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Abstract

Introduction
This study aimed to determine the factors contributing to Nosocomial infections (NIs), common isolates, and their
susceptibility patterns associated with NIs in medical wards in Mengo Hospital.

Method
A cross-sectional study involving 84 patients attending medical wards in Mengo Hospital from August 2024 to
November 2024 was carried out. Upon consenting, study subjects were enrolled in the study. Samples were collected
from the study subjects who presented with NIs and taken to the laboratory for culture and susceptibility testing. The
results obtained were recorded and analyzed using statistical packages SPSS version 25 and presented as tables and
figures with clear narratives under them.

Results
Out of the 84 patients recruited and studied, the general prevalence of NIs was high at 52.4%. Factors associated with
NIs among the study participants were catheterization (70.5%), over a month hospitalization of patients (65.9%), and
prior intake of antibiotics (56.8%). Commonly isolated microorganisms associated with NIs were Pseudomonas
aeruginosa 11.9% (10/84), Candida albicans 10.7% (9/84), and Klebsiella pneumoniae 7.1% (6/84). Resistance
profile ranged from 14.3% to 84.6%. Most of the isolates showed resistance against Ceftriaxone (84.6%), Ceftazidime
(68.4%), and Nitrofurantoin (64.7%). Meanwhile, better sensitivity patterns were recorded against Amphotericin B
(85.7%), Imipenem (84.6%), and Tetracycline (80%).

Conclusions
Nosocomial infections among patients at medical wards in Mengo Hospital are high (52.4%) and present a significant
public health problem.

Recommendations
Given the high prevalence of NIs and antimicrobial resistance (AR), there is a need for public awareness, strict
hygiene practices in medical wards, and the implementation of antibiotic stewardship programs. Further research is
essential to understand the epidemiology and resistance patterns of NIs to inform policy and guide effective
interventions.
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Introduction

Nosocomial infections (NIs), also known as healthcare-
associated infections (HAIs), are contracted infections
while receiving medical care, which were neither present
nor developing at the time of hospital admission (Anna

& Farah, 2023) . For an infection to qualify as
nosocomial, it must develop at least 48 hours after
hospital admission. The worrying part of nosocomial
infections is that they can lead to severe complications
like sepsis and may potentially result in death (Cheung,
2021) . Alarmingly, approximately 75% of the burden of
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these infections occurs in developing countries. Even
asymptomatic patients may be considered infected if
pathogens are isolated from sterile body sites such as
blood or cerebrospinal fluid (Hassan et al., 2017).
Worldwide, nosocomial infections impact over 100
million patients each year (Zewdu et al., 2023) .
Additionally, hospital-acquired infections account for
more than 25% of reported cases globally (Landelle &
Pittet, 2016) . In developed countries alone, more than
four million patients acquire these infections every year,
highlighting their status as a major public health problem
(Zewdu et al., 2023). These infections disproportionately
affect immunocompromised hospitalized patients,
leading to prolonged hospital stays, increased treatment
costs, and excessive healthcare burdens (Ahmad et al.,
2023).
According to the World Health Organization (WHO), the
prevalence of NIs among hospitalized patients is
estimated at 7% in developed countries and 10% in
developing countries. Studies from the United States,
Europe, and Singapore report incidence rates ranging
from 3.2% to 11.9%, depending on the region (Bagheri
et al., 2021) . A recent meta-analysis of 220 studies
conducted in developing countries, of which only 14
originated from Africa, revealed an overall incidence rate
of 7.4 infections per 100 patients (Samira et al., 2023).
In sub-Saharan Africa, the occurrence of nosocomial
infections varies significantly, with reported rates
ranging from 2% to 49% (Mbim et al., 2016). In Ethiopia,
the incidence and prevalence have been reported at
35.8% (Zewdu et al., 2023) and 16.96% (Alemu et al.,
2020) , respectively, while Nigeria has shown a
prevalence of 22.2% (Olawale et al., 2023) . Similarly,
studies conducted across North, South, East, and West
Africa, including Tunisia and South Africa, revealed a
pooled prevalence of 12.76% (Usman et al., 2022) .
However, regionally, cases of NIs ranged from 6.5% in
Southern Africa to 19.7% in East Africa, with Central
Africa reporting 10.3% cases, and 15.5% in West Africa.
Furthermore, the mortality rate attributed to HAIs in sub-
Saharan Africa is estimated at 22.2% (Melariri et al.,
2024).
In Kenya, a study reported a point prevalence of culture-
positive bacterial HAIs of 2.62% (95% CI: 3.8–6.7), with
the most common infections being gastrointestinal (53%),
bloodstream (21%), and lower respiratory tract infections
(11%) (Patil et al., 2022) . In Tanzania, 14.8% of
hospitalized patients were found to have healthcare-
associated infections (HAIs) (Kinyenje et al., 2020).
In Uganda, evidence from Lacor Hospital in northern
Uganda indicated an overall HAI prevalence of 28%,
with higher rates in surgical wards (47%) and lower rates
in pediatric wards (21%) (Greco & Magombe, 2016) . A
systematic review and meta-analysis across Africa found

the prevalence in Uganda to be 28.0%, surpassing figures
reported in Tunisia (22.2%) and Morocco (25.2%)
(Abubakar et al., 2022). Conversely, at Mulago National
Referral Hospital, approximately 10% of patients
undergoing surgical procedures developed sepsis
attributed to NIs (Ssekitoleko et al., 2020).
The common cases of HAIs encountered in healthcare
settings are urinary tract infections (UTIs), respiratory
tract infections (RTIs), and surgical site infections
(Ahmad et al., 2023) . Bacteria are the leading causative
agents, accounting for approximately 90% of cases,
while protozoans, fungi, and viruses are less common
contributors (10%). The predominant bacterial pathogens
associated with HAIs include Streptococcus species,
Acinetobacter species, Enterococci, coagulase-negative
Staphylococci (CoNS), Staphylococcus aureus, Proteus
mirabilis, Klebsiella pneumoniae, and Escherichia coli
(Hassan et al., 2017).
In Uganda, hospitals emphasize infection prevention and
control through adherence to the Ministry of Health’s
standard precaution guidelines. These include rigorous
hand hygiene, appropriate use of protective gear, proper
sterilization procedures, safe disposal of sharps, and
effective waste management (Wasswa et al., 2017) .
Despite these measures, nosocomial infections remain a
significant challenge among hospitalized patients. For
example, a study from Lacor Hospital reported an HAI
prevalence of 28.0% (Greco & Magombe, 2016) , while
in Northwest Ethiopia, the rate was 6.6 per 1,000 person-
days of observation (Abebil et al., 2023) . These results
highlight the critical need to strengthen infection
prevention and control (IPC) strategies within healthcare
settings. It is against this background that the present
study was undertaken to determine the factors
contributing to nosocomial infections in the medical
wards of Mengo Hospital, to generate current data to
inform clinical decisions.

Materials and methods

Study design and site

The study was cross-sectional, conducted from August to
November 2024 at Mengo Hospital, the oldest Hospital
in Uganda, established by Sir Albert Cook in 1897. The
Hospital is located on Namirembe hill in Rubaga
division, northwest of Kampala, and it's approximately 2
kilometers (1.2 miles) from the city business centre. The
hospital has four operating rooms, an intensive care unit,
a maternity ward, a Laboratory department, a paediatric
unit, an eye department, a dental department, an HIV
counseling department, a radiology department, and
training schools (Nursing and Midwifery, Laboratory
and ultrasound), and a bed capacity of about 800 beds.
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The hospital primarily serves the residents of Rubaga
division, Kampala Metropolitan area, other Ugandans,
and the rest of the world. The study area is selected
because it is familiar to the researcher.

Inclusion criteria

All patients who were admitted to medical wards in
Mengo Hospital during the time of the study and
presented with an infection that was not present during
the time of admission.
In patients who signed an informed consent to take part
in the study.

Exclusion criteria

All patients who were admitted to medical wards in
Mengo Hospital during the time of the study and
presented with an infection that was not present during
the time of admission, but were too ill to take part in the
study.

Sample size determination

The sample size was estimated using the formula by Fink
and Kosecoff (1965),
N = (Z/e)2 (p) (1-p)
Where; N = sample size
Z = standard score corresponding to a given confidence
level, usually a 95% confidence level (Z = 1.96).
e = the proportion of sampling error; an acceptable error
level traditionally is up to ±0.5 or ±0.10 (5 or 10% point).
p = estimated proportion or incidence of cases, if not
known, is usually taken at 50% (0.5).
N= (1.96/0.1)2*0.5*0.5
N= 96.04 approx. 97
Therefore, the sample size of 97 was considered.
However, 13 participants were lost during the study,
leaving 84 study participants.

Study tool design

The researcher designed a simple laboratory data entry
form, which was used to collect data. Variables such as
age, sex, factors associated with NIs, isolated organisms
and their antimicrobial susceptibility test (AST) results
were entered in a simple data entry form.

Sampling technique

The purposive (judgmental) sampling technique was
used, and it targeted only patients admitted to medical
wards in Mengo Hospital at the time of the study and

presented with infections that occurred at least 48 hours
after admission according to the Centers for Disease
Control and Prevention (CDC) criteria.

Minimizing bias

Purposive sampling technique was used, and it targeted
only patients who developed infections within 48 hours
following admission. The pretesting of the research tool
was done, research assistants were trained in data
collection, the researcher gave ample time for data
collection, clear inclusion and exclusion criteria were
used, and adherence to standard operating procedures
(SOPs) was ensured.

Study procedure

Sampling procedure

The researchers approached all patients admitted to the
wards in Mengo Hospital presenting with nosocomial
infection(s) and explained to them the purpose and the
objectives of the study. The researcher invited the
patients to enroll in the study willingly. Patients who
accepted were invited to sign an informed consent, and
thereafter, they were enrolled in the study.

Specimen collection

The in-patients were assessed for surgical site infections
(SSIs), UTIs, respiratory infections, and others acquired
48 hours after admission with the help of medical
officers and nurses. Clinical specimens such as clean-
catch midstream urine, blood, throat swab, nasal swab,
and other body fluids were collected using standard
procedures from the respective sites of infections. The
specimens were labelled by the patient’s identification
numbers, packed, and transported to the microbiology
laboratory for further investigation.

Laboratory procedures

The samples collected were cultured by streaking onto
Blood Agar, Chocolate Agar, MacConkey Agar, CLED,
and Sabouraud (for yeast such as Candida species).
Chocolate agars were incubated anaerobically and other
plates aerobically, all at a temperature of 35-37 degrees
Celsius for 24 hours, but Sabouraud up to 48 hours, then
examined for growth and reported findings.
The Gram staining technique was performed on the
discrete colonies of the pathogens from the overnight-
incubated plate to differentiate Gram-positive and Gram-

https://doi.org/10.51168/sjhrafrica.v5i6.1175


Student’s Journal of Health Research Africa
e-ISSN: 2709-9997, p-ISSN: 3006-1059

Vol.6 No. 6 (2025): June 2025 Issue
https://doi.org/10.51168/sjhrafrica.v6i6.1831

Original Article

Page | 4

negative bacteria and yeast cells. A drop of oil
immersion was added onto the dried smear and then
examined under 100x objectives for the presence of
Gram-negative bacteria, Gram-positive bacteria, and
Yeast cells.
Biochemical tests were performed on the bacterial
isolates from the cultured organisms on different plate
media. Gram-positive organisms were identified by
performing different biochemical tests, like the catalase
test and coagulase test, and Gram-negative organisms
were identified by performing tests such as urease,
indole, citrate utilization, oxidase, and triple sugar iron
test, and yeast were identified by performing the germ
tube test. Therefore, the identification of the bacteria and
fungi was based on their biomedical characteristics after
an overnight incubation at 37 degrees Celsius.
An antimicrobial susceptibility test was performed on the
discrete colonies of the isolated pathogens from the
culture plates by preparing an inoculum and comparing it
with a 0.5 McFarland turbidity standard. The inoculum
was streaked onto a Muller-Hinton agar plate. Using
sterile forceps, the filter paper disc impregnated with the
antimicrobial agents was placed on the agar. Inoculated
plates were incubated at 37 degrees Celsius for 18-24
hours. Plates were examined for areas of no growth
following incubation. Zones of inhibition were
measured to determine the sensitivity, intermediate, or
resistance to the antibiotics.

Data analysis and presentation

Data obtained was analyzed using descriptive statistics,
manual analysis, and or using statistical packages such as
SPSS version 25. The data analyzed were presented
inform of charts, figures, and tables with narratives made
under them.

Ethics

Ethical permission to carry out the research study was
obtained from the Mengo Hospital Research Ethics
Committee (MHREC) and was approved on 17th October
2024 under ethical number MH/REC/108/09-2024.
Permission to carry out the study at the study was
obtained from all the authorities at the study site.
Informed consent was obtained from all the respondents.
Confidentiality of all data collected was maintained
using laboratory-generated numbers. No unauthorized
access was allowed to the data. No harm was done to the
subjects in this study. Only those who were directly
linked to the study had access to the data. Soft copy data
was saved using strong passwords, and hard copy data
was locked in a cupboard, and the keys were safely kept.
Respondents’ names never appeared on the data-
capturing forms of study subjects. Any respondent who
decided to pull out of the study was free to do so without
any penalty, and their health care seeking services were
not affected. The patients never paid any money for
participating in the study.

Results

Figure 1: Participants recruited

Figure 1 shows the number of participants recruited. In this study, 97 participants were recruited, 84 completed the
study, while 13 were lost. The participants who were lost were because the relatives were not willing to allow them to
continue with the study

https://doi.org/10.51168/sjhrafrica.v5i6.1175
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Table 1: The distribution of patients by age group and gender in the study sample
Variables Category Frequency Percent (%)
Gender Female 49 58.3

Male 35 41.7
Total 84 100

Age group (years) 0-9 12 14.3
10-19 3 3.6
20-29 11 13.1
30-39 20 23.8
40-49 9 10.7
50-59 5 6.0
60-69 8 9.5
70-79 15 17.9
80-89 1 1.2
Total 84 100

Table 1 shows the distribution of patients by gender and
age group in the study sample. Findings revealed that
the majority (58.3%; n=84) of the patients were females.
Moreover, most of the respondents were aged between

30-39 years (23.8%), followed by 70-79 years (17.9%),
and 0-9 years (14.3%). The least presented age group
was 80-89 years, 1.2%. The average age of the
respondents was 41 years (SD:23.7).

Figure 2: The general prevalence of nosocomial infection (NIs) among study patients
attending medical wards in Mengo Hospital

Figure 2 shows the general prevalence of nosocomial
infection (NIs) among the study patients attending
medical wards in Mengo Hospital. Findings revealed that

52.4% (44/84) of the study participants had nosocomial
infections.

https://doi.org/10.51168/sjhrafrica.v5i6.1175


Student’s Journal of Health Research Africa
e-ISSN: 2709-9997, p-ISSN: 3006-1059

Vol.6 No. 6 (2025): June 2025 Issue
https://doi.org/10.51168/sjhrafrica.v6i6.1831

Original Article

Page | 6

Table 2: The factors to nosocomial infection (NIs) among study patients at medical wards
in Mengo hospital

Variables Category NIs (n=44) No NIs (n=40) Percentage NIs (%)
Duration of stay in the
hospital

1 week 4 10 9.1
2 weeks 11 22 25
A month 29 8 65.9
Total 44 40 100

Prior intake of
antibiotics

Yes 25 31 56.8
No 19 9 43.2
Total 44 40 100

Patients on a catheter Yes 31 12 70.5
No 13 28 29.5
Total 44 40 100

Patients of surgery Yes 9 16 20.5
No 35 24 79.5
Total 44 40 100

Table 2 illustrates the factors contributing to nosocomial
infections among study patients attending medical wards
in Mengo Hospital. Findings revealed that many patients
who were catheterized contracted nosocomial infection
(70.5%), followed by patients who had overstayed more

than a month of hospitalization (65.9%) and patients who
had previously taken antibiotics (56.8%). Very low cases
of nosocomial infection were associated with patients
who had prior cases of surgery (20.5%).

Table 3: The common microorganisms causing NIs in medical wards in Mengo Hospital
Variables Frequency Percent (%)

Isolated micro-organism Staphylococcus epidermidis 2 2.4

Staphylococcus aureus 5 6.0

Staphylococcus species 1 1.2

Pseudomonas aeroginosa 10 11.9

Candida albicans 9 10.7

Citrobacter freundii 2 2.4

Rothia kristinae 2 2.4

Providensia stuartii 1 1.2

Klebsiella pneumoniae 6 7.1

Escherichia coli 3 3.6

Ralstonia mannitolilytica 1 1.2

Ralstonia pickettii 1 1.2

Pseudomonas putida 1 1.2

Total NIs cases 44 52.4

No growth after 48 hours 40 47.6
Table 3 illustrates the common microorganisms
associated with nosocomial infections in medical wards

in Mengo Hospital. Findings demonstrated that
Pseudomonas aeruginosa was the commonest cause of
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NIs, accounting for 11.9% (10/84), followed by Candida
albicans 10.7% (9/84) and Klebsiella pneumoniae 7.1%
(6/84). Other microorganisms that caused NIs were
Staphylococcus epidermidis 2.4% (2/84), Staphylococcus
aureus 6% (5/84), Staphylococcus species 1.2% (1/84),

Citrobacter freundii 2.4% (2/84), Rothia kristinae 2.4%
(2/84), Providensia stuartii 1.2% (1/84), Escherichia coli
3.6% (3/84), Ralstonia mannitolilytica 1.2% (1/84),
Ralstonia pickettii 1.2% (1/84), Pseudomonas putida
1.2% (1/84).

Table 4a: The antibiotic susceptibility patterns of the common isolates associated with
nosocomial infections in medical wards in Mengo hospital
Variables Isolated microorganism Total %

1 2 3 4 5 6 7 8 9 10 11 12 13
Tetracycline Sensitive 2 2 0 0 0 0 0 0 0 0 0 0 0 4 80

Resistant 0 1 0 0 0 0 0 0 0 0 0 0 0 1 20

Total 2 3 0 0 0 0 0 0 0 0 0 0 0 5 100
Clindamycin Sensitive 2 1 1 0 0 0 0 0 0 0 0 0 0 4 57.1

Intermediate 0 2 0 0 0 0 0 0 0 0 0 0 0 2 28.6

Resistant 0 0 0 0 0 0 1 0 0 0 0 0 0 1 14.3

Total 2 3 1 0 0 0 1 0 0 0 0 0 0 7 100
Gentamycin Sensitive 0 1 0 2 0 0 0 0 1 1 0 0 0 5 33.3

Intermediate 0 0 0 0 0 0 0 0 0 0 0 1 0 1 6.7

Resistant 2 2 0 0 0 2 1 0 2 0 0 0 0 9 60

Total 2 3 0 2 0 2 1 0 3 1 0 1 0 10 100
Nitrofurantoin Sensitive 2 1 0 0 0 0 0 0 0 1 0 0 0 4 23.5

Intermediate 0 2 0 0 0 0 0 0 0 0 0 0 0 2 11.8

Resistant 0 0 0 0 0 2 1 1 4 2 1 0 0 11 64.7

Total 2 3 0 0 0 2 1 1 4 3 1 0 0 13 100
Vancomycin Sensitive 2 1 1 0 0 0 1 0 0 0 0 0 0 5 71.4

Resistant 0 2 0 0 0 0 0 0 0 0 0 0 0 2 28.6

Total 2 3 1 0 0 0 1 0 0 0 0 0 0 7 100
Teicoplanin Sensitive 1 3 0 0 0 0 0 0 0 0 0 0 0 4 80

Resistant 1 0 0 0 0 0 0 0 0 0 0 0 0 1 20

Total 2 3 0 0 0 0 0 0 0 0 0 0 0 5 100
Moxifloxacin Sensitive 2 1 0 0 0 0 0 0 0 0 0 0 0 3 50

Resistant 0 2 1 0 0 0 0 0 0 0 0 0 0 3 50

Total 2 3 1 0 0 0 0 0 0 0 0 0 0 6 100
Linezolid Sensitive 2 1 0 0 0 0 0 0 0 0 0 0 0 3 100

Resistant 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Total 2 1 0 0 0 0 0 0 0 0 0 0 0 0 100

https://doi.org/10.51168/sjhrafrica.v5i6.1175
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Table 4b: The antibiotic susceptibility patterns of the common isolates associated with
nosocomial infections in medical wards in Mengo hospital (b)

Variables Isolated microorganism Total %
1 2 3 4 5 6 7 8 9 10 11 12 13

Tigecycline Sensitive 2 1 0 0 0 0 0 0 0 0 0 0 0 3 100

Resistant 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Total 2 1 0 0 0 0 0 0 0 0 0 0 0 3 100
Ciprofloxacin Sensitive 0 0 0 8 0 0 1 0 1 1 0 1 0 12 54.5

Resistant 0 0 0 1 0 2 0 0 4 2 0 0 1 10 45.5

Total 0 0 0 9 0 2 1 0 5 3 0 1 1 22 100
Rifampicin Sensitive 1 3 0 0 0 0 0 0 0 0 0 0 0 4 100

Resistant 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Total 1 3 0 0 0 0 0 0 0 0 0 0 0 4 100
Amikacin Sensitive 0 0 0 4 0 0 0 0 1 1 0 0 0 6 50

Intermediate 0 0 0 1 0 0 0 0 0 0 0 0 1 2 16.7

Resistant 0 0 0 0 0 2 1 0 1 0 0 0 0 4 33.3

Total 0 0 0 5 0 2 1 0 2 1 0 0 1 12 100
Piperacillin Sensitive 0 0 0 4 0 0 0 0 0 2 0 0 0 6 50

Resistant 0 0 0 1 0 2 0 0 0 1 0 1 1 6 50

Total 0 0 0 5 0 2 0 0 0 3 0 1 1 12 100
Meropenem Sensitive 0 0 0 8 0 0 0 0 3 3 0 1 0 15 71.4

Resistant 0 0 0 1 0 2 1 0 1 0 0 0 1 6 28.6

Total 0 0 0 9 0 2 1 0 4 3 0 1 1 21 100
Fluconazole Sensitive 0 0 0 0 7 0 0 0 0 0 0 0 0 7 70

Resistant 0 0 0 0 3 0 0 0 0 0 0 0 0 3 30

Total 0 0 0 0 10 0 0 0 0 0 0 0 0 10 100
Amphotericin B Sensitive 0 0 0 0 6 0 0 0 0 0 0 0 0 6 85.7

Resistant 0 0 0 0 1 0 0 0 0 0 0 0 0 1 14.3

Total 0 0 0 0 7 0 0 0 0 0 0 0 0 7 100
Ceftazidime Sensitive 0 0 0 4 0 0 0 0 1 0 0 1 0 6 31.6

Resistant 0 0 0 3 0 2 0 0 4 3 0 0 1 13 68.4

Total 0 0 0 7 0 2 0 0 5 3 0 1 1 19 100
Imipenem Sensitive 0 0 0 6 0 1 0 0 2 2 0 0 0 11 84.6

Resistant 0 0 0 0 0 0 0 0 2 0 0 0 0 2 15.4

Total 0 0 0 6 0 1 0 0 4 2 0 0 0 13 100
Ceftriaxone Sensitive 0 0 0 0 0 0 0 0 1 0 0 1 0 2 15.4

Resistant 0 0 0 1 0 0 1 1 4 3 0 0 1 11 84.6

Total 0 0 0 1 0 0 1 1 5 3 0 1 1 13 100
Micafungin Sensitive 0 0 0 0 10 0 0 0 0 0 0 0 0 10 100

Resistant 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

https://doi.org/10.51168/sjhrafrica.v5i6.1175
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Total 0 0 0 0 10 0 0 0 0 0 0 0 0 10 100
Key for tables 4a and 4b:

1 Staphylococcus epidermidis 8 Providensia stuartii
2 Staphylococcus aureus 9 Klebsiella pneumoniae
3 Staphylococcus species 10 Escherichia coli
4 Pseudomonas aeruginosa 11 Ralstonia mannitolilytica
5 Candida albicans 12 Ralstonia pickettii
6 Citrobacter freundii 13 Pseudomonas putida
7 Rothia kristinae

Tables 4a and 4b show the antibiotic susceptibility
patterns of the common isolates associated with
nosocomial infections in medical wards in Mengo
Hospital. Findings revealed that resistance was recorded
for every antimicrobial except Linezolid, Tigecycline,
Rifampicin, and Micafungin, which showed 100%
sensitivity. Resistance profile ranged from 14.3% to
84.6%. The highest cases of resistance were recorded
against Ceftriaxone at 84.6%, Ceftazidime 68.4%,
Nitrofurantoin 64.7%, Gentamycin 60%, Piperacillin and
Moxifloxacin at 50%.
Findings also showed that antimicrobials with better
sensitivity patterns were Amphotericin B 85.7%,
Imipenem 84.6%, Tetracycline 80%, Teicoplanin 80%,
Meropenem 71.4% and Fluconazole 70%.
Pseudomonas aeruginosa showed high sensitivity to
Imipenem (100%, 6/6), Meropenem (88.9%, 8/9),
Ciprofloxacin (88.9%, 8/9), Piperacillin, and amikacin
(80%, 4/5).
Candida albicans showed high sensitivity to Micafungin
(100%, 10/10), Amphotericin B (85.7%, 6/7), and
Fluconazole (70%, 7/10).
Citrobacter freundii showed high cases of resistance to
numerous numbers of antibiotics, namely, Gentamycin
(100%, 2/2), Nitrofurantoin (100%, 2/2), Ciprofloxacin
(100%, 2/2), Amikacin (100%, 2/2), and Piperacillin
(100%, 2/2).
Klebsiella pneumoniae showed resistance to a wide
range of antibiotics, namely Nitrofurantoin (100%, 4/4),
Ciprofloxacin (80%, 4/5), Ceftriaxone (80%, 4/5), and
Gentamicin (66.7%, 2/3).
Staphylococcus aureus also showed high cases of
resistance to Gentamycin, Vancomycin, and
Moxifloxacin, all at (66.7%, 2/3).
Discussion

Out of 84 patients studied, 58.3% were females. Findings
also demonstrated that the majority were aged between
30-39 years, accounting for 23.8%, followed by 70-79
years, 17.9%, 0-9 years, 14.3%, and 80-89 years, 1.2%.
One of the factors associated with NIs in this study was
catheterization, as many patients who were catheterized
contracted nosocomial infection (70.5%). This is
probably because of an open pathway through which

bacteria can invade following insertion of a catheter.
Other associated factors to NIs were over a month
hospitalization of patients (65.9%) - which increase the
risk of exposure to hospital acquired pathogens, and
prior intake of antibiotics (56.8%) - probably because
these antibiotics especially the broad spectrum end up
killing both healthy and unhealthy bacteria in the body -
which increases the chances of NIs. Very low cases of
NIs were associated with patients who had prior cases of
surgery (20.5%). This is possibly because of modern
emerging aseptic surgical practices.
These findings support previous reports. For example,
Isigi et al. (2023) in a similar study found that longer
hospital stays, prior intake of antibiotics, urinary
catheters, and older age were risk factors for nosocomial
infections among patients. In a comparable 10-year
retrospective case–control study in the Chinese tertiary
care hospital, findings indicated surgery, any device
placement (including central venous catheter, mechanical
ventilation, urinary catheter, and tracheotomy), prior use
of triple or more antibiotics combinations, carbapenem,
and β-Lactamase inhibitors were significantly associated
with NIs (Wanga et al., 2024) . Findings from these
studies agreed with the findings, which showed that
using mechanical ventilation, being on urinary catheter,
being on intravenous catheter, and length of hospital
stay >20 days were significantly associated with
nosocomial infections. Healthcare services providers
need to give emphasis on infection prevention and
control of nosocomial infections (Zewdu et al., 2023).
However, some previous reports revealed other risk
factors for nosocomial infections, which were different
from what we report in this study. For instance, a study
from a Palestinian hospital revealed that factors to NIs
were advanced age, immunosuppression, and the
presence of other treatment-related factors such as
duration of preoperative hospitalization, type of surgery,
among others (Aiesh et al., 2023).
The study findings further revealed that Pseudomonas
aeruginosa (11.9%; 10/84) was the commonest cause of
NIs, followed by Candida albicans (10.7%; 9/84) and
Klebsiella pneumoniae (7.1%; 6/84), Staphylococcus
aureus (6.0%; 5/84), among others. These findings
support the previous report. For example, a study
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conducted in China demonstrated that Pseudomonas
aeruginosa, Klebsiella pneumoniae as the dominant
microorganisms isolated among the Gram-negative
bacteria, Staphylococcus aureus was the most common
Gram-positive bacterial species, while Candida albicans
and Candida glabrata were the leading fungal isolates
(Li et al., 2019) . Moreover, a related study in China
demonstrated that Staphylococcus aureus, Klebsiella
pneumoniae, and Pseudomonas aeruginosa, in order of
magnitude, were the most frequently isolated pathogens
(Wang et al., 2019).
The current study findings were consistent with the
Ugandan study, which demonstrated that Klebsiella
pneumoniae, Acinetobacter species, and Staphylococcus
aureus, in order of magnitude, were the most frequently
isolated bacteria. In our study, Acinetobacter species was
never an isolate recovered from our samples (Agaba et
al., 2017) . These study findings, together with other
previous reports, strongly agree that microorganisms, for
example, Pseudomonas aeruginosa, Klebsiella
pneumoniae, Candida albicans, and Staphylococcus
aureus, among others, are common and are associated
with NIs among patients. This signifies that there is an
urgent need to tackle the impact of NIs among patients to
ensure improved quality of health care provision, and
will undoubtedly reduce the cost of hospitalization and
improve quality of life.
In the present study, Pseudomonas aeruginosa exhibited
high sensitivity to Imipenem (100%, 6 out of 6),
Meropenem and Ciprofloxacin (each at 88.9%, 8 out of
9), as well as Piperacillin and Amikacin (both at 80%, 4
out of 5). However, Candida albicans showed high
sensitivity to Micafungin (100%, 10/10), Amphotericin
B (85.7%, 6/7), and Fluconazole (70%, 7/10). Klebsiella
pneumoniae showed resistance to a wide range of
antibiotics, namely Nitrofurantoin (100%, 4/4),
Ciprofloxacin (80%, 4/5), Ceftriaxone (80%, 4/5), and
Gentamicin (66.7%, 2/3). Staphylococcus aureus also
showed high cases of resistance to Gentamycin,
Vancomycin, and Moxifloxacin, all at (66.7%, 2/3).
Most of the isolates showed resistance against
Ceftriaxone at 84.6%, Ceftazidime 68.4%,
Nitrofurantoin 64.7%, Gentamycin 60%, Piperacillin,
and Moxifloxacin at 50%.

The current study findings align with previous studies
conducted in various settings. For instance, a study at
Hiwot Fana Specialized University Hospital in Eastern
Ethiopia revealed that Staphylococcus aureus exhibited
high resistance rates (80%) to both vancomycin and
erythromycin, and 70% to cephalexin and gentamicin.
Similarly, Pseudomonas aeruginosa showed 83.7%
resistance to both ceftazidime and cephalexin (Tolera et
al., 2018) . In a related study conducted in Uganda, the

most commonly isolated organisms were Klebsiella
pneumoniae, Acinetobacter species, and Staphylococcus
aureus, in that order (Agaba et al., 2017) . The same
study (Agaba et al., 2017) also showed that the
prevalence of multidrug-resistant bacterial species was
58%, and imipenem was the most effective antibiotic
across most isolates. Furthermore, our findings are
consistent with a study conducted in Niger that assessed
the antibiotic susceptibility of bacteria isolated from
patients with nosocomial infections. Most isolates
demonstrated high resistance rates, with up to 96.2%
resistant to ceftriaxone, while showing high
susceptibility (92.83%) to meropenem. Klebsiella
species, in particular, exhibited 90% resistance to
piperacillin but remained highly susceptible (95.66%) to
meropenem (Boubou et al., 2024).
However, the findings of the current study differ from
those of a previous study conducted at Ruhengeri
Referral Hospital in Rwanda (Munyeshyaka et al., 2021).
The study reported that clindamycin and erythromycin
were the only effective antibiotics against all bacterial
isolates. Moreover, Staphylococcus aureus was
susceptible to vancomycin, ciprofloxacin, and
cefuroxime. However, it showed resistance to
nitrofurantoin. Furthermore, Escherichia coli showed
sensitivity to cefuroxime, ciprofloxacin, and vancomycin,
but resistance to nitrofurantoin. Pseudomonas and
Proteus species showed sensitivity to vancomycin
(100%), and other antibiotics tested, except for
nitrofurantoin, which was resistant. The findings further
indicated that Enterobacter isolates exhibited complete
sensitivity to erythromycin, nitrofurantoin, and
clindamycin, while demonstrating total resistance to
ciprofloxacin, vancomycin, and cefuroxime.

External validity of the study findings

The hospital primarily serves residents of Rubaga
Division within the Kampala Metropolitan area, as well
as patients from other parts of Uganda and beyond. As a
result, the patient population reflects a broad
geographical and demographic spread, enhancing the
generalizability of the study findings. The study site was
chosen due to the researcher’s familiarity with the
facility, which facilitated effective study implementation.
All patients, irrespective of age or sex, who were
admitted to the medical wards of Mengo Hospital and
diagnosed with nosocomial infection(s) were enrolled in
the study. This inclusive approach promoted participant
variability and improved the representativeness of the
sample, thereby strengthening the external validity of the
findings. Clinical specimens were collected from
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relevant infection sites following standard procedures,
and laboratory analyses adhered to established protocols.
Ethical approval for the study was obtained from the
Mengo Hospital Research Ethics Committee (MHREC)
on 17th October 2024 under ethical number
MH/REC/108/09-2024.

Conclusions

Nosocomial infections (52.4%) and antimicrobial
resistance (ranging from 14.3% to 84.6% for different
antibiotics) among patients at medical wards in Mengo
Hospital are high and present serious public health
problems. Factors associated with NIs among the study
participants were catheterization (70.5%), over a month
hospitalization of patients (65.9%), and prior intake of
antibiotics (56.8%). Commonly isolated microorganisms
associated with NIs among the study participants were
Pseudomonas aeruginosa, accounting for 11.9% (10/84),
followed by Candida albicans, 10.7% (9/84), and
Klebsiella pneumoniae, 7.1% (6/84). Most of the isolates
showed resistance against Ceftriaxone at 84.6%,
Ceftazidime 68.4%, Nitrofurantoin 64.7%, Gentamycin
60%, Piperacillin, and Moxifloxacin at 50%. Meanwhile,
better sensitivity patterns were recorded against
Amphotericin B 85.7%, Imipenem 84.6%, Tetracycline
80%, Teicoplanin 80%, Meropenem 71.4% and
Fluconazole at 70%.

Study limitations

In some instances, manual culture and sensitivity were
done instead of the automatic technique using Vitek 2
compact due to machine breakdown.

Recommendations

Given the high prevalence of NIs and the seriousness of
antimicrobial resistance, there is a need to create
awareness among the public about NIs, the importance
of appropriate antibiotic use, and reducing the emergence
of antimicrobial resistance. An infection control protocol
should be developed and used in all medical wards. The
healthcare service providers should develop and
implement antibiotic stewardship programs to promote
appropriate antibiotic use and prevent the emergence of
resistance. Further research is needed to understand the
epidemiology and antimicrobial resistance patterns of
NIs in different settings.

Acknowledgement

We thank Almighty God who kept us alive and gave us
the wisdom, knowledge, and understanding during the
study period. We extend sincere appreciation to Ms.
Nyiramahoro Salome, a Health Tutor at Mengo Hospital
School of Medical Laboratory Technology, for
supervising the study. We thank Mr. Oromcan Benjamin
Wathum, the Dean School of Allied Health Sciences, for
his tireless efforts in guiding the research project to its
completion. Our deepest appreciation goes to the
management and staff of the Mengo Hospital Laboratory
department, especially Mr. Kaketo Patrick, the
Laboratory Manager, for their support during laboratory
testing in the hospital laboratory. We extend sincere
gratitude to the parents of Nalwoga Patricia: Mr. Mubiru
Henry and Mrs. Nasuuna Christine, for their tremendous
support towards her academics, and her aunt, Mrs. Joan,
who always believed and trusted Patricia. We thank Mr.
Yoacel Saviour, a friend of Patricia, for providing some
guidance as well. May God, the good Lord, bless you all.

List of abbreviations

HAI -Healthcare-associated infection
IPC -Infection Prevention and Control
MHREC-Mengo Hospital Research Ethics Committee
MoH -Ministry of Health
NIs -Nosocomial Infections
RTI -Respiratory Tract Infection
UAHEB -Uganda Allied Health Examinations Board
US -United States
UTI -Urinary Tract Infection
WHO - World Health Organization

Source of funding

No external source of funding was received.

Conflict of interest

There was no conflict of interest declared.

Author’s biography

Nalwoga Patricia – A diploma graduate of Medical
Laboratory Techniques from Mengo Hospital Medical
Laboratory Training School.
Nyiramahoro Salome – An experienced Laboratory
Health Tutor at Mengo Hospital Medical Laboratory
Training School, Kampala, Uganda. She has a master’s
degree in clinical microbiology, a bachelor’s degree in
biomedical laboratory science, and a postgraduate

https://doi.org/10.51168/sjhrafrica.v5i6.1175


Student’s Journal of Health Research Africa
e-ISSN: 2709-9997, p-ISSN: 3006-1059

Vol.6 No. 6 (2025): June 2025 Issue
https://doi.org/10.51168/sjhrafrica.v6i6.1831

Original Article

Page | 12

diploma in Medical Education. She is a seasoned
researcher as well.

Oromcan Benjamin Wathum: Born in 1972 and a
native of Zombo District in Uganda's West Nile region,
is a Biomedical Laboratory Scientist and Health
Educator of Alur ethnicity. He currently serves as the
Dean of the School of Allied Health Sciences and
Principal of Mengo Hospital Medical Laboratory
Training School. With over 20 years of experience in
medical laboratory sciences and health training, he is
recognized for his leadership, communication, and
organizational skills. Passionate about teaching and
mentoring, Oromcan upholds professionalism and Good
Laboratory Practices (GLP) and is dedicated to
delivering high-quality service. Email:
uromcan@gmail.com;
benjamin.oromcan@mengohospital.org; ORCID:
https://orcid.org/0009-0007-2462-5637.

Author contribution

Nalwoga Patricia – Conceptualization, data collection,
methodology.
Nyiramahoro Salome – Supervision, investigation.
Oromcan, Benjamin Wathum – Supervision,
Investigation, Formal analysis, Writing original draft -
review & editing.

Data availability

Data was readily available and accessible.

References

1. Abebil, Y. A., Akalu, T. Y., Tessema, G. M.,
Taye, Z. W., & 4, E. B. (2023). Incidence and
determinants of nosocomial infection among
hospital-admitted adult chronic disease patients
in University of Gondar Comprehensive
Specialized Hospital, North-West Ethiopia,
2016-2020.
https://doi.org/10.3389/fpubh.2023.1087407

2. Abubakar, U., Amir, O., & Rodríguez-Baño, J.
(2022). Healthcare-associated infections in
Africa: a systematic review and meta-analysis
of point prevalence studies. Journal of
Pharmaceutical Policy and Practice volume.
https://doi.org/10.1186/s40545-022-00500-5

3. Agaba, P., Tumukunde, J., Tindimwebwa, J. V.,
& Kwizera, A. (2017). Nosocomial bacterial
infections and their antimicrobial susceptibility
patterns among patients in Ugandan intensive
care units: a cross-sectional study. BMC

Research Notes.
https://doi.org/10.1186/s13104-017-2695-5

4. Ahmad, G., Mohammad, A., Aidin, A., Ali, N.,
& Zahra, G. (2023, January 27). Global
prevalence of nosocomial infection. PLUS
ONE.
https://doi.org/10.1371/journal.pone.0274248

5. Aiesh, B. M., Qashou, R., Shemmessian, G.,
Swaileh, M. W., Abutaha, S. A., Sabateen, A.,
Barqawi, A.-K., AbuTaha, A., & Zyoud, S. H.
(2023, October 13). Nosocomial infections in
the surgical intensive care unit: an
observational retrospective study from a large
tertiary hospital in Palestine.
https://doi.org/10.1186/s12879-023-08677-z

6. Alemu, A. Y., Endalamaw, A., & Bayih, W. A.
(2020). The burden of healthcare-associated
infection in Ethiopia: a systematic review and
meta-analysis. Trop Med Health., 48, 77.
https://doi.org/10.1186/s41182-020-00263-2

7. Anna, S., & Farah, Z. (2023). Nosocomial
Infections. StatPearls Publishing LLC.

8. Bagheri, P., Rezaei, F., Roodgari, A., Rokhsari,
M., & Fararouei, M. (2021, December 15).
Nosocomial infections in an Iranian educational
hospital: an evaluation study of the Iranian
nosocomial infection surveillance system.
BMC Infectious Diseases volume.
https://doi.org/https://doi.org/10.1186/s12879-
021-06948-1

9. Boubou, L., Fody, A. M., Mohamed, A. H.,
Moussa, A., Omar, E. A., Sangare, L., &
Sangare, L. (2024, January 31). Antibiotic
sensitivity patterns of nosocomial infections
bacterial isolates in the National Hospital in
Niamey, Niger. African Journal of
Microbiology Research.
https://doi.org/https://doi.org/10.5897/AJMR20
23.9735

10. Cheung, J. (2021, June 28). Nosocomial
Infection: What Is It, Causes, Prevention, and
More.

11. Greco, D., & Magombe, I. (2016, June).
Hospital-Acquired Infections in a large North
Ugandan hospital.

12. Hassan, A. K., Aftab, A., & Riffat, M. (2017,
July). Nosocomial infections and their control
strategies. Asian Pacific Journal of Tropical
Biomedicine, 5(7), Pages 509-514.
https://doi.org/https://doi.org/10.1016/j.apjtb.20
15.05.001

13. Isigi, S. S., Parsa, A. D., Alasqah, I., Mahmud,
I., & Kabir, R. (2023, December 19).
Predisposing Factors of Nosocomial Infections

mailto:uromcan@gmail.com
mailto:benjamin.oromcan@mengohospital.org
https://orcid.org/0009-0007-2462-5637
https://doi.org/10.51168/sjhrafrica.v5i6.1175


Student’s Journal of Health Research Africa
e-ISSN: 2709-9997, p-ISSN: 3006-1059

Vol.6 No. 6 (2025): June 2025 Issue
https://doi.org/10.51168/sjhrafrica.v6i6.1831

Original Article

Page | 13

in Hospitalized Patients in the United Kingdom:
Systematic Review. JMIR Public Health
Surveill. https://doi.org/10.2196/43743

14. Kinyenje, E., Hokororo, J., Eliakimu, E., Yahya,
T., Mbwele, B., Mohamed, M., & Kwesigabo,
G. (2020, September). Status of Infection
Prevention and Control in Tanzanian Primary
Health Care Facilities: Learning From Star
Rating Assessment. 2(3).
https://doi.org/10.1016/j.infpip.2020.100071

15. Landelle, C., & Pittet, D. (2016, Apr.). 283
Definition, epidemiology, and general
management of nosocomial infection. 1352-
1355.
https://doi.org/10.1093/med/9780199600830.00
3.0283

16. Li, Y., Ren, L., & Zou, J. (2019, February 25).
Risk Factors and Prevention Strategies of
Nosocomial Infection in Geriatric Patients.
https://doi.org/10.1155/2019/6417959

17. Mbim, E. N., Mboto, C. I., & Agbo, B. E.
(2016). A review of nosocomial infections in
Sub-Saharan Africa. Microbiol Res J Int., 15,
1-11.
https://doi.org/10.9734/BMRJ/2016/25895

18. Melariri, H., Freercks, R., Merwe, E. v.,
Oyedele, O., Claasen, C., Murphy, R. A., &
Melariri, P. E. (2024, May). The burden of
hospital-acquired infections (HAI) in sub-
Saharan Africa: a systematic review and meta-
analysis. 71.
https://doi.org/https://doi.org/10.1016/j.eclinm.
2024.102571

19. Munyeshyaka, E., Cyuzuzo, P., Yadufashije, C.,
& Karemera, J. (2021, October 11).
Contribution of Medical Wards Contamination
to Nosocomial Infection among Patients
Attending Ruhengeri Referral Hospital.
International Journal of Microbiology.
https://doi.org/https://doi.org/10.1155/2021/783
8763

20. Olawale, O., Edidiong, O., Zainab, L., Tolulope,
O., Tunrayo, O., Bamitale, T., Boluwaji, J.,
Akinjisola, A., & Titilayo, A. (2023, November
18). Knowledge and perception of nosocomial
infections among patients in a Nigerian hospital.

21. Patil, R. K., Kabera, B., Muia, C. K., & Ale, B.
M. (2022, Jan 11). Hospital-acquired infections
in a private paediatric hospital in Kenya: a
retrospective cross-sectional study. 41.
https://doi.org/10.11604/pamj.2022.41.28.2582
0

22. Samira, R., Fatemeh, P., Kan, S. R.,
Hosseinipalangi, Z., Zahra, N. M., Saghar, K.,

Yasamin, D., & Batool, S. H. (2023, January
27). Global prevalence of nosocomial infection:
A systematic review and meta-analysis. PLUS
ONE.
https://doi.org/10.1371/journal.pone.0274248

23. Ssekitoleko, R. T., Solomon, O., Ian, G. M., &
Martha S. Tusabe, C. N. (2020). The role of
medical equipment in the spread of nosocomial
infections: a cross-sectional study in four
tertiary public health facilities in Uganda.
https://doi.org/https://doi.org/10.1186/s12879-
021-06948-1

24. Tolera, M., Abate, D., Dheresa, M., & Marami,
D. (2018, December 4). Bacterial Nosocomial
Infections and Antimicrobial Susceptibility
Pattern among Patients Admitted at Hiwot Fana
Specialized University Hospital, Eastern
Ethiopia. Adv Med.
https://doi.org/10.1155/2018/2127814

25. Usman, A., Omalhassan, A., & Jesús, R.-B.
(2022, December 09). Healthcare-associated
infections in Africa: a systematic review and
meta-analysis of point prevalence studies.

26. Wang, L., Zhou, K.-H., Wei Chen, Y. Y., &
Feng, S.-F. (2019, February 12). Epidemiology
and risk factors for nosocomial infection in the
respiratory intensive care unit of a teaching
hospital in China: A prospective surveillance
during 2013 and 2015. BMC Infectious
Diseases. https://doi.org/10.1186/s12879-019-
3772-2

27. Wanga, Z., Du, M., Cao, H., Yao, H., Liu, B.,
Bai, Y., & Geng, H. (2024, February 06).
Epidemiology and risk factors of nosocomial
infections in a Chinese tertiary-care hospital: a
10-year retrospective case-control study.
https://doi.org/https://doi.org/10.1080/2374423
5.2024.2310647

28. Wasswa, P., Nalwadda, K. C., Buregyeya, E.,
Gitta, N. S., Anguzu, P., & Nuwaha, F. (2017).
Implementation of infection control in health
facilities in Arua district, Uganda: a cross-
sectional study. BMC Infectious Diseases.
https://doi.org/DOI 10.1186/s12879-015-0999-
4

29. Zewdu, W. T., Yaregal, A. A., Yaregal, A. A.,
Temesgen, Y. A., Temesgen, Y. A., Getahun,
M. T., Getahun, M. T., & Eden, B. (2023,
February 24). Incidence and determinants of
nosocomial infection among hospital-admitted
adult chronic disease patients in University of
Gondar Comprehensive Specialized Hospital,
North-West Ethiopia, 2016-2020. ORIGINAL

https://doi.org/10.51168/sjhrafrica.v5i6.1175


Student’s Journal of Health Research Africa
e-ISSN: 2709-9997, p-ISSN: 3006-1059

Vol.6 No. 6 (2025): June 2025 Issue
https://doi.org/10.51168/sjhrafrica.v6i6.1831

Original Article

Page | 14

RESEARCH article, 11-2023.
https://doi.org/10.3389/fpubh.2023.1087407

PUBLISHER DETAILS

https://doi.org/10.3389/fpubh.2023.1087407
https://doi.org/10.51168/sjhrafrica.v5i6.1175

