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Abstract 

Background: Sequence type (ST) 17 vancomycin‑resistant Enterococcus faecium (VREF) is frequently isolated in noso‑
comial settings. The aim of this study was to identify whether ST17 contributes to subsequent bacteremia more often 
than other STs among hospitalized patients carrying VREF.

Methods: A retrospective cohort study was conducted in patients carrying ST17 VREF and those with non‑ST17 VREF. 
Rectal screening according to hospital policy was used to identify patients with VREF. Subsequent VREF bacteremia 
events within a year of detection of colonization were recorded. Cox regression analysis was used to adjust the covari‑
ates involved in determining the association between ST17 and subsequent bacteremia events.

Results: The cohorts comprised 52 patients with ST17 and 169 patients with non‑ST17 VREF. One‑year VREF bacte‑
remia‑free rates were 85.9% and 90.2%, respectively. In multivariate analysis, ST17 was associated with subsequent 
bacteremia at an adjusted hazard risk (aHR) of 4.02 (95% confidence interval [CI], 1.32–12.29). Liver transplantation 
(aHR, 40.08; 95% CI, 4.87–329.76) and hematologic malignancy (aHR, 20.97; 95% CI, 4.87–87.82) were also significant. 
All cases of subsequent bacteremia in ST17 VREF carriers were caused by ST17; however, subsequent bacteremia in 
non‑ST17 carriers was often caused by ST17 or another ST variant.

Conclusions: A specific genotype, ST17 is a predictor of subsequent bacteremia in hospitalized patients carrying 
VREF. Patients with a hematologic malignancy and those receiving a liver transplant are also at high risk. More tar‑
geted strategies may be needed to prevent VREF infection in hospitals.
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Background
Vancomycin-resistant Enterococcus faecium (VREF) is an 
emerging pathogen associated with healthcare-associ-
ated infections [1]. Due to limited availability of effective 
antibiotics, the World Health Organization added vanco-
mycin-resistant Enterococcus (VRE) to a global priority 
list for research and development of antibiotic-resistant 
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bacteria [2]. E. faecium linked to healthcare-associated 
infection has shown high rates of vancomycin resistance 
in many countries, including Korea and the US [3, 4]. A 
meta-analysis revealed that VRE infections are associated 
with increased mortality rates and treatment costs [5].

Patients carrying VREF can develop subsequent bacte-
remia [6, 7], the risk factors for which reportedly include 
use of vancomycin, long-term antibiotic use, prolonged 
hospital stays, previous invasive procedures, additional 
body-site infections other than blood, transfers from a 
long-term care facility, diabetes mellitus, and acute kid-
ney injuries [8–12]. The relationship between the risk 
of subsequent bacteremia among VREF carriers and the 
VREF genotype is not well documented. Clonal complex 
(CC) 17 has been identified as a hospital-adopted VREF 
clone [13]. In particular, sequence type (ST) 17, which is 
considered a predicted founder of CC17, has been iso-
lated frequently in nosocomial settings. ST17 has a close 
relationship with virulence determinants in Enterococcus 
[14], and there have been several reports of in-hospital 
VREF outbreaks associated with ST17 [15–17]. Here, 
we describe the results of a retrospective cohort study of 
whether rectal carriage of ST17 VREF contributes to the 
development of subsequent bacteremia more often than 
do other STs.

Methods
Study population
This study involved VREF-colonized patients from 
March 2014 to February 2015 at the Samsung Medical 
Center, Seoul, Korea, a large tertiary referral hospital 
at which more than 70% of patients were referred from 
other regions across the country. VREF rectal screenings 
were performed according to infection prevention policy 
and protocols of the hospital. Patients transferred to the 
hospital from other medical or long-term care facilities 
and patients transferred from a general ward to intensive 
care units (ICUs) were subjected to rectal VRE screening.

Study design
Two cohorts of patients carrying VREF were enrolled: 
those colonized with ST17 VREF and those with non-
ST17 VREF. Exclusion criteria were as follows: 1) patients 
age under 18, 2) patients having VREF bacteremia pre-
ceding or on the same day of detection of rectal VREF 
colonization, and 3) Patients who died on the day of 
detection of rectal colonization. Subsequent VREF bac-
teremia events within one year of detection of coloniza-
tion were recorded. All patients were observed for one 
year after colonization or observed until death or loss 
to follow-up. Clinically significant VREF bacteremia 
was defined as either the isolation of VREF from two or 
more separate blood samples, or the isolation of VREF 

from a single blood sample in patients with clinical symp-
toms and a concomitant infection [18]. Overall 30-day 
and 1-year survival rates were compared between VREF 
bacteremia group and the group of patients who did not 
develop VREF bacteremia.

Clinical information was reviewed during the 1-year 
follow-up period using electronic medical records, and 
data were collected on age; sex; body mass index; under-
lying diseases such as decompensated liver cirrhosis, 
severe acute kidney injury requiring renal-replacement 
therapy, diabetes mellitus, solid cancer, and hematologic 
malignancy; history of liver transplantation; neutropenia, 
Charlson comorbidity index [19], ICU stays; presence 
of central venous catheter; intubation; intra-abdominal 
surgery; parenteral nutrition; and specific antibiotic use 
prior to the onset of subsequent VREF bacteremia. The 
study was approved by the Institutional Review Board of 
the Samsung Medical Center.

Microbiological methods
Genomic DNA of the isolates was extracted using a 
G-spin Genomic DNA extraction kit (iNtRON, Korea) 
according to the manufacturer’s instructions. Multilocus 
sequence typing (MLST) of seven selected housekeep-
ing loci (adk, atpA, ddl, gdh, gyd, purK, and pstS) with 
polymerase chain reaction (PCR) amplification was used 
for genotyping of VREF isolates [20]. The e-BURST algo-
rithm was used to analyze the relatedness of each VREF 
isolate ST [21]. The presence of virulence genes esp and 
hyl was detected by PCR [22, 23], and confirmed by 
sequencing [24].

In cases in which both blood and rectal VREF isolates 
showed an identical ST, pulsed field gel electrophore-
sis (PFGE) was conducted to determine the clonal asso-
ciation. For PFGE, bacterial DNA was digested with the 
Sma I restriction enzyme (TaKaRa Bio Inc., Shiga, Japan) 
and separated by electrophoresis using a CHEF DR II 
system (Bio-Rad Laboratories, Hercules, CA, USA). The 
PFGE patterns were analyzed using Gel Compar II soft-
ware (Applied Maths, Kortrijk, Belgium). Potential clonal 
relatedness was determined at a ≥ 80% level of similarity 
[25].

Statistical methods
All statistical analyses were performed in SPSS 23.0 for 
Window (IBM Corp., Armonk, NY, 2015) and Stata 15.1 
(StataCorp., College Station, TX, USA). Power analy-
sis for two-sample comparison of survival analysis was 
implemented with fixed sample size and hazard differ-
ence [26]. A Student’s t-test or Mann–Whitney U test 
was used to compare continuous variables and a chi-
square test or Fisher’s exact test was used to compare 
categorical variables. Time to development of subsequent 



Page 3 of 10Kim et al. Antimicrob Resist Infect Control          (2021) 10:108  

Ta
bl

e 
1 

Co
m

pa
ris

on
 o

f c
ha

ra
ct

er
is

tic
s 

be
tw

ee
n 

ST
17

 a
nd

 n
on

‑S
T1

7 
co

ho
rt

s

Va
ri

ab
le

s
To

ta
l

(n
 =

 2
21

)
Co

ho
rt

ST
17

(n
 =

 5
2)

no
n-

ST
17

(n
 =

 1
69

)
P 

va
lu

e

Vi
ru

le
nc

e 
fa

ct
or

s

 e
sp
+

hy
l+

17
9 

(8
0.

9)
51

 (9
8.

1)
12

8 
(7

5.
7)

 <
 0

.0
01

A
ge

/s
ex

/B
M

I

 A
ge

 (m
ea

n 
±

 S
D

)
62

.3
 ±

 1
4.

5
64

.7
 ±

 1
4.

5
61

.5
 ±

 1
5.

0
0.

75
2

 M
al

e
13

2 
(5

9.
7)

28
 (5

3.
8)

10
4 

(6
1.

5)
0.

32
3

 B
M

I ≥
 2

5 
kg

/m
2

48
 (2

1.
7)

10
 (1

9.
2)

38
 (2

2.
5)

0.
61

9

U
nd

er
ly

in
g 

co
nd

iti
on

 D
ec

om
pe

ns
at

ed
 L

C
36

 (1
6.

3)
6 

(1
1.

5)
30

 (1
7.

8)
0.

28
9

 A
KI

 re
qu

iri
ng

 R
RT

 
58

 (2
6.

2)
10

 (1
9.

2)
48

 (2
8.

4)
0.

18
9

 D
ia

be
te

s 
m

el
lit

us
57

 (2
5.

8)
45

 (2
6.

6)
12

 (2
3.

1)
0.

60
9

 C
an

ce
r

67
 (3

0.
3)

18
 (3

4.
6)

49
 (2

9.
0)

0.
44

1

 H
em

at
ol

og
ic

 m
al

ig
‑

na
nc

y
44

 (1
9.

9)
6 

(1
1.

5)
38

 (2
2.

5)
0.

08
4

 L
iv

er
 tr

an
sp

la
nt

at
io

n
15

 (6
.8

)
0 

(0
.0

)
15

 (8
.9

)
0.

02
6

 N
eu

tr
op

en
ia

42
 (1

9.
0)

8 
(1

5.
4)

34
 (2

0.
1)

0.
44

7

 C
C

I (
M

ed
ia

n,
 IQ

R)
3 

(2
–5

)
3 

(1
.2

5–
4)

3 
(2

–5
)

0.
77

3

In
va

si
ve

 p
ro

ce
du

re
/IC

U

 C
en

tr
al

 v
en

ou
s 

ca
th

et
er

12
4 

(5
6.

1)
95

 (5
6.

2)
29

 (5
5.

8)
0.

95
5

 A
rt

ifi
ci

al
 a

irw
ay

57
 (2

5.
8)

15
 (2

8.
8)

42
 (2

4.
9)

0.
56

5

 In
tr

a‑
ab

do
m

in
al

 
su

rg
er

y
21

 (9
.5

)
4 

(7
.7

)
17

 (1
0.

1)
0.

78
9

 P
ar

en
te

ra
l n

ut
rit

io
n

11
4 

(5
1.

6)
25

 (4
8.

1)
89

 (5
2.

7)
0.

56
3

 IC
U

 S
ta

y
15

7 
(7

1.
0)

35
 (6

7.
3)

12
2 

(7
2.

2)
0.

49
7

Pr
ev

io
us

 a
nt

ib
io

tic
 u

se

 A
m

pi
ci

lli
n

29
 (1

3.
1)

5 
(9

.6
)

24
 (1

4.
2)

0.
39

2

 G
ly

co
pe

pt
id

e
12

1 
(5

4.
8)

33
 (6

3.
5)

88
 (5

2.
1)

0.
14

9

 3
rd

‑ o
r 4

th
‑g

en
er

a‑
tio

n 
ce

ph
al

os
po

rin
84

 (3
8.

0)
16

 (3
0.

8)
68

 (5
0.

2)
0.

21
9

 C
ar

ba
pe

ne
m

12
3 

(5
5.

7)
27

 (5
1.

9)
96

 (5
6.

8)
0.

53
5

 P
ip

er
ac

ill
in

/t
az

ob
ac

‑
ta

m
13

2 
(5

9.
7)

29
 (5

5.
8)

10
3 

(6
0.

9)
0.

50
6



Page 4 of 10Kim et al. Antimicrob Resist Infect Control          (2021) 10:108 

Ta
bl

e 
1 

(c
on

tin
ue

d)

Va
ri

ab
le

s
To

ta
l

(n
 =

 2
21

)
Co

ho
rt

ST
17

(n
 =

 5
2)

no
n-

ST
17

(n
 =

 1
69

)
P 

va
lu

e

 M
et

ro
ni

da
zo

le
33

 (1
4.

9)
7 

(1
3.

5)
26

 (1
5.

4)
0.

73
4

 F
lu

or
oq

ui
no

lo
ne

68
 (3

0.
8)

12
 (2

3.
1)

56
 (3

3.
3)

0.
16

2

 A
m

in
og

ly
co

si
de

20
 (9

.0
)

7 
(1

3.
5)

13
 (7

.7
)

0.
26

6

 L
in

ez
ol

id
16

 (7
.2

)
3 

(5
.8

)
13

 (7
.7

)
0.

76
8

D
at

a 
pr

es
en

te
d 

as
 n

um
be

rs
 (%

) u
nl

es
s 

in
di

ca
te

d 
ot

he
rw

is
e.

 B
M

I, 
bo

dy
-m

as
s 

in
de

x;
 L

C,
 li

ve
r c

irr
ho

si
s;

 A
KI

, a
cu

te
 k

id
ne

y 
in

ju
ry

; R
RT

, r
en

al
 re

pl
ac

em
en

t t
he

ra
py

, C
CI

, C
ha

rls
on

 c
om

or
bi

di
ty

 in
de

x;
 IQ

R,
 in

te
rq

ua
rt

ile
 ra

ng
e;

 IC
U

, 
in

te
ns

iv
e 

ca
re

 u
ni

t



Page 5 of 10Kim et al. Antimicrob Resist Infect Control          (2021) 10:108  

Ta
bl

e 
2 

C
ha

ra
ct

er
is

tic
s 

of
 p

at
ie

nt
s 

de
ve

lo
pi

ng
 s

ub
se

qu
en

t v
an

co
m

yc
in

‑r
es

is
ta

nt
 E

nt
er

oc
oc

cu
s f

ae
ci

um
 b

ac
te

re
m

ia

*  P
at

ie
nt

s 
w

ho
 h

ad
 id

en
tic

al
 S

T 
is

ol
at

es
 o

f r
ec

ta
l s

w
ab

 a
nd

 b
lo

od
 s

tr
ea

m
 in

fe
ct

io
n;

 V
RE

F, 
va

nc
om

yc
in

-r
es

is
ta

nt
 E

nt
er

oc
oc

cu
s f

ea
ci

um
; B

SI
, b

lo
od

st
re

am
 in

fe
ct

io
n;

 LT
, l

iv
er

 tr
an

sp
la

nt
at

io
n;

 U
TI

, u
rin

ar
y 

tr
ac

t i
nf

ec
tio

n;
 IA

I, 
in

tr
a-

ab
do

m
in

al
 in

fe
ct

io
n;

 M
D

S,
 m

ye
lo

dy
sp

la
st

ic
 s

yn
dr

om
e;

 C
RI

, c
at

he
te

r-
re

la
te

d 
in

fe
ct

io
n;

 L
C,

 li
ve

r c
irr

ho
si

s;
 N

/A
, n

ot
 a

va
ila

bl
e

Pa
tie

nt
Se

x
A

ge
U

nd
er

ly
in

g
di

se
as

e
N

eu
tr

o-
pe

ni
a

G
en

ot
yp

e 
of

 re
ct

al
 is

ol
at

es
Se

qu
en

ce
 ty

pe
of

 b
lo

od
 

is
ol

at
es

Ty
pe

 o
f 

in
fe

ct
io

n
Ti

m
e 

in
te

rv
al

 
be

tw
ee

n 
re

ct
al

 
ca

rr
ia

ge
an

d 
ba

ct
er

em
ia

 
(d

ay
s)

A
nt

ib
io

tic
 

tr
ea

tm
en

t
O

ut
co

m
e 

of
H

os
pi

ta
liz

at
io

n
Va

nc
om

yc
in

-r
es

is
ta

nc
e 

ge
ne

Vi
ru

le
nc

e
fa

ct
or

Se
qu

en
ce

ty
pe

Cl
on

al
co

m
pl

ex

A
1

M
56

Ca
nc

er
−

va
n 

A
es

p,
 h

yl
17

17
N

/A
In

tr
a‑

ab
do

m
in

al
 

in
fe

ct
io

n
13

9
Li

ne
zo

lid
A

liv
e

A
2*

F
52

M
ye

lo
dy

sp
la

st
ic

 
sy

nd
ro

m
e

 +
 

va
n 

A
es

p,
 h

yl
17

17
17

In
tr

a‑
ab

do
m

in
al

 
in

fe
ct

io
n

10
Li

ne
zo

lid
Ti

ge
cy

cl
in

e
A

liv
e

A
3

F
57

Le
uk

em
ia

 +
 

va
n 

A
es

p,
 h

yl
17

17
N

/A
In

tr
a‑

ab
do

m
in

al
 

in
fe

ct
io

n
33

Li
ne

zo
lid

A
liv

e

A
4*

M
67

Ly
m

ph
om

a
 +

 
va

n 
A

es
p,

 h
yl

17
17

17
In

tr
a‑

ab
do

m
in

al
 

in
fe

ct
io

n
7

N
on

e
D

ie
d 

of
 V

RE
F 

BS
I

A
5*

F
62

Le
uk

em
ia

 +
 

va
n 

A
es

p,
 h

yl
17

17
17

In
tr

a‑
ab

do
m

in
al

 
in

fe
ct

io
n

4
N

on
e

D
ie

d 
of

 V
RE

F 
BS

I

A
6*

M
70

Ca
nc

er
−

va
n 

A
es

p,
 h

yl
17

17
17

In
tr

a‑
ab

do
m

in
al

 
in

fe
ct

io
n

6
Li

ne
zo

lid
Ti

ge
cy

cl
in

e
D

ie
d 

of
 o

th
er

 
ca

us
e

B1
*

F
69

Li
ve

r c
irr

ho
si

s
−

va
n 

A
hy

l
38

9
17

38
9

Pr
im

ar
y 

ba
ct

e‑
re

m
ia

22
Li

ne
zo

lid
D

ie
d 

of
 o

th
er

 
ca

us
e

B2
*

F
51

Ly
m

ph
om

a
 +

 
va

n 
A

es
p,

 h
yl

98
1

17
98

1
U

rin
ar

y 
tr

ac
t 

in
fe

ct
io

n
12

Li
ne

zo
lid

D
ie

d 
of

 o
th

er
 

ca
us

e

B3
M

78
Ly

m
ph

om
a

 +
 

va
n 

A
es

p,
 h

yl
19

2
17

N
/A

In
tr

a‑
ab

do
m

in
al

 
in

fe
ct

io
n

8
Li

ne
zo

lid
A

liv
e

B4
F

42
Le

uk
em

ia
 +

 
va

n 
A

es
p,

hy
l

23
0

17
N

/A
Ca

th
et

er
‑r

el
at

ed
 

in
fe

ct
io

n
43

Li
ne

zo
lid

D
ie

d 
of

 V
RE

F 
BS

I

B5
*

M
48

Le
uk

em
ia

 +
 

va
n 

A
hy

l
25

2
17

25
2

Ca
th

et
er

‑r
el

at
ed

 
in

fe
ct

io
n

3
Li

ne
zo

lid
D

ie
d 

of
 o

th
er

 
ca

us
e

B6
M

54
Li

ve
r t

ra
ns

pl
an

‑
ta

tio
n

−
va

n 
A

es
p,

 h
yl

97
8

17
14

21
In

tr
a‑

ab
do

m
in

al
 

in
fe

ct
io

n
16

2
Li

ne
zo

lid
Ti

ge
cy

cl
in

e
A

liv
e

B7
F

58
Ly

m
ph

om
a

 +
 

va
n 

A
es

p,
 h

yl
23

0
17

17
In

tr
a‑

ab
do

m
in

al
 

in
fe

ct
io

n
10

3
Li

ne
zo

lid
D

ie
d 

of
 o

th
er

 
ca

us
e

B8
F

55
Li

ve
r c

irr
ho

si
s 

/ 
tr

an
sp

la
nt

a‑
tio

n

−
va

n 
A

es
p,

 h
yl

23
0

17
17

In
tr

a‑
ab

do
m

in
al

 
in

fe
ct

io
n

37
N

on
e

D
ie

d 
of

 o
th

er
 

ca
us

e

B9
M

56
Ly

m
ph

om
a

 +
 

va
n 

A
es

p,
 h

yl
23

0
17

17
Ca

th
et

er
‑r

el
at

ed
 

in
fe

ct
io

n
40

Li
ne

zo
lid

D
ie

d 
of

 V
RE

F 
BS

I

B1
0

M
47

Li
ve

r c
irr

ho
si

s 
/ 

Li
ve

r t
ra

ns
‑

pl
an

ta
tio

n

 +
 

va
n 

A
hy

l
10

26
17

98
1

In
tr

a‑
ab

do
m

in
al

 
in

fe
ct

io
n

18
7

Li
ne

zo
lid

Ti
ge

cy
cl

in
e

A
liv

e



Page 6 of 10Kim et al. Antimicrob Resist Infect Control          (2021) 10:108 

bacteremia during the 1-year follow-up period was calcu-
lated using the Kaplan–Meier method and cohort groups 
were compared using a log-rank test.

Two statistical models were used to adjust the covari-
ates to determine the association between ST17 and 
the development of subsequent bacteremia. In model 1, 
each variate was compared between ST17 and non-ST17 
cohorts. Variables with a P value < 0.15 in the univariate 
analysis were then included in a multivariate Cox regres-
sion model to calculate an adjusted hazard ratio (aHR) 
for subsequent bacteremia. Model 2 analysis evaluated 
other risk factors for developing VREF bacteremia. After 
all variates were analyzed using univariate Cox regression 
to calculate the hazard ratio for subsequent bacteremia, 
variables with a statistical significance in univariate anal-
ysis and with a probable clinical meaning were selected 
in multivariable Cox regression. All P values were two-
tailed, and values < 0.05 were considered statistically 
significant.

Results
Study population
Among 254 VREF carriers identified during the study 
period, 221 were enrolled in the study (Additional file 1: 
Fig. S1). All isolates except one (99.5%) belonged to 
CC17. The most frequent ST was ST17 (23.5%). Among 
the isolates in the non-ST17 cohort, ST230 (15.8%) was 
the most frequent, and followed by ST981 (7.7%), ST78 
(5.9%), ST192 (5.4%), ST927 (4.1%), and ST789 (3.6%) 

(Additional file 1: Table S1). The isolates of 98.1% of the 
ST17 cohort had both the esp and hyl genes, whereas 
75.7% of the non-ST17 cohort had both genes (Table 1). 
Among underlying conditions of patients, liver trans-
plantation was more closely associated with non-ST17.

The incidence rate of subsequent VREF bacteremia 
was 0.447 cases per 1000 patient-days (16 cases per 
35,816 observation days). The median observation day of 
patients who developed VREF bacteremia (VRE-B group) 
was 28 (range, 3–187 days). The most frequent underly-
ing disease in the VRE-B group was hematologic malig-
nancy (10 of 16, 62.5%) followed by liver transplantation 
(3 of 16, 18.8%) (Table 2). Overall 30-day and 1-year sur-
vival rates in the VRE-B group and the group of patients 
who did not develop VREF bacteremia were 75.0% ver-
sus 79.9% (P = 0.615) and 37.5% versus 57.5% (P = 0.073), 
respectively.

ST17 as a risk factor for subsequent bacteremia
The ST17 and non-ST17 cohorts included 52 cases and 
169 cases, respectively. The non-ST17 cohort included 32 
isolates with single-locus variants and 77 double-locus 
variants of ST17, among which ST230 was most frequent 
(Additional file 1: Table S1 and Fig. S2).

Subsequent VREF bacteremia developed in 11.5% 
and 5.9% of ST17 and non-ST17 cohorts, respectively 
(P = 0.257). Adjusted analyses using two models showed 
a significant association between ST17 and subsequent 
VREF bacteremia. The first model analysis in which 

Fig. 1 Kaplan–Meier curve of probability of free of subsequent bacteremia
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virulence factors, hematologic malignancy, liver trans-
plantation, and previous glycopeptide use were included 
in multivariate analysis revealed that ST17 was sig-
nificantly associated with developing subsequent VREF 
bacteremia (aHR, 4.02; 95% confidence interval [CI], 
1.32–12.29, P = 0.015) (Fig.  1). The statistical power 
was > 0.999, which was calculated from sample size 
(n = 221), ST17/non-ST17 ratio 0.38 and the aHR 4.02. 
In the second model, in which VREF ST17, renal replace-
ment therapy, hematologic malignancy, liver transplanta-
tion, and previous use of glycopeptide, and carbapenem 
were included in multivariable analysis, ST17 showed 

a significant association with development of subse-
quent VREF bacteremia (aHR, 7.14; 95% CI, 1.83–27.83; 
P = 0.005). In addition, liver transplantation (aHR, 40.08 
32.65; 95% CI, 5.01–329.76 4.27–249.75; P = 0.001), and 
hematologic malignancy (aHR, 20.97; 95% CI, 5.01–
87.82; P < 0.001) were also determined to be significant 
risk factors for subsequent bacteremia (Table 3).

The time between rectal VREF detection and the initial 
day of blood-culture positivity was not statistically differ-
ent between ST17 (median, 8.5 days; range, 4–139 days) 
and non-ST17 cohorts (median, 38.5  days; range, 
3–187 days) (P = 0.181).

Table 3 Multivariate analysis for risk factors predictive of subsequent bacteremia among hospitalized patients carrying vancomycin‑
resistant Enterococcus faecium 

Data presented as numbers (%) unless indicated otherwise. BMI, body mass index; LC, liver cirrhosis; AKI, acute kidney injury; RRT, Renal replacement therapy, CCI, 
Charlson comorbidity index; ICU, intensive care unit

Variables Total (n = 221) Univariate analysis Multivariable analysis

HR (95% CI) P value HR (95% CI) P value

Virulence factors

 Sequence type 17 52 (23.5) 1.78 (0.65–4.91) 0.264 7.14 (1.83–27.83) 0.005

 esp+hyl+ 179 (80.9) 1.10 (0.31–3.86) 0.883

Age/sex/BMI

 Age ≥ 60 years 132 (59.7) 0.34 (0.12–0.99) 0.048*

 Male 132 (59.7) 0.74 (0.28–1.98) 0.549

 BMI ≥ 25 kg/m2 48 (21.7) 0.51 (0.12–2.27) 0.379

Underlying condition

 Decompensated LC 36 (16.3) 1.16 (0.33–4.09) 0.813

 AKI requiring RRT 38 (17.2) 3.07 (1.06–8.92) 0.039

 Diabetes mellitus 57 (25.8) 0.74 (0.21–2.59) 0.636

 Metastatic cancer 67 (30.3) 0.38 (0.09–1.67) 0.200

 Hematologic malignancy 44 (19.9) 10.45 (3.78–29.07)  < 0.001 20.97 (5.01–87.82)  < 0.001

 Liver transplantation 15 (6.8) 2.58 (0.73–9.06) 0.141 40.08 (4.87–329.76) 0.001

 Neutropenia 42 (19.0) 8.86 (3.21–24.42)  < 0.001

 CCI ≥ 3 123 (55.7) 1.25 (0.46–3.37) 0.660

Invasive procedure/ICU

 Central venous catheter 124 (56.1) 3.04 (0.98–9.43) 0.055

 Artificial airway 57 (25.8) 0.92 (0.33–2.73) 0.945

 Intra‑abdominal surgery 21 (9.5) 1.86 (0.53–6.55) 0.332

 Parenteral nutrition 114 (51.6) 1.82 (0.66–5.03) 0.246

 ICU Stay 157 (71.0) 1.59 (0.51–4.95) 0.424

Previous antibiotic use

 Ampicillin 29 (13.1) 0.31 (0.04–2.38) 0.261

 Glycopeptide 121 (54.8) 6.39 (1.45–28.17) 0.014

 3rd‑ or 4th‑generation cephalosporin 84 (38.0) 1.26 (0.47–3.37) 0.642

 Carbapenem 123 (55.7) 4.35 (1.23–15.36) 0.022

 Piperacillin/tazobactam 132 (59.7) 1.04 (0.36–2.77) 0.994

 Metronidazole 33 (14.9) 2.40 (0.83–6.91) 0.105

 Fluoroquinolone 68 (30.8) 0.48 (0.14–1.69) 0.221

 Aminoglycoside 20 (9.0) 1.19 (0.27–5.25) 0.816

 Linezolid 16 (7.2) 2.61 (0.74–9.17) 0.134
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Genetic relatedness between rectal and blood VREF 
isolates
Of the 16 patients who developed subsequent VREF bac-
teremia, 12 VREF blood isolates were available for micro-
biological analysis. The ST distribution of blood VREF 
isolates was different from that of rectal isolates (Fig. 2). 
ST17 was the most common genotype (58.3%) among 
blood VREF isolates. Comparison of STs between rectal 
and blood VREF isolates showed that only 7 of 12 cases 
(58.3%) had identical STs. Among 7 cases with identi-
cal STs between rectal and blood isolates, 4 belonged to 
ST17. In the ST17 VREF carriers who developed subse-
quent bacteremia, all cases were caused by ST17, but in 
the non-ST17 carriers, subsequent bacteremia was often 
caused by another ST, including ST17 (Fig. 2). Among 7 
VREF pairs with identical STs between rectal and blood 

isolates, 6 pairs showed identical PFGE patterns and 1 
pair showed a 88.9% similarity (Additional file 1: Fig. S3).

Discussion
CC17 has been frequently reported as a major geno-
type causing healthcare-associated outbreaks. CC17 is 
also related to antibiotic resistance and the carriage of 
virulence factors such as esp and hyl [14, 27]. Our study 
revealed that carriage of ST17 VREF was significantly 
associated with a risk of developing subsequent VREF 
bacteremia. In multivariate analyses using 2 models, car-
riage of ST17 VREF had a 4.02- or 7.14-fold higher risk of 
developing subsequent VREF bacteremia compared with 
carriage of non-ST17 VREF. Although ST17 VREF had 
more virulence factors compared with non-ST17 VREF in 
this study, esp or hyl were not risk factors for subsequent 
VREF bacteremia. Our previous unpublished one-year 

Fig. 2 Comparison of sequence types between rectal and blood isolates from patients carrying vancomycin‑resistant Enterococcus faecium (VREF) 
and developing subsequent bacteremia. Solid box, cases developing subsequent bacteremia; hatched box, cases not developing bacteremia; red, 
ST17; blue, non‑ST17; solid arrow, identical sequence types; dotted arrow, non‑identical line arrow; asterisk, cases of which blood isolates were not 
stored
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study in 2014 on bacteremia also showed ST17 was the 
most frequent ST among both VREF (36.4%, 12/33) and 
and vancomycin-susceptible E. faecium (17.6%, 13/74) 
bacteremia. Further studies on virulence determinants of 
ST17 VREF would be needed.

The underlying conditions of liver transplantation and 
hematologic malignancy were strongly associated with a 
higher incidence of subsequent VREF bacteremia. Prior 
studies reported that approximately 30% of VRE-colo-
nized patients with hematologic malignancy or patients 
who had received a liver transplant developed subse-
quent VRE bacteremia [28, 29], but no genotypic char-
acterization was reported. Our study was strengthened 
by analysis of these risk factors through a multivariate 
analysis that included genotype. In our study, rates of 
subsequent bacteremia were slightly lower compared 
with previous studies (22.7% of patients with hematologic 
malignancy, 20% of patients who had undergone liver 
transplantation).

Our finding that some patients carrying non-ST17 
VREF developed subsequent bacteremia by ST-17 VREF, 
although all cases in which ST-17 VREF carriers who 
developed subsequent bacteremia were caused by ST17 
VREF, suggests that the ST17 clone has a higher viru-
lence. We also demonstrated that ST17 VREF exhibits 
strong genetic concordance between rectal and blood 
VREF isolates in patients who developed subsequent 
bacteremia.

There are some limitations in our study. First, because 
the clinical data were collected retrospectively, some data 
may be incorrect or missing. Second, caution should be 
taken in generalizing our findings, given VREF coloniz-
ers in our cohort were only identified through active sur-
veillance by rectal swabs among the targeted high-risk 
population in a single center. Third, blood isolates were 
collected, and molecular analysis was conducted, in only 
75% of patients who developed subsequent bacteremia. 
Despite these limitations, and to our knowledge, this is 
the first study to reveal a specific genotype as a risk fac-
tor of subsequent VREF bacteremia among hospitalized 
patients carrying VREF.

Conclusions
The ST17 genotype is associated with occurrence of 
subsequent VREF bacteremia among hospitalized 
patients carrying VREF. Patients with hematologic 
malignancy and those receiving liver transplants are 
also at high risk of developing subsequent VREF bac-
teremia. Based on our results, VRE active screening 
for hospitalized patients can be limited to high-risk 
groups of bacteremia. Such a targeted infection control 

strategy can reduce the cost and time for VRE active 
surveillance for hospitalized patients.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13756‑ 021‑ 00980‑1.

Additional file 1. Supplementary Table 1. Sequence type and virulent 
factor of rectal vancomycin‑resistant Enterococcus faecium isolates. Sup-
plementary Fig. 1. Study population included in the study. Supplemen-
tary Fig. 2. E‑burst diagram showing sequence type (ST) distribution of 
rectal vancomycin‑resistant Enterococcus feacium (VREF) isolates. Sup-
plementary Fig. 3. Dendrogram of the pulsed field gel electrophoresis 
patterns of 7 vancomycin‑resistant Enterococcus feacium (VREF) pairs with 
identical sequence types (STs) between rectal and blood isolates.

Acknowledgements
The authors thank the staff of the Statistics and Data Center at Samsung Medi‑
cal Center for their statistical support.

Authors’ contributions
SHK, SYC, and DRC conceived and designed the study. SHK and SYC per‑
formed the clinical data collection. HMK performed the laboratory experi‑
ments. SHK, SYC, KH, CIK, KRP, and DRC performed the analysis. SHK, SYC, HMK, 
and DRC drafted the manuscript. All authors read and approved the final 
manuscript.

Funding
This work was supported by the National Research Foundation of Korea (NRF) 
grant funded by the Korea government (MSIT) (No. 2020R1F1A1067794), and 
the government‑wide R&D Fund for the research of infectious diseases in 
Korea (No. HG18C0062).

Availability of data and materials
The datasets generated and/or analyzed during the current study are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was approved by the Institutional Review Board of the Samsung 
Medical Center with the following approval number: 2017‑02‑150‑001.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Division of Infectious Diseases, Samsung Medical Center, Sungkyunkwan 
University School of Medicine, 81 Irwon‑ro, Gangnam‑gu, Seoul 06351, South 
Korea. 2 Center for Infection Prevention and Control, Samsung Medical Center, 
Seoul, Korea. 3 Asia Pacific Foundation for Infectious Diseases, Seoul, Korea. 
4 Present Address: Division of Infectious Diseases, Samsung Changwon Hospi‑
tal, Sungkyunkwan University School of Medicine, Changwon, Korea. 

Received: 3 May 2021   Accepted: 13 July 2021

References
 1. Bonten MJ, Willems R, Weinstein RA. Vancomycin‑resistant enterococci: 

why are they here, and where do they come from? Lancet Infect Dis. 
2001;1:314–25.

https://doi.org/10.1186/s13756-021-00980-1
https://doi.org/10.1186/s13756-021-00980-1


Page 10 of 10Kim et al. Antimicrob Resist Infect Control          (2021) 10:108 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 2. Tacconelli E MN, Carmeli Y, Harbarth S, Kahlmeter G, Kluytmans J, 
Mendelson M. Global priority list of antibiotic‑resistant bacteria to guide 
research, discovery, and development of new antibiotics 2017;1–7.

 3. Huh K, Kim J, Cho SY, et al. Continuous increase of the antimicrobial 
resistance among gram‑negative pathogens causing bacteremia: a 
nationwide surveillance study by the Korean Network for Study on Infec‑
tious Diseases (KONSID). Diagn Microbiol Infect Dis. 2013;76:477–82.

 4. Weiner LM, Webb AK, Limbago B, et al. Antimicrobial‑resistant pathogens 
associated with healthcare‑associated infections: summary of data 
reported to the National Healthcare Safety Network at the Centers for 
Disease Control and Prevention, 2011–2014. Infect Control Hosp Epide‑
miol. 2016;37:1288–301.

 5. Chiang HY, Perencevich EN, Nair R, et al. Incidence and outcomes associ‑
ated with infections caused by vancomycin‑resistant enterococci in 
the United States: systematic literature review and meta‑analysis. Infect 
Control Hosp Epidemiol. 2017;38:203–15.

 6. Webb BJ, Healy R, Majers J, et al. Prediction of bloodstream infection due 
to vancomycin‑resistant enterococci in patients undergoing leukemia 
induction or hematopoietic stem cell transplantation. Clin Infect Dis. 
2017.

 7. Zirakzadeh A, Patel R. Vancomycin‑resistant enterococci: colonization, 
infection, detection, and treatment. Mayo Clin Proc. 2006;81:529–36.

 8. Sutcu M, Akturk H, Acar M, et al. Impact of vancomycin‑resistant entero‑
cocci colonization in critically ill pediatric patients. Am J Infect Control. 
2016;44:515–9.

 9. Salgado CD. The risk of developing a vancomycin‑resistant Enterococ-
cus bloodstream infection for colonized patients. Am J Infect Control. 
2008;36(S175):e5‑8.

 10. Olivier CN, Blake RK, Steed LL, Salgado CD. Risk of vancomycin‑resistant 
Enterococcus (VRE) bloodstream infection among patients colonized with 
VRE. Infect Control Hosp Epidemiol. 2008;29:404–9.

 11. Zaas AK, Song X, Tucker P, Perl TM. Risk factors for development of 
vancomycin‑resistant enterococcal bloodstream infection in patients 
with cancer who are colonized with vancomycin‑resistant enterococci. 
Clin Infect Dis. 2002;35:1139–46.

 12. Montecalvo MA, Horowitz H, Gedris C, et al. Outbreak of vancomy‑
cin‑, ampicillin‑, and aminoglycoside‑resistant Enterococcus faecium 
bacteremia in an adult oncology unit. Antimicrob Agents Chemother. 
1994;38:1363–7.

 13. Willems RJ, Top J, van Santen M, et al. Global spread of vancomycin‑
resistant Enterococcus faecium from distinct nosocomial genetic complex. 
Emerg Infect Dis. 2005;11:821–8.

 14. Top J, Willems R, Bonten M. Emergence of CC17 Enterococcus faecium: 
from commensal to hospital‑adapted pathogen. FEMS Immunol Med 
Microbiol. 2008;52:297–308.

 15. Valdezate S, Labayru C, Navarro A, et al. Large clonal outbreak of 
multidrug‑resistant CC17 ST17 Enterococcus faecium containing Tn5382 in 
a Spanish hospital. J Antimicrob Chemother. 2009;63:17–20.

 16. Valdezate S, Miranda C, Navarro A, et al. Clonal outbreak of ST17 multi‑
drug‑resistant Enterococcus faecium harbouring an Inc18‑like::Tn1546 
plasmid in a haemo‑oncology ward of a Spanish hospital. J Antimicrob 
Chemother. 2012;67:832–6.

 17. Lopez‑Urrutia L, de Frutos M, Oteo J, Eiros JM. Vancomycin‑resistant 
Enterococcus faecium ST17 outbreak in a Neonatal Unit. Enferm Infecc 
Microbiol Clin. 2018;36:198–200.

 18. Maki DG, Agger WA. Enterococcal bacteremia: clinical features, the risk of 
endocarditis, and management. Medicine (Baltimore). 1988;67:248–69.

 19. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of clas‑
sifying prognostic comorbidity in longitudinal studies: development and 
validation. J Chronic Dis. 1987;40:373–83.

 20. Homan WL, Tribe D, Poznanski S, et al. Multilocus sequence typing 
scheme for Enterococcus faecium. J Clin Microbiol. 2002;40:1963–71.

 21. Feil EJ, Li BC, Aanensen DM, Hanage WP, Spratt BG. eBURST: inferring 
patterns of evolutionary descent among clusters of related bacte‑
rial genotypes from multilocus sequence typing data. J Bacteriol. 
2004;186:1518–30.

 22. Rice LB, Carias L, Rudin S, et al. A potential virulence gene, hylEfm, 
predominates in Enterococcus faecium of clinical origin. J Infect Dis. 
2003;187:508–12.

 23. Willems RJ, Homan W, Top J, et al. Variant esp gene as a marker of a 
distinct genetic lineage of vancomycin‑resistant Enterococcus faecium 
spreading in hospitals. Lancet. 2001;357:853–5.

 24. Vankerckhoven V, Van Autgaerden T, Vael C, et al. Development of a 
multiplex PCR for the detection of asa1, gelE, cylA, esp, and hyl genes 
in enterococci and survey for virulence determinants among European 
hospital isolates of Enterococcus faecium. J Clin Microbiol. 2004;42:4473–9.

 25. Kuo AJ, Su LH, Shu JC, et al. National surveillance on vancomycin‑resistant 
Enterococcus faecium in Taiwan: emergence and widespread of ST414 
and a Tn1546‑like element with simultaneous insertion of IS1251‑like and 
IS1678. PLoS ONE. 2014;9:e115555.

 26. https:// www. stata. com/ featu res/ overv iew/ power‑ analy sis/. Accessed 25 
June 2021.

 27. Klare I, Konstabel C, Mueller‑Bertling S, et al. Spread of ampicillin/van‑
comycin‑resistant Enterococcus faecium of the epidemic‑virulent clonal 
complex‑17 carrying the genes esp and hyl in German hospitals. Eur J 
Clin Microbiol Infect Dis. 2005;24:815–25.

 28. Matar MJ, Tarrand J, Raad I, Rolston KV. Colonization and infection with 
vancomycin‑resistant Enterococcus among patients with cancer. Am J 
Infect Control. 2006;34:534–6.

 29. McNeil SA, Malani PN, Chenoweth CE, et al. Vancomycin‑resistant entero‑
coccal colonization and infection in liver transplant candidates and recip‑
ients: a prospective surveillance study. Clin Infect Dis. 2006;42:195–203.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://www.stata.com/features/overview/power-analysis/

	Sequence type 17 is a predictor of subsequent bacteremia in vancomycin-resistant Enterococcus faecium-colonized patients: a retrospective cohort study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study population
	Study design
	Microbiological methods
	Statistical methods

	Results
	Study population
	ST17 as a risk factor for subsequent bacteremia
	Genetic relatedness between rectal and blood VREF isolates

	Discussion
	Conclusions
	Acknowledgements
	References


