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Supplementary Material

Text 1: Surveillance program for MROs
Pathogen screening of: patients transferred from another hospital, patients who had travelled

overseas and, patients admitted to the adult intensive care unit, burns unit, renal dialysis unit,



haematology, oncology, transplant units and neonatal intensive care units (1). Weekly and bi-

weekly screening occurred in several wards along with extensive contact tracing.

Table 1: CHEERS Statement Checklist
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Table 2: Model scenarios included within the AnyLogic ® model to represent real-life

isolation protocol amendments.

Scenario Description Isolation Policy

1 Current Practice 1% priority isolation: CDI.
2" priority isolation: nmMRSA, mMRSA, UK-
EMRSALS, VRE, E. coli

2 Intervention 1% priority isolation: CDI.
2" priority isolation: mMMRSA, UK-EMRSA15, VRE, E.
coli

Not 1solated: nmMRSA

3 Current Practice + 1% priority isolation: CDI, Influenza
Influenza 2" priority isolation: nmMRSA, mMRSA, UK-
EMRSAL1S, VRE, E. coli
4 Intervention + 1% priority isolation: CDI, Influenza
Influenza 2™ priority isolation: mMRSA, UK-EMRSA15, VRE, E.
coli

Not isolated: nmMRSA

Abbreviations: nmMRSA = non-multi-resistant methicillin-resistant Staphylococcus aureus;
mMRSA = multiresistant methicillin-resistant Staphylococcus aureus; UK-EMRSAI1S5 =
Epidemic methicillin-resistant Staphylococcus aureus types 15; E. coli = Escherichia coli;
CDI = Clostridioides difficile infection, VRE = Vancomycin-resistant enterococci



Table 3: Transmission probabilities derived from MRO incidence data used in AnyLogic ®

model colonization event generation.

Month nmMRSA mMRSA UK- E. coli VRE CDI Influenza
EMRSA15
January 0.00106 0.00014 0.00003  0.00061  0.00051  0.00044 0.00066
February 0.00105 0.00011 0.00007  0.00042  0.00039  0.00046 0.00188
March 0.00114 0.00006 0.00009  0.00028  0.00025  0.00031 0.00515
April 0.00116 0.00006 0.00003  0.00025  0.00025  0.00028 0.00450
May 0.00098 0.00003 0.00003  0.00009  0.00021 0.00037 0.00198
June 0.00070 0.00000 0.00003  0.00005  0.00013  0.00023 0.00058
July 0.00061 0.00007 0.00004  0.00007  0.00014  0.00014 0.00078
August 0.00079 0.00003 0.00003  0.00043  0.00034  0.00037 0.00051
September 0.00082 0.00003 0.00003  0.00046  0.00052  0.00033 0.00059
October 0.00118 0.00016 0.00006  0.00050  0.00062  0.00031 0.00054
November 0.00111 0.00019 0.00013  0.00057  0.00044  0.00035 0.00040
December 0.00116 0.00023 0.00007  0.00043  0.00050  0.00050 0.00049

Abbreviations: nmMRSA = non-multi-resistant methicillin-resistant Staphylococcus aureus;
mMRSA = multiresistant methicillin-resistant Staphylococcus aureus; UK-EMRSA15 =
Epidemic methicillin-resistant Staphylococcus aureus types 15; E. coli = Escherichia coli,

CDI = Clostridioides difficile infection; VRE = Vancomycin-resistant enterococci



Figu

re 1: Discrete-event simulation and agent-based simulation components of the Hybrid

model.
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Agent-Based Simulation
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Note
meth

: C/S = colonised/susceptible; T/F = true/false; nmMRSA = non-multi-resistant
icillin-resistant Staphylococcus aureus; mMRSA = multi-resistant methicillin-resistant

Staphylococcus aureus; ukMRSA = United kingdom methicillin-resistant Staphylococcus
aureus; E. coli = Escherichia coli; CDI = Clostridioides difficile Infection; VRE =
Vancomycin-resistant enterococci
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