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Results

Introduction:

Day 0 :

Infection is a common cause of morbidity and mortality after kidney
transplantation. Despite careful pre-transplantation screening of donors
and recipients, vaccination, prophylaxis, and antimicrobial use, controlling
infection at the early transplant period remains challenging. We sought to
extend the well-documented successes of ICU use decolonization by
specifically evaluating the safety and efficacy of universal application with
chlorhexidine and mupirocin to incident kidney transplant patients.

Day 1 - to discharge:

Informed for kidney
transplant
Baseline lab + MRSA
screening.

Chlorhexidine body wash daily un*l
discharge
Mupirocin nasal ointment x 2/day for 5 days

30 DAY CLINICAL OUTCOMES

Methods:
We compared a single center consecutive cohort of kidney transplant
recipients who underwent universal decolonization from March 1, 2014 to
January 31, 2016 with a cohort of transplanted patient from an era
immediately prior to the institution of the decolonization protocol. Universal
decolonization was performed using nasal mupirocin ointment and daily
chlorohexidine body wash (intervention group). The following clinical
outcomes were assessed: Microbiologically proven clinical infection rate in
30 days, Staphylococcus aureus infection rate, readmission rate in 30 days
and adverse outcomes.

Microbiologically Proven Infection Rate

Conclusion:
In our cohort of kidney transplant recipients, a significant number of
patients had history of infection or colonization with multidrug resistant
organisms. A universal decolonization protocol was able to be
implemented and well tolerated by all patients. Despite successful
implementation we did not observe any significant differences in infection
rates between treated patients and historical controls. Further study is
warranted.

Introduction and methods
Introduction
• Controlling infection at the early transplant period
remains challenging.
• We evaluated the safety and efficacy of universal
application with chlorhexidine and mupirocin to
incident kidney transplant patients.

Methods
• Compared a single center consecutive cohort of
kidney transplant recipients who underwent
universal decolonization from March 1, 2014 to
January 31, 2016 with a cohort of transplanted
patients from an era immediately prior to the
institution of the decolonization protocol.

Decolonization

Clinical Infection Rate

Out pa*ent follow up 1:

Results:
Seventy-eight patients who underwent universal decolonization were
compared to 43 patients in control group. Median age was 52 year old (IQR
39.5, 61) and 94 (77.7%) received deceased donor renal transplantation.
Sixteen (13.2%) had history of infection or colonization with multidrug
resistant organism. Ten (8.3%) microbiologically proven infections
occurred in 30 days after discharge; seven (9%) in the intervention group
compared to three (7%) in the control group. Only one had
Staphylococcus aureus infection. Forty-five (37.2%) were readmitted in 30
days after discharge, 31 (39.7%) in intervention group and 14 (32.6%) in
control group. No one in intervention group had adverse effect from
mupirocin and chlorohexidine use.

Control

Decoloniza*on

Repeat MRSA nasal screening
on MRSA screen posi*ve
pa*ents.

Out pa*ent follow up: (30 days
evalua*on endpoints)
• Microbiological proven
infec*on rate
• Clinical infec*on rate
• Readmission rate

0.00%

Total N=121

Decolonized (78)

Control (43)

P

Age (IQR)
Male
Length of Stay (Days)
Living Kidney Donor
Deceased Kidney Donor
Ethnicity
Black
White
Hispanic
Asian
Unknown
Cause of Kidney Disease
DM
HTN
Glomerulonephritis
Graft failure
Others
Dialysis
BMI >25
Comorbidity
DM
HIV
HCV
MDR before transplant*
MRSA
VRE
MDR GNR
Microbiologically proven clinical
infection in 30 days

52 (39.5, 61)
77 (63.6%)
7 (5,8)
27 (22.3%)
94 (77.7%)

53.5 (40,61)
54 (69.2%)
6 (5, 8)
13 (16.7%)
65 (83.3%)

51 (35, 62)
23 (53.5%)
7 (6,9)
14 (32.6%)
29 (67.4%)

0.920
0.085
0.158
0.044

Clinical infection in 30 days
Staph Aureus infection
Readmission in 30 days

74 (61.2%)
34 (28.1%)
5 (4.1%)
3 (3.3%)
4 (3.3%)

52 (66.7%)
20 (25.6%)
4 (5.1%)
0 (0%)
2 (2.6%)

22 (51.2%)
14 (32.6%)
1 (2.3%)
4 (9.3%)
2 (4.7%)

Readmission Rate

5.00%

10.00%

15.00%

20.00%

25.00%

30.00%

35.00%

40.00%

0.115

Conclusion
0.333

27 (22.3%)
39 (32.2%)
11 (9.1%)
14 (11.6%)
24 (19.8%)
101 (91.8%)
87 (71.9%)

13 (18.1%)
25 (34.7%)
8 (11.1%)
14 (19.4%)
12 (16.7%)
68 (97.1%)
56 (71.8%)

14 (32.6%)
14 (32.6%)
3 (7%)
0 (0%)
12 (27.9%)
33 (82.5%)
31 (72.1%)

43 (35.5%)
12 (9.9%)
11 (9.1%)
16 (13.2%)
9
3
6
10 (8.3%)

26 (33.3%)
10 (12.8%)
10 (12.8%)
8 (10.3%)
6 (7.7%)
0 (0%)
2 (2.6%)
7 (9%)

17 (39.5%)
2 (4.8%)
1 (2.3%)
8 (18.6%)
5 (11.6%)
1 (2.3%)
2 (4.7%)
3(7%)

0.554
0.212
0.095
0.194

13 (10.7%)
1 (0.8%)
45 (37.2%)

9 (11.5%)
0
31 (39.7%)

4 (9.3%)
1 (2.3%)
14 (32.6%)

0.770
0.355
0.434

0.011
0.972

1.000

•Our cohort contained a significant number of patients
who had history of infection or colonization with
multidrug resistant organisms.
•The use of a universal decolonization protocol was welltolerated and appeared to be associated with a reduced
incidence of nosocomial infections.
•Despite successful implementation, we did not observe
significant differences in infection rates between treated
patients and controls. Further study is warranted.

