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Introduction
Bacteraemia is the most significant complication of any bacterial infection and carries extremely high morbidity and mortality. Surveillance of
bacteraemia due to specific pathogens is co-ordinated by Public Health England; however there is no general national surveillance of communityacquired bacteraemia in the UK. Only one contemporary study has produced rate-related data for community-acquired bacteraemia in the UK1.
Objectives 1. To describe the incidence rate and aetiology of community acquired bacteraemia in adults in Liverpool (January 2010- July 2012). 2. To
estimate rates of bacteraemia by age group, deprivation measure, and relationship to patient comorbidity.
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Results
There were 748 episodes of community-acquired bacteraemia during the study period. The
overall annual incidence rate of community acquired bacteraemia was 81.5 per 100,000 (95% CI
75.7-87.3).
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Table 1 The annual incidence of community-acquired
bacteraemia in adults was found to increase with
increasing age. There was no significant difference
between incidence rates for 66-75 and >75 age
groups.

Figure 1
Community
acquired
bacteraemia by causative
organism. The most common
organisms
were:
E.coli
(32%),
S.aureus
(12%),
S.pneumoniae
(8%),
K.pneumoniae (7%), and
anaerobic organisms (4%).
S.pyogenes accounted for
3%.

Methods

Blood culture contaminants were excluded
according to defined CDC criteria2. Local
population data from the UK Census3 was used to
produce incidence rates of bacteraemia by age
group, postcode district and deprivation
measure. We used ICD-10 codes from admissions
data to determine the proportion of patients with
bacteraemia who had six major co-morbidities
(See table 2).
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Patient Co-morbidity

% with community
acquired bacteraemia
plus comorbidity

Diabetes mellitus (t1 &t2)

11.3

Chronic Respiratory Disease

12.1

0.40%

Ischaemic Heart Disease

35.4

0.20%

Malignant Disease

15.0

0.00%

Chronic Liver Disease

6.4

Chronic Kidney Disease

32.2

Any co-morbidity

75.8

1.00%
Post code deprivation score

This is a retrospective study. During the 31 month
period, between January 2010-July 2012 we
identified all episodes of bacteraemia with linked
patient age, co-morbidity and postcode district.
Community acquired bacteraemia is defined as
bloodstream infection which occurs within 48
hours of admission to hospital and no hospital
admission within preceding 90 days. With linked
hospital admissions data, community-acquired
episodes were disaggregated from nosocomial
bacteraemia.
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Figure 2 Community acquired bacteraemia by
deprivation measure. We calculated the
percentage of homes per postcode which
were deprived in all 4 deprivation
dimensions: employment, housing, education
and health/disability.
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Table 2 Proportion of patients with communityacquired bacteraemia and major comorbidities.

Conclusions
The annual incidence of community acquired bacteraemia was 81.5 per 100,000, and there
was a strong direct relationship between incidence of community-acquired bacteraemia and
age. These data are similar to previous studies of this kind4. The majority of patients had at
least one major underlying co-morbidity but one quarter of cases were in otherwise-well
individuals. There was a positive correlation between deprivation and incidence of
bacteraemia. Deprivation dimensions3 include a healthcare domain. This could explain the
correlation between bacteraemia and deprivation. We will investigate this further and
consider alternative measures of deprivation.
Patients with health-care associated infections acquired in the community (e.g. nursing home
residents) are included. Future work separating this group of cases with specific risk factors
will be required.
Understanding the epidemiology of community acquired bacteraemia allows the rational
implementation of new public health interventions such as targeted immunisations in high risk
groups, and provides a benchmark against which to measure change.

