelines for malaria prevention in travellers

Updated guidance from the advisory committee on malaria prevention for UK travellers has been published on the
Health Protection Agency website at (1). These update the previous guidelines from 2001. They provide essential
information for healthcare workers advising travellers about; the personal, visit, and location-specific factors that need
to be taken into account, and appropriate choices for anti-malarial prophylaxis by region and country for adults, with the
adjustments necessary for children and where there is concomitant disease. They highlight a greater emphasis on
mefloquine, doxycycline, and atovaquone/proguanil as the three options for highly chloroquine resistant falciparum
malarious areas, and changes in emergency standby medication. The guidelines will also be published in the next
edition of Communicable Disease and Public Health along with guidelines for malaria prophylaxis for long-term
travellers, which focus on the long-term use of anti-malarials for adults (2).
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Active surveillance of rare and serious diseases in children

The British Paediatric Surveillance Unit (BPSU) has recently published its 17th annual report (1)*. The aims of
the Unit, which is within the research division of the Royal College of Paediatrics and Child Health (RCPCH),
include facilitating research into uncommon childhood infections, thereby bringing practical improvements in
prevention and treatment, surveillance of these disorders, and increasing the awareness of them within the
medical profession (2). In his foreword, Mike Preece, chairman of the BPSU executive committee, draws
attention to three new studies that started in 2003. These are: invasive fungal infection in very low birthweight
infants, severe hyperbilirubinaemia, and Langerhans cell histiocytosis. A fourth, on neonatal herpes simplex
virus infection is due to start later in the year. The Unit has also introduced a bursary scheme to encourage
research among younger paediatricians.

Findings of studies undertaken during the year are published. Ninety-three confirmed and 69 possible cases of
congenital cytomegalovirus infection have been reported during 25 months of surveillance. Over 40% of
confirmed cases had neurological signs, and there were seven deaths. Eight infants have been reported born
with congenital rubella since 1999 — in five cases the infection was acquired abroad. Over 1500 cases of
progressive intellectual and neurological deterioration (PIND) have been identified in children since
surveillance began in May 1997, despite the complexity of the conditions involved. Six hundred and twenty-
five cases have been confirmed from 104 different conditions, including six cases of variant Creutzfeldt-Jakob
disease (vCJD) in children aged under 16 years. The study of thrombosis in childhood ended in March 2003
after 25 months, during which time 172 confirmed cases were reported. The main risk factors were
central/venour/femoral lines, infection and malignancy. Overall mortality was low (7%), and no deaths were
attributed to venous thromboembolism.

The BPSU is supported by the Department of Health, RCPCH, the Health Protection Agency, the Institute of
Child Health, London, and the Scottish Centre for Infections and Environmental Health.

The report also includes details of the international network of paediatric surveillance units (INoOPSU), and a list
of completed studies from 1986 to 2002, including principle investigators and definitive papers.

*The British Paediatric Surveillance Unit 17t annual report 2002-2003 is available from the BPSU office at the
Royal College of Paediatrics and Child Health, 50 Hallam Street, London, W1W 6DE.
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HIV transmission: man convicted of grievous bodily harm in England

In the first case of its kind for over 100 years in English courts, press reports this week gave details of a man who has
been found guilty of 'biological’ grievous bodily harm by infecting two female sexual partners with HIV. The decision in
this case hinged on the man being aware of his HIV diagnosis and allegedly not informing sexual partners of this prior
to having unprotected consensual sexual intercourse with them. The judge has yet to pass the sentence.

The case follows a similar prosecution under Scottish law in 2001 where a man was found guilty of reckless conduct for
infecting his sexual partner after being diagnosed with HIV (1).

HIV voluntary agencies expressed concern that the verdict may have repercussions in discouraging people who
believe they may have acquired HIV from coming forward for diagnostic testing.
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Bacteraemia

Candidaemia and bacteraemias polymicrobial, England, Wales, and Northern Ireland: 2002

Candidaemia and polymicrobial bacteraemias: England, Wales, and Northern Ireland, 2002

Key points:

. There were 1148 reports of Candida spp isolated from blood specimens in England, Wales, and Northern
Ireland in 2002. These were reported to CDSC voluntarily.

. Candida albicans was the most common species, accounting for greater than 50% of the total number of
candidaemia reports.

. In 2002, 4365 patient episodes of laboratory diagnosed polymicrobial bacteraemias were reported to
CDsSC.

. Polymicrobial bacteraemias accounted for 12.6% of all bacteraemia episodes reported to CDSC in
England, Wales, and Northern Ireland.

+ Click here to view a PDF file of this report E



Candidaemia and polymicrobial bacteraemias: England, Wales, and Northern Ireland, 2002

Candidaemia and polymicrobial bacteraemias: England,
Wales, and Northern Ireland, 2002

Key points:

o There were 1148 reports of Candida spp isolated from blood specimens in England, Wales, and Northern
Ireland in 2002. These were reported to CDSC through the voluntary laboratory reporting system.

. Candida albicans was the most common species, accounting for more than 50% of all candidaemia
reports.

. In 2002, 4365 patient episodes of laboratory diagnosed polymicrobial bacteraemias were reported to
CDSC.

. Polymicrobial bacteraemias accounted for 12.6% of all bacteraemia episodes reported to CDSC in

England, Wales, and Northern Ireland.

This article covers laboratory reports of Candida spp
isolated from blood culture specimens, and
polymicrobial bacteraemias (with or without
cerebrospinal fluid). Rates were calculated using 2001
resident population denominators for England, Wales,
and Northern Ireland. Regional analyses were made
with reference to the English regional boundaries
introduced in April 2002.

Candidaemia
There were 1148 reports of Candida spp isolated from
blood specimens in England, Wales, and Northern
Ireland in 2002 (table 1). The most commonly reported
species was Candida albicans with 588 reports,
comprising 51% of the total. This was followed by
C glabrata, which accounted for 17% of reports, and
C parapsilosis, with 11% of reports. Eleven per cent of
isolates (131) were not identified further than the genus.
The greatest number of reports of candidaemia were
received from London (173 reports, 15% of the total)
followed by 147 reports from the South East (13% of
the total, table 2). The least reports were received from
Yorkshire and Humberside (69 reports) and the North
East (68). The region-specific rates of candidaemia

(figure 1) were highest in Northern Ireland at 4.50

Table 1 Laboratory reports of candidaemia,
England, Wales, and Northern Ireland:
2002
Number or reports %
Candida albicans 588 51.2
Candida famata 5 0.4
Candida glabrata 199 17.3
Candida guilliermondii 13 1.13
Candida kefyr 4 0.4
Candida krusei 14 1.2
Candida lusitaniae 16 14
Candida parapsilosis 130 11.3
Candida tropicalis 37 3.2
Candida spp
(not further identified) 131 11.4
Candida spp
(other named) 11 1.0
Total 1148 100

reports per 100,000 population, followed by the North
East at 2.70/100,000. Rates of candidaemia reports were
lowest in the East Midlands (1.68/100,000) and
Yorkshire and Humberside (1.39/100,000) regions.

Age-specific rates of candidaemia were highest in
males aged under one year (10.90/100,000); followed
by males aged over 75 years (9.72/100,000) and males
aged between 65 and 74 years (7.27/100000). Rates were
higher in females than males in the 1 to 4, 10 to 14, and
15 to 44 age groups (figure 2).

Polymicrobial bacteraemia

Details of all bacteraemia and fungaemia reports from
England, Wales, and Northern Ireland in 2002 (71,914
in total) were extracted from LabBase2. Multiple
organism isolates from blood culture specimens are not
linked on CoSurv/LabBase2, so polymicrobial
bacteraemias (including bacteraemia/ candidaemia
combinations) were established by identifying records
that matched on specimen date, laboratory, date of
birth, sex, and soundex®.

*A non-unique alphanumeric coding of the patients
surname, which when combined with date of birth and
sex allows duplicate reports of the same individual to be
identified without the use of patient names.

Table 2 Laboratory reports of candidaemia by
region, England, Wales, and Northern
Ireland: 2002
Number of reports %
North East 68 59
Yorkshire & Humberside 69 6.0
East Midlands 70 6.2
Eastern 108 9.4
London 173 15.1
South East 147 12.8
South West 111 9.7
West Midlands 121 10.5
North West 135 11.8
England 1002 87.3
Wales 70 6.1
Northern Ireland 76 6.6
England, Wales, and 1148 100
Northern Ireland
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Figure1 Region-specific rates* of candidaemia with

95% confidence intervals, England, Wales,
and Northern Ireland: 2002
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* Rates calculated using 2001 mid-year resident population estimates.

Out of 71,914 records, 9038 were identified as matching
at least one other report on all these identifiers. These
were analysed further to identify the number of patient
episodes of polymicrobial bacteraemias. A total of 4365
patient episodes were identified. The other 62,876
reports were assumed to be monomicrobial
bacteraemias.

For England, Wales, and Northern Ireland, 12.6% of
bacteraemia episodes were polymicrobial (table 3).
There was considerable variation in the rates of
polymicrobial bacteraemias reported. The North East
region had the highest polymicrobial bacteraemia rate
by regional population at 13.43 per 100,000 population
(figure 3), while the lowest rate was found in the South
East, at 5.35/100,000. The overall rate for England,
Wales, and Northern Ireland was 8.17/100,000.

The maximum number of organisms resulting in
polymicrobial bacteraemia or fungaemias reported
was five. This, however, accounted for less than one
per cent (5 reports) of such episodes (figure 4). Four
organisms were involved in 1.2% (53 reports) of

Figure 3 Polymicrobial bacteraemia rates* per

100,000 population (95% confidence

intervals), England, Wales, and Northern

Ireland: 2002
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* Rates calculated for single reports using 2001 mid-year resident
population estimates.

Figure 2 Age-specific rates of candidaemia per
100,000 population, England, Wales, and
Northern Ireland: 2002

Rate per 100,000 population
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polymicrobial patient episodes, and three organisms
(440 reports) were involved in 10.1% of episodes.
Eighty-nine per cent of polymicrobial bacteraemia or
fungaemia episodes (3867 reports) involved only two
microorganisms.

One hundred and four different genera were named
in bacteraemia/fungaemia reports (table 3) and
consequently, many organism combinations were
identified in polymicrobial infections. Rather than
attempting to describe all these combinations, table 3
enables comparison of all genera across both
presumptive monomicrobial and polymicrobial
bacteraemias. Staphylococcus spp were the most
common genera in both monomicrobial and
polymicrobial reports. Although S. aureus was less
prevalent among the polymicrobial bacteraemias
(accounting for 11.3% of polymicrobial reports,
compared to 20.6% of monomicrobial reports),
coagulase-negative staphylococci were more common
in polymicrobial reports (8.3%) than monomicrobial
reports (8.1%).

Figure 4 Number of organisms involved in
polymicrobial bacteraemia episodes.

England, Wales, and Northern Ireland: 2002
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Table 3 Organisms reported in mono and polymicrobial bacteraemia and fungaemia reports, England, Wales, and

Northern Ireland: 2002

Monomicrobial
bacteraemias

Polymicrobial
bacteraemias

Monomicrobial
bacteraemias

Polymicrobial
bacteraemias

£ 2 2 2

g8 59 58 58

Be| - | £ | 28| - | 2 g8 | _ |z |£8| _ |¢
Genus 25 | £ i Z'5 S & Genus Z'%5 2| & Z'5 2| &
Abiotrophia 10 | 0.02 | 64 1 0.01| 59 Kluyvera 14 | 0.02 | 58 8 0.09 | 38
Achromobacter 4 | 0.01 78 1 0.01| 59 Lactobacillus 16 | 0.03 | 56 14 0.15 | 29
Acinetobacter 828 1.32 12 193 2141 1 Lactococcus 21 0.03 | 50 6 0.07 | 45
Actinobacillus 5 | 0.01 74 - - Leclercia 1 - | 96 - -
Actinomyces 5| 001 | 74 1 0.01| 59 Legionella S - | 82 - -
Acremonium 3 0.00 | 82 - - Leptospira 13 0.02 | 60 - —
Aerococcus 56 | 0.09 | 34 19 0.21| 24 Leptotrichia S - | 82 - -
Aeromonas 58 | 0.09 | 33 18 0.20 | 27 Leuconostoc 10 | 0.02 | 64 5 0.06 | 47
Agrobacterium 56 | 0.09 | 34 10 0.11 | 34 Listeria 89 | 0.14 | 28 7 0.08 | 41
Alcaligenes 72 | 0.11 31 17 0.19 | 28 Malassezi S - | 82 - -
Arcanobacterium 3 - 82 2 0.02| 54 Micrococcus 106 | 0.17 | 25 11 0.12 | 31
Asperqillus 17 | 0.03 | 54 - - Moraxella 97 | 0.15 | 27 12 0.13 | 30
Bacillus 128 | 0.20 | 24 24 0.27 | 22 Morganella 258 | 041 | 21 104 115 | 18
Bacteroides 806 128 | 13 139 154 | 13 Mycobacterium 56 | 0.09 | 34 3 0.03 | 50
Bartonella 30 | 0.05 | 46 - - Neisseria 41 0.07 | 40 10 | 0.11 | 34
Bifidobacterium 2 - 90 - - Nocardia 1 0.00 | 96 1 0.01 | 59
Bordetella 15 | 0.02 | 57 1 0.01| 59 Ochrobactrum 44 | 0.07 | 39 8 0.09 | 38
Borrelia 39 | 0.06 | 41 - - 73 Oligella 2 - 90 - -
Branhamella 1 - | 96 1 0.01| 59 Pantoea 75 0.12 | 30 19 0.21 | 24
Brevibacterium 7 | 0.01 68 & 0.03| 50 Pasteurella 52 | 0.08 | 38 4 0.04 | 48
Brevundimonas 18 0.03 | 53 - - Pediococcus 2 - 90 - -
Brucella 26 | 0.04 | 48 - - Peptococcus 12 | 0.02 | 63 2 0.02 | 54
Burkholderia 38 | 0.06 | 43 6 0.07 | 45 Peptostreptococcus 101 0.16 | 26 19 0.21 | 24
Campylobacter 89 | 0.14 | 28 7 0.08 | 41 Porphyromonas 1 - | 96 - -
Candida 1030 | 1.64 | 11 143 158 | 12 Prevotella 39 | 0.06 | 41 8 0.09 | 38
Capnocytophaga 5 | 0.01 74 - - Propionibacterium 140 | 0.22 | 23 23 0.25 | 23
Cardiobacterium 2 - 90 - - Proteus 1475 2.35 10 688 3.68 | 10
Chromobacterium 6 | 0.01 69 - - Providencia 56 | 0.09 | 34 25 0.28 | 21
Chryseobacterium 19 | 0.03 52 9 0.10| 36 Pseudomonas 2177 | 3.46 8 409 | 453 | 8
Citrobacter 408 | 0.65 17 105 1.16 | 17 Rahnella 6 | 0.01 | 69 1 0.01 | 59
Clostridium 393 | 0.63 19 125 138 | 14 Ralstonia 9 | 001 | 67 - -
Comamonas 60 |0.10 32 9 0.10| 36 Rhodococcus 6 | 0.01 69 2 0.02 | 54
Corynebacterium 347 | 0.55 20 88 097 | 19 Rhodotorula 6 | 0.01 69 - -
Cryptococcus 26 | 0.04 48 - - Saccharomyces 6 | 0.01 69 2 0.02 | 54
Dermabacter 1 - 96 1 0.01| 59 Salmonella 397 | 0.63 | 18 53 0.03 | 50
Edwardsiella 1 - 96 - - Serratia 689 1.10 14 120 133 | 15
Eikenella 5 | 0.01 74 - - Shewanella 2 - 90 1 0.01 | 59
Empedobacter - - 0.01| 59 Shigella 1 - | 96 - -
Enterobacter 1647 | 2.62 9 391 4.33 9 Sphingobacterium 4 | 0.01 78 - -
Enterococcus 3439 | 547 6 1325 | 14.66 2 Sphingomonas 21 0.03 | 50 3 0.03 | 50
Erwinia 1 - | 96 = = Staphylococcus 19,278 |30.66 1 (2023 [22.38 | 1
Erysipelothrix 1]~ | 9% - - Staphylococcus | 12,926 |20.56 1025 |11.34
Escherichia 12,838 (20.42 3 | 1124 | 1244 3 P
Eubacterium 10 1 0.02 | 64 2 | 002 54 Coagulase-negative | 5087 | 809 | 5 | 753 | 833
Flavimonas 27 0.04 47 7 0.08 41 Staphy|ococci
Flavobacterium 13 | 0.02 | 60 4 | 004 48 Stenotrophomonas 493 | 078 | 16 | 115 | 127 | 16
Fusobacterium 31 0.05 45 11 0.12 31 Stomatococcus 3 — — —
Gardnerella 2 - | 9 - - Streptobacillus - - 1| 0.01 |59
Gemella 38 | 0.06 | 43 1| 012 31 Streptococcus 9589 (1525 | 4 [1123 (1243 | 4
HaemOphilUS 528 0.84 15 40 0.44 20 Trichosporon 4 0.01 78 — - 73
Hafnia 14 1 0.02 | 58 7 | 0.08 | 41 Veillonella 13 | 0.02| 60 1| 00159
Helicobacter 176 | 0.28 | 22 - - Vibrio 4 0.01| 78 — —
Kingella 8 - 82 1 0.01 59 Weeksella 3 — —
Klebsiella 3079 | 4.90 7 714 7.90 7 Yersinia 17 | 0.03 | 54 1 0.01 | 59
Other: 949 | 1.51 50 0.55
Total number of | 62,876 | 100 9038 100
reports

* Does not correspond to patient episodes, as each organism isolation constitutes a separate report.
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Some genera (eg, Acinetobacter spp, Bacteroides spp,
Citrobacter spp, Clostridium spp, Corynebacterium spp,
Enterobacter spp, Enterococcus spp, Klebsiella spp,
Morganella spp, Proteus spp, Pseudomonas spp, Serratia spp,
and Stenotrophomonas spp) featured more commonly in
polymicrobial than monomicrobial bacteraemias.
Many genera were reported as being associated with
monomicrobial bacteraemias and fungaemias, and a
number of the more commonly reported genera were
reported more often in monomicrobial rather than
polymicrobial bacteraemias. These included Candida
spp, Escherichia spp, Haemophilus spp, Micrococcus spp,
Salmonella spp, and Streptococcus spp.

The age-specific rates of monomicrobial and
polymicrobial bacteraemia episodes were considerably
higher in adults aged over 75 years compared to all
other age groups, followed by children aged under
1 year (figure 5). The age distribution of polymicrobial
bacteraemias and fungaemias mirrored that of the
monomicrobial bacteraemias.

Discussion

Of the 1148 reports of Candida spp isolated from blood
culture specimens in England, Wales, and Northern
Ireland in 2002, the majority concerned C. albicans.
Other common Candida spp included C. glabrata, and
C. parapsilosis. This mirrors the data published for the
routine candidaemia report in the CDR Weekly, Volume
12 number 42 (1).

The proportions of the major Candida spp between
1990 and 1999 were given as 60% C. albicans, 11%
C. parapsilosis, and 9% C. glabrata (2). In 2002, we reported
a slightly lower proportion of C. albicans (57%) and a
higher proportion of C. glabrata (15%) candidaemia
reports in 2001, (1) and similarly the data reported here
demonstrates a reduction in the proportion of
candidaemias due to C. albicans, while the proportion
of C. glabrata has increased. Others have also noted a
significant increase in the incidence of C. glabrata
bloodstream infection and concomitant decrease in the

Figure 5 Age-specific rates of mono- and
polymicrobial bacteraemia episodes per

100,000 population, England, Wales, and
Northern Ireland: 2002
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* Rates calculated using 2001 mid-year resident

incidence of C. albicans over the same time period (3).
Only two per cent of candidaemias due to C. glabrata
reported were in children aged under 14 years
compared to 10% of C. albicans reports and 31% of
C. parapsilosis reports. These results appear to show a
similar distribution to those reported from a multi-
centre observational study of candidaemias in adults
and children at tertiary care centres in the United States
(4). The majority of childhood C. parapsilosis reports were
in children aged under 1 year, which may reflect the
incidence of this species in neonatal intensive care units
[personal communication, E Johnson, Mycology
Reference Laboratory, Bristol, 15 October 2003].

Eleven per cent of candidaemia reports did not
identify the organism to the species level. This is a
slight improvement on the 2001 data, but is still a high
proportion of the total reports. As with most
bacteraemia reports, rates of candidaemia were highest
in the youngest and oldest age groups.

There were several uncommon Candida species that
together comprised just 1% of the total number of
reports. In addition, 47 reports (4%) of candidaemias
were due to the less common species C. guilliermondii,
C. kefyr, C. krusei, C. lusitaniae, and C. famata.

As noted in the last CDR Weekly routine report on
candidaemias (Volume 12 number 42) (1), the rates of
invasive candidosis, the majority of which are
candidaemias, have increased between the years 1990
and 1999 (2). The rate of candidaemia reports has
increased from 1.94/100,000 in 2001 to 2.31/100,000 in
2002, which represents a continuation of the trend of
an increasing number of reports of severe Candida spp
infection. This may be due to an increase in reporting,
or due to an increase in the incidence of candidaemias.

Polymicrobial bacteraemias have been associated
with a poorer prognosis than monomicrobial
bacteraemias, (5, 6) and it has been suggested that the
frequency of these infections has increased in recent
years (7). Four thousand three hundred and sixty-five
patient episodes of polymicrobial bacteraemia due to
over 100 genera were identified in England, Wales and
Northern Ireland in 2002. This represents 12.6% of all
reported bacteraemia episodes. This is a similar
proportion of bacteraemias to other previous reports
(5,6). The compilation of these data, however, relies on
matching patient identifiers, and incomplete or
incorrect data may lead to underestimation of the
burden of polymicrobial bacteraemias.

The number of polymicrobial bacteraemia reports
has increased in 2002 compared to 2001 and 2000 data.
For example, 2730 episodes of polymicrobial
bacteraemia were identified in 2000 (8) compared to
4212 in 2001 and 4365 in 2002. This increase cannot be
explained by the inclusion of data from Northern
Ireland. Polymicrobial episodes accounted for 5.2% of
all bacteraemias reported to CDSC in 2000, which
increased to 7.2% in 2001 and 12.6% in 2002. This may
be due to an increase in reporting or may indicate an
increase in the incidence of bacteraemias.
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