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T¥XXbIPbIMOAMA

CrauvnoHnappaa kapbaneHemre Tesimai aHTepobakTepusnapAbiH MHMeKUMACh xuinen keneai. MndekumnsaaaHx keviH 6yn aypyabiH XoFapbinaybiMeH
XoHe enimmeH bavnaHbicTbl. KapbaneHemre TesiMai sHTepobakTepusnapablH Xannbl n3ondrrapbl - knebcvenna nHeBMOHMACH. byn 3epTtTeyne
Manansnanarel [xoxop-baxpy kanacbiHaarbl MEMIEKETTIK aypyxaHaaa allblk XXypeKkke onepauus xacafaH kapbaneHemre TesiMai aHTepobakTepus
TacbiMangayLbiCbl 6ap HayKacTbIH KIMMHUKanbIK XafAaribl TankbinaHagb.

XKannel, 3epTTeyAiH MakcaTbl NaUneHTTiH aHTepobakTepusanapabiH kapbaneHemMre Tesimai MHPEKUUACHIH Tekcepyre MyMKiHAIK 6epeTiH kayinTi
dakTopnapabl aHblKTay XaHe 3JHTepobakTepusnap >XyKTbipFaH kapbaneHemre TesimAi MauueHT aHbIKTanfFaHHaH KewiH, acipece WMHMEKUMSHbIH,
TapanyblH 6ongbipmay xoHe 6akbinay YLiH kaHaan Wwapanapabl kongaHyFa 6onaTbliHAbIFBIH aHbIKTay 6onapl, acipece kapKbiHAb! Tepanus benimiHae.

Herisri cespgep: kapbaneHemre Te3iMai sHTepobakTepus, allblK XYPEK XMPYPruschl, KApKbIHAbI Tepanus 6eniMiieci, MHpekunsameH kypec

MEPBI 10 BOPHBE C UHOEKIUEN Y KAPBAIIEHEM-PE3UCTEHTHOI'O HOCUTEJISI SHTEPOBAKTEPUU MMOCJIE
OIEPAILIMM HA OTKPBITOM CEPALE B OTJAEJEHUUA KAPTUOPEAHUMALUU: KIVHUUYECKUN CAYUAM
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PE3IOME

YacrtoTa cnyyaeB kapbaneHemM-pe3ncTEHTHOM UHAEKLUUM 3HTepobakTepun B yCNoBUsIX CTaumoHapa pacTeT. [locne 3apaxeHust 3To CBsi3aHO ¢
NoBbILLEHHON 3a6011eBaeMoCTbto, a Takke CMEePTHOCTbI0. PacnpocTpaHeHHbIMY n3onstamMmm kapbaneHeM-pe3ncTeHTHOM MHAEKLMN SHTepobakTepum
saBnseTcs knebcvenna nHeBMOHMW. [JaHHOe nccrnefoBaHue NnocBsALWEHO 06CYKAEHMI0 KIMHUYECKOro criyyasi nauneHTa, kapbaneHem-pe3ncTeHTHOro
HocuTens aHTepobakTepuun, NepeHecLLEero onepaunio Ha OTKPbITOM cepiue B rocyaapcTBeHHow GonbHuue B [xoxop-bapy, Manaisus. B uenom,
Lenblo MccrneaoBaHusl CTano BbisiBUTb (hakTopbl pucka, KoTopble Mno3BonsT obcrenoBaTh NauMeHTa Ha Hanuuve kapbaneHeM-pe3vCTEHTHOM
MHEKLMN 3HTepobakTepun 1 nocre Toro, kak BhisIBNieH kapbaneHemM-pe3ncTeHTHbIV NauneHT, 3apaXKeHHbln aHTepobakTepuel, onpeaenvTb Kakmne
Mepbl MOTYT BbITb NPUHATBI ANS NPEAOTBPALLEHNS U KOHTPOISi PacnpoCTpaHeHns MHpeKLMM, 0ocobeHHO B OTAENEHUMN NHTEHCUBHOW Tepanuu.

KnioueBble cnoBa: kapbaneHeM-pe3ncTeHTHasn aHTepobakTepusi, onepawums Ha OTKPbITOM cepaLe, OTAerNeHne MHTEHCMBHOM Tepanun, 6opbba
C nHdekunen
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Introduction

Carbapenem-resistant Enterobacteriaceae (CRE) infection
is frequently being encountered within healthcare setting. They
are associated with high morbidity, attributable mortality and
increased hospital costs. In Malaysia the New Delhi metallo-3-
lactamase-1 (NMD-1) gene was first detected in carbapenem-
resistant Klebsiella pneumoniae (CRKP) in 2010. According
to Malaysia National Surveillance Antimicrobial Resistance
(NSAR) which involves 41 participating hospitals, prevalence
of CRKP has increased in the recent years, from 0.3% in 2011 to
2.8% in 2015. The Surveillance also reported a rapid increase in
the number of cases from 28 cases in 2011 to more than 800 cases
in 2016. 95% of the patients have history of antibiotic exposure
and 50.6% has history of antibiotic exposure of more than 7
days. Polymixin resistance CRE cases were also reported and
it contributed to 21.7% Polymixin resistant enterobacteriaceae
attributable death in year 2016 [1].

A study done by Antonia Salsano et al. showed that out of
553 patients undergoing open heart surgery, 32 (6%) developed
Carbapenem-resistant Klabsiella pneumomiae infection leading
to an increased in-hospital mortality and 180-day mortality as
compared to those who were not infected [2]. The common
carriage of CRE is in the gastrointestinal tract and active
screening can be done via swabs from rectal and peri-rectal areas
or other areas or sites that is either infected or considered to be
colonized. Therefore, it is important to implement preliminary
supplemental measures for “at risk’ as well as confirmed cases of
CRE infection to halt the entry and spread of CRE.

Case presentation

Patient T., 70 years old Chinese male, with underlying
hypertension, was admitted to the medical ward, Hospital
Sultanah Aminah, Johor Bahru for NSTEMI with cardiogenic
shock. His prolonged hospitalization was due to Hospital
Acquired Infection. He received broad spectrum antibiotics
including carbapenems to which he subsequently responded.
Rectal swab during his hospitalization during contact screening
isolated Carbapeneam-resistant Enterobacteriacecae (CRE)
Klebsiella Pneumoniae identified patient T. as a CRE carrier.
Unfortunately, due to carrier status, further phenotypic testing
of CRE from non CP-CRE or molecular testing for NDM was
not done for his sample. Coronary angiogram showed three
vessel coronary artery disease with left main stem involvement.
Early Coronary Artery Bypass Graft Surgery (CABG) was
indicated in his condition. He was screened negative for MRSA
carrier. Subsequently he underwent a coronary artery bypass
graft surgery on day 20 of hospitalization. Intraoperatively,
intravenous Cephazolin 1g was administered every 2 hours.
Post operatively, patient T. was nursed in the isolation room
of the cardiac intensive care unit (CICU). In the CICU, strict
contact precautions isolation measures were practiced to prevent
spread of infection to other patients. All health care workers and
visitors wore protective gowns and gloves when in contact with
the patient. 5 moments of hand hygiene were strictly adhered.
A dedicated nurse was assigned to the patient alone each shift
during his hospitalization. Supplementary infection prevention
measures including daily baths with no-rinse 2% chlorhexidine-
impregnated wash cloths was done. Surfaces surrounding
the patient were disinfected 2 times a day. His post operative
progress was uneventful with no evidence of post operative
sepsis and wound infection. He was discharged well on post
operative day 6. There were no other CRE infections nor any
patients within the ward detected to have any CRE pathogen.

Discussion

Antimicrobial resistance is an increasing concern within
hospital settings. Patients who have been identified as carrier of
multidrug resistance organism are at risk of developing MDR
infections and at risk of transmitting infection to other patients.
The decision between appropriate timing of surgery versus risk
of probable post surgical complications have to be considered.
Proper management of a CRE carrier patient post surgery is
pivotal in preventing outbreaks within a healthcare setting.

Magiorakos et al identified certain epidemiological
exposures that place patients “at-risk”. They include overnight
stay of a patient in a healthcare setting in the last 12 months a
history of previous carriage of CRE within the last 12 months
and has the patient been previously epidemiologically linked
to a known CRE carrier [3]. Any of the above risk factors
warrants a patient to be screened for CRE on admission. In our
hospital, screening all patients with risk factors for CRE is not
practically possible in our setting due to financial constraints.
As most patients of CRE carriers are undiagnosed, contact/
linkage with these patients are frequently undetected. Another
possible pitfall from screening patients for CRE is obtaining a
false negative result due to intermittent rectal shedding of the
CRE. False negative can occur due to the lack of protocols that
are standardized for sampling and microbiological testing and
prior usage of antimicrobials [3].

When CRE carrier is identified, prevention and control
measures must be undertaken for all patients during their stay
in the healthcare setting. The core measures that should be
applied include antimicrobial stewardship, hand hygiene and
microbiological capacity [3]. Due to the increased resistance
faced with antimicrobials, appropriate antimicrobials prescribing
is essential by doctors. Inappropriate use of antimicrobials may
include treating colonizers, inadequate dose or frequency and
prolonged duration than necessary. Healthcare settings on the
other hand should be equipped with laboratories that have the
competence and capacity to detect both clinical and screening
samples. Results that are positive must be conveyed in a timely
manner to those who are directly in contact with the patient
so that early precautionary measures can be undertaken [3].
The importance of hand hygiene cannot be stressed enough
in the prevention of CRE transmission. A study by Pittet D.
et al demonstrated that hand hygiene remains the single most
important and effective measure in the cross transmission of Multi
Drug Resistant Organisms and Hospital Acquired Infections [4].
Morgan et al found that 8.2% of healthcare workers had at least
1 species of MDR bacteria on their hands before even entering
the patient’s room [5]. All the above measures are available and
implemented in our facility. Other measures particularly for at risk
patients should include patient isolation and decision on patient
placement which is to limit CRE transmission. Ideally they must
be placed in a single room with en suite bathroom. Additional
Standard Precaution measures such as cleaning measures, waste
management and designating nursing staff to care only for the
MDRO/CRE patient during his/her shift. Contact precaution as
well as proper communication between healthcare personnel
during patient is equally important to prevent outbreak in other
healthcare setting. Abboud C.S. et al, in his study concluded
that the rates of CRE colonization, primary central line related
infections and surgical site infections did decrease significantly
and the measures are effective in controlling colonization and
infection with CRE in the Cardiac ICU [6].
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Conclusion

Infectious complications post cardiac surgery occur
up to 5% to 21% of cases with an increase in post operative
mortality by more than 5 times and prolonged recovery [6]. CRE
infection will further complicate situations leading to increased
mortality and morbidity. This is the first CRE carrier patient
that we had conducted CABG. We would like to emphasize
proper and effective infectious control measures in a patient
undergoing open heart surgery in the perioperative state to
prevent unwanted complications to the patient as well as to other
patients. Antimicrobial stewardship, effective hand hygiene,
microbiological capacities, patient isolation, nurse cohorting,
contact precaution and effective exchange of information during
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