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Allegato 1: scheda per la raccolta di informazioni sui casi di                                             

malattia invasiva da hvKp ST23 (hypervirulent Klebsiella pneumoniae ST23). 

La struttura designata a livello regionale1 competente per territorio invia la scheda al Ministero della Salute, 

Direzione Generale della Prevenzione Sanitaria – Ufficio 5, scrivendo all’indirizzo malinf@sanita.it entro 48 ore. 

CASO SEGNALATO/NOTIFICATO DA:                             Data di compilazione della scheda: …………...……; 

Nome Cognome: …...……………………….…………; 

Ospedale/Struttura:………………………….…………;   Azienda sanitaria: ………………………….…………; 

Città: ………………………….…………;     Regione:    ………………………………………….…;                

Provincia: ………………………….……;      e-mail: ………………………….……………………..; 

Telefono: ………………………….…… ;       Fax: ………………………….………………………..;

        

DATI DEL PAZIENTE: 

Data del ricovero: …………………….…… …..…… ; 

Sesso: ❒  F      ❒  M                                    Età: anni |__|__|     se età < 1 anno, mesi |__|__|     

Nazione di residenza: …………………….…… …………………………..;  

Comune e Provincia di residenza: …………………….…… …..……..… ;  

Data inizio sintomi di infezione: ………………………….…… …..…..… ; 

Origine presunta dell’infezione: ❒ acquisita in Italia;   ❒ acquisita in Paese estero (indicare quale……...………....);  

Al momento dell’inizio dei sintomi il paziente si trovava? 

❒ a domicilio;        ❒ in ospedale (nome dell’ospedale……………………………………….………………); 

❒ in struttura residenziale territoriale, RSA o simili (nome della struttura.…………..…..…….………………); 

 

Se in ospedale, indicare l’area di degenza (indicare una sola opzione nella tabella sottostante): 

❒ Terapia Intensiva 

❒ Oncologia 

❒ Ematologia 

❒ Neuro-riabilitazione/Unità spinale 

❒ Pronto Soccorso /Breve Osservazione 

❒ Altra area di degenza……………………….…………………….…………………………….…………….; 

Tipo di infezione: ……………………………..…………………………………………………………….…………; 

Eventuali fattori di rischio: ………………….…………………………………………………………….…………; 

Esito:        Esito registrato in data: …………………………….……….; 

❒Dimesso  

❒Deceduto  

❒Ancora ricoverato 

❒Trasferito presso altra struttura:  

Campione biologico prelevato in data: ………………………………………  da: 

❒ sangue; ❒ liquor; ❒ pus da ascesso (specificare il sito:…………………………………………………………… .);  

❒ ferita chirurgica (……………………………….……);      ❒ altro sito (…………..………………………………..); 

Antibiotico-resistenza: 

❒ Resistenza a imipenem e/o meropenem e/o ertapenem;    

❒ Resistenza ad altra classe antibiotica (specificare…………………………………………………………………....);                                 

❒ Positività a test di conferma fenotipica per produzione di carbapenemasi (anche più di una):     

❒ KPC (mediante test di sinergia);   ❒ Metallo Enzima (mediante test di sinergia) 

❒ Positività a test di conferma molecolare del tipo di carbapenemasi (anche più di una):     

❒ KPC;       ❒ VIM;       ❒ NDM;       ❒ OXA-48;       ❒ IMP. 

                                                           
1 In base all’organizzazione locale, i referenti per la sorveglianza dell’AMR, in collaborazione con le autorità competenti, 

identificano il modello organizzativo appropriato decidendo il livello dell’inserimento dei dati (ad esempio a livello di SISP/ASL, o 

di Dipartimento di Prevenzione, o di Direzione Sanitaria, etc.). 

❒ Chirurgia dei trapianti 

❒ Lungodegenza/Geriatria/Riabilitazione 

❒ Medicina /Malattie infettive 

❒ Chirurgia generale o specialistica 
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RAPID RISK ASSESSMENT 

Emergence of hypervirulent Klebsiella 
pneumoniae ST23 carrying carbapenemase 
genes in EU/EEA countries 
 

17 March 2021 
 

Summary 
In an urgent inquiry in ECDC’s Epidemic Intelligence Information System (EPIS) Antimicrobial Resistance and 
Healthcare-Associated Infections (AMR-HAI) platform, Ireland reported the isolation of hypervirulent Klebsiella 
pneumoniae (hvKp) ST23, from diagnostic samples and from rectal or faecal samples collected for the 
surveillance of carriage of carbapenemase-producing Enterobacterales (CPE) since March 2019 with two 
distinct geographical clusters as well as sporadic cases. Information on further hvKp ST23 isolates detected in 
the European Union/European Economic Area (EU/EEA) were either found in public databases (n=26) or 
submitted by National Reference Laboratories (NRLs) in reply to a data request to the European Antimicrobial 
Resistance Genes Surveillance Network (EURGen-Net) (n=12). The analysis showed that several of the isolates 
detected in EU/EEA countries after 2012 carried carbapenemase genes, most frequently blaOXA-48. 

This emergence of K. pneumoniae isolates with combined hypervirulence and resistance to reserve antibiotics 
such as carbapenems is of concern as, in contrast to ‘classic’ K. pneumoniae strains, hvKp strains are capable 
of causing severe infections in healthy individuals, often complicated by dissemination to various body sites. 
Previously, hvKp strains were primarily found in Asia, were mainly community-acquired, and were only rarely 
resistant to antibiotics. However, recent reports point to increasing geographic distribution, healthcare 
association and multidrug resistance. With the convergence of antimicrobial resistance and virulence in hvKp 
strains, there is a possibility of potentially untreatable (difficult-to-treat) infections in previously healthy adults. 
An even higher morbidity and mortality is to be expected if carbapenem-resistant hvKp strains spread in 
healthcare settings and affect a vulnerable patient population. Although only few cases and clusters have been 
reported in the EU/EEA to date, it is important to detect hvKp early and prevent further dissemination in 
healthcare settings in EU/EEA countries to avoid the establishment of carbapenemase-producing hvKp as a 
healthcare-associated pathogen similar to ‘classic’ carbapenemase-producing K. pneumoniae. The risk 
associated with the further dissemination of carbapenemase-producing hvKp for the patient population in the 
EU/EEA is currently considered to be moderate, but might become high in the future if hvKp ST23 is 
established in healthcare settings. Further studies are needed to determine the prevalence of hvKp ST23 in the 
EU/EEA. 

Options for response include alerts to clinicians and clinical microbiology laboratories, the establishment of 
sufficient laboratory capacity to detect hvKp isolates, and the submission of all suspected hvKp isolates (for 
example, based on hypermucoviscosity and a positive string test) with or without additional antimicrobial 
resistance to National Reference Laboratories (NRLs) for further analysis. Prospective data collection on hvKp, 
including epidemiological data on cases and associated risk factors, would improve the understanding of 
national spread and transmission routes and determine the need for further surveillance and control measures. 
For further details, please refer to the ‘Options for response’ section below. 
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Event background  
Urgent inquiry and data request to EURGen-Net 
On 17 November 2020, Ireland posted an urgent inquiry (UI) on the EPIS AMR-HAI platform reporting the 
detection of hypervirulent Klebsiella pneumoniae (hvKp) ST23 isolates in Ireland since March 2019. These hvKp 
ST23 isolates included isolates from clinical samples, e.g. blood cultures (n=2), liver abscess (n=2), urine (n=4), 
wound swabs (n=1) as well as blaOXA-48-positive hvKp isolates from rectal or faecal samples collected for 
surveillance of carriage of carbapenemase-producing Enterobacterales (CPE) (n=23). The isolates were initially 
reported in EPIS AMR-HAI as carrying the following genes that are associated with hypervirulence: iroB, iroC, iroD, 
iroN (salmochelin), iutA, iucB, iucC, iucD (aerobactin), and rmpA2 (hypermucoviscosity). Two geographically 
distinct clusters were identified, as well as two additional sporadic cases. One of these sporadic cases was 
associated with travel from North Africa. Prior to March 2019, K. pneumoniae ST23 isolates had not been reported 
in the database of the relevant Irish National Reference Laboratory Service. 

To gain more information on the potential spread of hvKp ST23 in the EU/EEA, ECDC requested the 37 National 
Reference Laboratories (NRLs) participating in the European Antimicrobial Resistance Genes Surveillance Network 
(EURGen-Net) to submit whole-genome sequencing (WGS) data from their collection on isolates of K. pneumoniae 
ST23. WGS data and basic epidemiological data from K. pneumoniae ST23 isolates were submitted by Finland 
(n=1), France (n=5), and Sweden (n=1), as well as for a subset of five representative isolates from Ireland. 

Whole-genome sequencing analysis 
Methodology  
Raw reads were assembled using SPAdes and uploaded to Pathogenwatch for analysis. All genomes passed quality 
control, with more than 95% of core genes detected. The file names of the assembled genomes were 
pseudonymised using the country code and consecutive numbers. The submitted genomes were compared against 
120 genomes of K. pneumoniae ST23 isolates available in Pathogenwatch after the removal of 20 isolates of non-
human origin (a group of isolates isolated from horses in France in the 1980s and a group of environmental 
isolates from a hospital outbreak in the United Kingdom (UK) in 2015) and complemented with 57 genomes of 
isolates listed in the supplemental material of a recent study on the population genomics of the hvKp clonal group 
23 [1]. A search with the National Centre for Biotechnology (NCBI) pathogen detection database [2] for closely 
related isolates of human origin to the isolates submitted by the countries identified two additional isolates with 
genomes already assembled in the public domain. A search for additional isolates included in scientific articles on 
hvKp ST23 in European countries yielded another four genomes from three studies [3-5]. From the four 
aforementioned genomes, one genome reported from a Russian study as being of ST23 was included although the 
locus variant for rpoB was not found after genome assembly of the raw reads. HvKp isolates described in eight 
other studies [6-13] were either already included, not subjected to WGS, or did not have a link to WGS data 
available in the public domain.  

All additional genomes were uploaded to Pathogenwatch. In total, 195 non-duplicate genomes were considered for 
further analysis, including 183 from public databases and 12 submitted by the NRLs. A phylogenetic tree was 
constructed using Pathogenwatch core genome SNPs [14]. Antimicrobial resistance genes, virulence genes (as well 
as the derived virulence score), and capsule type genes were identified using Kleborate [15] and visualised using 
Microreact [16]. Phenotypic information on hypermucoviscosity was not reported to ECDC for the submitted 
genomes. In addition, carbapenem antimicrobial susceptibility testing (AST) results were not available to a 
sufficient extent to conclude on phenotypic carbapenem resistance at the time of writing this assessment.  

Results  
The 183 genomes of K. pneumoniae ST23 isolates from the public databases originated from Asia (n=92), EU/EEA 
countries (n=26), non-EU/EEA European countries (n=25), America (n=25), Oceania (n= 7), and Africa (n=5). For 
three genomes, no information on the country of origin of the isolate was available. The 26 genomes from EU/EEA 
isolates in the public domain were reported from Austria (n=1), Belgium (n=1), Czechia (n=3), Denmark (n=2), 
Estonia (n=1), France (n=9), Germany (n=1), Italy (n=2), the Netherlands (n=1), Norway (n=4), and Spain 
(n=1). Figure 1 shows the timeline for the K. pneumoniae ST23 isolates provided by countries for this analysis and 
the data gathered from public domain, by year of isolation. Only 178 of 195 isolates with information on the year 
of isolation could be included. For the remaining isolates, the year of isolation was not available (n=3) or only a 
range of years was specified (n=14).  
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Figure 1. Time distribution of hypervirulent Klebsiella pneumoniae (hvKp) ST23 isolates included in 
this analysis, by continent and year (n=178)*† 

 
* Only isolates with available year of isolation are shown; † The time distribution illustrated above should not be interpreted as an 
epidemic curve as it more likely that year-to-year variation is related to bias in detection and reporting than a reflection of true 
temporal trends in incidence. 

The earliest isolates included in this analysis were detected in 1996 in Asia (n=5) and Africa (n=1). The earliest 
isolates from the EU/EEA were three human invasive isolates from 1997 detected in Belgium, the Netherlands, and 
Spain, which were sequenced for an analysis of the population genomics of the hvKp clonal group 23 [1]. However, 
the time distribution of isolates illustrated above should be interpreted with caution as the data might be biased by 
increased access to WGS from 2002 onward. The time distribution should also not be interpreted as an epidemic 
curve as it more likely that year-to-year variation is related to bias in detection and reporting than a reflection of 
true temporal trends in incidence. For example, the lower numbers described above after 2016 might reflect a 
delay until WGS data are made available in the public domain. Most of the EU/EEA isolates with the year of 
isolation after 2018 are the isolates with the non-public data submitted by EU/EEA countries for this assessment. 
Further analysis showed that the included 195 isolates belonged to two separate clades with a global main clade 
(188 isolates) and a smaller more recent clade (seven isolates), which are shown in Figures 2 and 5, and described 
in further detail below. 
Figure 2. Main K1 ST23 clade with neighbouring relationships of hypervirulent Klebsiella pneumoniae 
(hvKp) ST23 isolates submitted for this study (coloured by country) and from open-access databases 
(grey) (n=188) 
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Main K1 ST23 clade 
Most of the hvKp ST23 isolates in this analysis belonged to one worldwide clade with capsule type 1 that included 
isolates from five continents over a period of 24 years. This clade was composed of 188 isolates (99.4% of the 
isolates in this analysis), of which 180 genomes were from the public domain. From these 188 isolates, 155 
(82.4%) had a virulence score of 5 based on the presence of the genes encoding for yersiniabactin (ybt), colibactin 
(clb) and aerobactin (iuc) as determined by Kleborate [15]. Eight of the genomes provided by France, Ireland, and 
Sweden belonged to this main clade and were located in six distant positions throughout the phylogenetic tree 
(Figure 2) and were not closely clustered (within 30 core genome SNPs) with any of the other included isolates. 
Table 1 shows that, according to the nearest related isolates, hvKp ST23 isolates detected in the EU/EEA are linked 
to diverse geographic regions, including North America, the Middle East, Asia, Russia, and Africa, as well as other 
EU/EEA countries.  

Table 1. Main clade of hypervirulent Klebsiella pneumoniae (hvKp) ST23: description of isolates 
submitted for this analysis and nearest related isolates from the public domain  

CP, carbapenamase; UNK, unknown.* patient with a travel history to Morocco in the previous year 

Carbapenemase genes 
HvKp ST23 isolates have previously been largely susceptible to antibiotics [1]. In this analysis, carbapenemase 
genes were found in 35 (20.5%) of 171 hvKp ST23 isolates with available date of isolation from the main clade 
(Figure 3). The first carbapenemase-producing hvKp ST23 isolate in the main clade was isolated in 2012 in Russia 
(SRR9208900, isolated from sputum). In the following years, hvKp ST23 isolates carrying carbapenemase genes 
were observed in the main K1 ST23 clade, including isolates carrying KPC-2, NDM-1, OXA-48, OXA-232 and VIM-1. 
In the EU/EEA, the first hvKp ST23 isolate with a carbapenemase gene (blaOXA-48) in this dataset was detected in 
2012 in an isolate from Germany that was described as being part of an outbreak [8]. Only OXA-48 and VIM-1 
were detected in EU/EEA isolates in the main clade (Figure 4).  

  

Isolates submitted for this study Nearest related isolates from the public domain 

Isolate no. 
Origin,  
year of 
isolation 

CP 
gene 

Virulence 
score Isolate no.  Origin,  

year of isolation 
 CP 
gene 

Virulence 
score 

SNP 
distance 

hvKP23_IR004* 
 

Ireland, 2020 None 
 

5 
 

ERR560523 
ERR560521 
ERR562357 

Madagascar, 2007 
Madagascar, 2007 
France, 2011 

None 
None 
None 

5 
5 
5 

61 

hvKP23_FR001 
hvKP23_FR004 

France, 2019 
France, 2019 

blaOXA-48 

blaOXA-48 
5 
5 

SRR5713912 
SRR5713916 

Spain, 1997 
Belgium, 1997 

None 
None 

5 
2 

35-41 

hvKP23_IR003 Ireland, 2020 blaOXA-48 

 
5 EuSCAPE_IT149 

ERR3164635  
SRR5082371 
SRR4036807 

Italy, 2014 
Italy, 2016 
Singapore, UNK 
United States, 
2012 

None 
blaVIM-1 

None 
None 

5 
5 
5 
5 

40-81 

hvKP23_IR001 Ireland, 2020 blaOXA-48 

 
5 ERR3891219  

ERR3891099 
SRR5082357 

Saudi Arabia, 2018 
Saudi Arabia, 2018 
Singapore, UNK 

None 
None 
None 

5 
5 
5 

29-31 

hvKP23_SW001 Sweden, 2019 None 5 SRR9208897 
SRR9208904 
SRR5432530 
SRR12102923 

Russia, 2013 
Russia, 2015 
Russia, 2003 
Russia, 2017 

None 
None 
None 
None 

5 
5 
5 
5 

53-82 

hvKP23_IR002 
hvKP23_IR005 

Ireland, 2020 
Ireland, 2020 

blaOXA-48 

blaOXA-48 

5 
5 

ERR2586422 Vietnam, 2012 None 5 70-71 
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Figure 3. Number of hypervirulent K. pneumoniae (hvKp) ST23 isolates with and without 
carbapenemase genes in the main clade, worldwide, n=171*† 

 
* Only isolates with available year of isolation are shown; † The time distribution illustrated above should not be interpreted as 
an epidemic curve as it more likely that year-to-year variation is related to bias in detection and reporting than a reflection of true 
temporal trends in incidence. 

 
Figure 4. Number of hypervirulent K. pneumoniae (hvKp) ST23 isolates with and without 
carbapenemase genes in the main clade, EU/EEA, n=33*† 

 
* one isolate with missing year of isolation was excluded; † The time distribution illustrated above should not be interpreted as 
an epidemic curve as it more likely that year-to-year variation is related to bias in detection and reporting than a reflection of true 
temporal trends in incidence. 

Separate K57 ST23 clade 
Four isolates submitted by EU/EEA countries for this analysis belonged to a separate clade with distinct 
characteristics in comparison to the main K1 ST23 clade described above. Despite sharing with ST23 the same 
sequence type by 7-locus MLST, this clade is otherwise highly distant from the main K1 ST23 lineage for which 
hypervirulence, clinical presentation, and outcomes have been described in detail. It is therefore not possible to 
assume that this clade has the same clinical relevance as K1 ST23. However, it is also carrying a virulence plasmid, 
making it potentially hypervirulent and ‘high-risk’ due to the frequent combination with carbapenemase genes. 
While hvKp clonal group 23 is normally associated with the serum-resistant K1 capsule [1] and this is the capsule 
type of all isolates except one in the main clade in this dataset, the isolates in this separate clade have different 
capsule synthesis loci (KL57 or KL107). KL57 has previously been described as associated with hypervirulence [17]. 
In addition, these isolates have a virulence score of 4, i.e. presence of the genes encoding for aerobactin (iuc) and 
yersiniabactin (ybt), but absence of the gene encoding for colibactin (clb). There are multiple further differences in 
the genetic characteristics between the K1 ST23 and the distant K57 ST23 clade, and it would therefore be 
important to reliably differentiate these two clades. So far, these clades can be differentiated by clustering by 
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WGS, but assignment of a core genome ST for the new clade is pending. In addition, further studies to better 
describe this clade may be are warranted. 

While isolates of the main K1 ST23 clade in this dataset were detected as early as 1996, the isolates of this 
separate clade only appear from 2014 onwards in Russia and from 2019 onwards in the EU/EEA (Figures 5 and 6). 

Figure 5. Separate clade with neighbouring relationships of hypervirulent Klebsiella pneumoniae 
(hvKp) ST23 isolates submitted for this study (coloured by country) and from open-access databases 
(grey) (n=7) 

 
The isolate from Finland in 2019 and three isolates from France from 2019 (n=2) and 2020 (n=1) were related 
(28-56 SNPs) to an isolate from Russia (SRR7181964, local code KP254) in February 2016 submitted from the I.N. 
Blokhina Research Institute of Epidemiology and Microbiology in Nizhny Novgorod (400 km east of Moscow) and 
described as isolated from the site of inflammation in an adult male patient in the related entry in the European 
Nucleotide Archive. Two additional clinical isolates from Russia in 2014 and 2017 were identified via NCBI Pathogen 
Detection as closely related (18-19 SNPs) to isolate KP254 from Russia (Table 2). The three isolates from Russia 
predate the detection of the isolates from this clade in the EU/EEA from 2019 onwards (Figure 6A, Table 2). HvKp 
ST23 isolates of this separate clade, co-carrying blaNDM-1 and blaKPC-2 were also isolated in Poland in 2018 in a 
single hospital and are currently studied in more detail (data not shown). 

Figure 6. Number of cases of hypervirulent K. pneumoniae (hvKp) ST23 isolates in the separate 
clade, (A) by country and (B) presence of carbapenemase (n=7)  

A       B 
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Table 2. Separate clade of hypervirulent Klebsiella pneumoniae (hvKp) ST23: description of isolates 
submitted for this analysis and nearest related isolates from the public domain  

Isolates submitted for this study Nearest related isolates from the public domain 

Isolate no. 
Origin,  
year of 

isolation 

CP 
genes 

Virulence 
score Isolate no. 

Origin,  
year of 

isolation 

CP 
genes 

Virulence 
score 

SNP 
distance 

hvKP23_FI001 
hvKP23_FR002 
hvKP23_FR003 
hvKP23_FR005 

Finland, 2019 
France, 2019 
France, 2019 
France, 2020 

blaOXA-48 

blaNDM-1 

blaOXA-48 

blaOXA-48 

4 
4 
4 
4 

SRS7484649 
SRR7181964* 
CriePir108 

 

Russia, 2014 
Russia, 2016 
Russia, 2017 

 

None 
None 
None 

 

4 
4 
4 
 

10-66 

CP, carbapenemase. *local code KP254 

Carbapenemase genes 
Isolate SRR7181964 (local code: KP254) did not carry any carbapenemase gene, but was described as 
phenotypically resistant to carbapenems in a related publication [18]. In contrast to the three isolates from Russia, 
all isolates from the EU/EEA in this separate clade carried carbapenemase genes, either blaOXA-48 for isolates 
hvKP23_FI001, hvKP23_FR003 and hvKP23_FR005, or blaNDM-1 for isolate hvKP23_FR002 (Table 2, Figure 6B). Co-
carriage of NDM and KPC was detected in additional hvKp isolates in this clade detected in Poland in 2018 (not 
included in the table). All isolates in this cluster were also positive for the extended-spectrum beta-lactamase gene 
blaCTX-M-55, including the three isolates from Russia.  

Disease background 
Hypervirulent K. pneumoniae 
HvKp is a clinically significant pathogen causing invasive infections such as pneumonia or lung abscess, but is 
primarily associated with hepatic abscesses in both healthy and immunocompromised individuals [19]. HvKp from 
these severe pyogenic liver abscesses often spread to distant sites, leading to meningitis, necrotising fasciitis, and 
endophthalmitis [20]. In addition, a case report from Australia described multi-focal osteomyelitis in a previously 
healthy 20-year-old man, which is a rare complication of hvKp. Notably, hvKp life-threatening infections frequently 
occur in young and healthy individuals and are associated with high morbidity and mortality, mainly due to high 
invasiveness of hvKp and rapid progression of disease. A significant number of hvKp infections are community-
acquired, suggesting that hvKp strains circulate among healthy individuals. The first reports of hvKp were from 
Taiwan and Southeast Asia in the mid-1980s and 1990s. HvKp is considered to be the main cause of liver 
abscesses in Hong Kong (China), Singapore, South Korea, and Taiwan. In 10 Chinese cities, an average of 37.8% 
of K. pneumoniae isolates causing healthcare-associated infections were found to be hvKp, with the highest rate 
(73.9%) in Wuhan [21].  

Reports from other geographic regions indicate worldwide spread, even though the prevalence is still relatively low 
[20,22]. Sporadic cases of liver abscess due to hvKp have been reported from Europe as well as Canada and the 
United States (US), often connected with travel or migration [7,23-27]. In a Canadian study of K. pneumoniae 
isolates causing community-acquired bacteraemia in the Calgary area, 10 (8.2%) of 134 isolates showed a 
hypermucoviscous phenotype [28]. In a US study of K. pneumoniae bloodstream isolates from two hospitals in 
Houston, Texas, four (6.3%) of 64 isolates carried at least one of the virulence genes rmpA and magA [29]. 
Screening of patients in a New York City hospital detected multiple strains of hvKp acquired within the community, 
leading the authors to conclude that several clones of the hvKp are established in New York City [30]. Data on the 
prevalence of hvKp infections in the EU/EEA is scarce. In a study of bacteraemia caused by hvKp in a teaching 
hospital in Barcelona (Spain) for the period 2007-2013, 1.8% of cases were found to be hvKp ST23 [10].  

Emergence of hvKP carrying carbapenemase genes 
Carbapenem resistance has previously been rare in hvKp ST23 isolates. However, Figure 3 shows that, since 2012, 
the combination of virulence and resistance genes has occurred with increasing frequency in hvKp ST23. The 
combination of virulence and carbapenem resistance genes on the same plasmid as described in the literature is 
especially of concern, as this allows for the simultaneous acquisition of virulence and resistance genes. In 2013, a 
Chinese study detected K. pneumoniae ST23 carrying a blaKPC-2-encoding element integrated into a virulence 
plasmid [31]. Researchers from the UK also described virulence plasmids in healthcare-associated isolates of 
various ‘high-risk’ sequence types (e.g. ST15, ST101, and ST147) that carried carbapenemase genes [32]. More 
specifically, a New-Delhi-Metallo-beta-lactamase (NDM)-producing hypervirulent K. pneumoniae ST23 was isolated 
in a patient of Bangladeshi origin hospitalised in London (UK) [33]. Hypervirulent strains of carbapenemase-
producing K. pneumoniae ST23 have been also described in Argentina [34]. In a recent report from India, a 
neonate was infected with an OXA-232-producing hvKp ST23 K1 strain causing neonatal sepsis [35]. 
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Risk assessment questions 
What is the risk associated with the dissemination of carbapenemase-producing hvKp of sequence type (ST) 23 
and other STs in the EU/EEA? 

ECDC risk assessment for the EU/EEA 
Extended disease spectrum 
Due to its increased virulence, hvKp causes a different spectrum of disease than the ‘classic’ K. pneumoniae 
infections known to clinicians in EU/EEA countries. While ‘classic’ K. pneumoniae is an opportunistic pathogen 
typically affecting vulnerable patients with comorbid conditions in healthcare facilities, hvKp has the ability to cause 
infections in previously healthy individuals in the community [17]. In the Asian countries where it is endemic, hvKp 
has emerged as a frequent cause of pyogenic liver abscess, community-acquired pneumonia (CAP), and 
community-acquired meningitis, while these types of infections are non-existent or rare with ‘classic’ K. 
pneumoniae [17]. In endemic countries, hvKp is not only a major cause of the above-mentioned infections, it is 
also driving an increasing incidence of pyogenic liver abscesses. There is also some evidence that, in areas where 
hvKp is endemic, K. pneumoniae partially replaces other frequently associated pathogens such as Streptococcus 
pneumoniae as a cause of community-acquired pneumonia [36,37]. Other than ‘classic’ K. pneumoniae infection, 
hvKp infection often presents at multiples sites and with metastatic spread [17]. It is therefore expected that an 
increased frequency of hvKp infections in the EU/EEA would result in increased morbidity.  

Mortality of healthcare-associated hvKp 
Hospital outbreaks of carbapenem-resistant hvKp have been associated with very high mortality [38-40]. In an 
outbreak of ventilator-associated pneumonia (VAP) caused by KPC-2-producing hvKp ST11 in a Chinese hospital, all 
five affected patients died of severe lung infection, multi-organ failure or septic shock [38]. Similarly, in an 
outbreak of KPC-2 producing hvKp ST11 in an intensive care unit (ICU) in Wenzhou, China, all eight affected 
patients, with an age range of 13 to 69 years, died of respiratory and multi-organ failure and septic shock. In an 
outbreak of VIM-2 producing hvKp ST23 among mechanically ventilated patients in an Iranian ICU, four out of five 
patients with hvKp ST23 died compared to none out of 48 patients with VAP with ‘classic’ K. pneumoniae [40]. In a 
study from Eastern China, KPC-2 producing hvKp meningitis resulted in the death of all 15 affected patients, a 
majority of whom had prior neurosurgical conditions [39]. In the US, mortality of hvKp has been shown to be 
higher than that of ‘classic’ K. pneumoniae infections and of multidrug-resistant ‘classic’ K. pneumoniae infections 
[30]. While mortality of severe infections of ‘classic’ carbapenemase-producing K. pneumoniae is already high, with 
reported mortality rates between 30 and 75% [41], mortality seems to be even higher in healthcare-associated 
hvKp infections, although only limited data are currently available in this respect.  

Resistance pattern 
According to the literature, as well as shown in our analysis, various carbapenemase genes have in recent years 
been detected in hvKp isolates, including OXA-48-like carbapenemases, KPC, NDM, and VIM. Tables 1 and 2 show 
that the nearest related isolates to EU/EEA isolates analysed for this rapid risk assessment are mainly isolates 
without carbapenemase genes, indicating that carbapenemase acquisition has most likely occurred independently, 
on various occasions, and probably by acquisition of resistance plasmids. The isolates from the EU/EEA in the main 
K1 ST23 clade had mainly acquired the OXA-48 carbapenemase that often results in low-level carbapenem 
resistance. Nevertheless, carbapenem treatment failures when treating infections with OXA-48-producing bacteria 
have been described, as well as, in animal models, a lack of activity of carbapenems against OXA-48-producing 
Enterobacterales despite in vitro susceptibility to carbapenems [42].  

In addition, colistin-resistant hvKp ST23 strains and ceftazidime-avibactam-resistant hvKp ST23 strains have been 
described in the literature [43,44]. An extensively drug-resistant hvKp ST23 isolate was very recently reported from 
Spain [45]. These reports indicate that hvKp ST23 infections may become increasingly difficult to treat.  

Frequency of detection in the EU/EEA 
Reports of hypervirulent and carbapenemase-producing K. pneumoniae ST23 detected in the EU/EEA have so far 
been rare. The first carbapenemase-producing hvKp isolate with genomic data in the public domain was a OXA-48-
producing hvKp ST23 isolate from Germany in 2012, with no further information on the clinical or patient history 
[8]. An NDM-producing hvKp ST23 was detected in a women of Bangladeshi origin in the UK in 2015 [33]. Thirty-
eight genomes from hvKp ST23 isolates detected in the EU/EEA were analysed for this rapid risk assessment. Many 
of the isolates detected in EU/EEA countries in the last two years carried carbapenemase genes, mainly blaOXA-48. 
However, the increasing frequency of detection could also be explained by increased laboratory capacity for 
molecular testing and an increased likelihood for detecting hvKp carrying carbapenemase genes with screening of 
patients targeted towards carbapenem-resistant Enterobacterales.  
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There is a high likelihood that hvKp are currently underdetected in the EU/EEA. As detection of hypervirulence 
genes is not part of diagnostic microbiology routines, hvKp may go unnoticed, unless suspected by clinicians aware 
of the clinical picture from descriptions in the scientific literature and the isolates are then referred for 
characterisation. The clinical presentation and extended disease spectrum of hvKp has not yet been encountered 
by many clinicians in EU/EEA countries. In addition, a presumptive clinical diagnosis would depend on the 
presentation of typical clinical features of a community-onset infection. This clinical picture might differ in 
vulnerable patients in healthcare settings, likely making the clinical diagnosis of healthcare-associated hvKp 
impossible. Phenotypic tests such as the string test for hypermucoviscosity have a low sensitivity [30], and whole 
genome sequencing would be needed for the reliable identification of hypervirulence genes. While many 
laboratories have the capacity for molecular identification of frequent carbapenem resistance genes with in-house 
or commercial molecular tests, the identification of virulence genes is not part of standard diagnostics in these 
laboratories. Increased carbapenem resistance in hvKp might lead to the more frequent identification of hvKp 
isolates detected with patient screening procedures focused on carbapenem-resistant Enterobacterales. However, 
hypervirulence would still only be detected if there is high national WGS coverage of carbapenem-resistant K. 
pneumoniae with systematic analysis of virulence genes, or further investigation of sequences types associated 
with hypervirulence, such as ST23. 

Potential routes of spread 
Transmission in community 
While the transmission of carbapenem-resistant ‘classic’ K. pneumoniae strains is driven largely by spread in 
healthcare settings [46], hvKp ST23 was initially described mainly as the causative agent of community-associated 
infections. Based on Enterobacterales in general, hvKp acquisition could potentially occur via contaminated food or 
water, person-to-person transmission in close contacts, such as family members, as well as zoonotic transmission 
[17]. In general, hvKp colonises the gut flora of healthy individuals, and can spread further via the faecal-oral 
route [47]. Contamination of a food sample (cucumber) with hvKp ST23 carrying blaKPC-2 has been described in 
China [48]. In some areas in Asia, there is a high prevalence of hvKp carriage in the population, with a high 
probability of transmission if hygiene and prevention measures are not consistently applied. However, it is unlikely 
that the probability of transmission in the community in the EU/EEA can be inferred from examples from other 
geographical areas with different climatic, environmental, and living conditions. 

As hvKp can also be found in the environment, this might affect prevalence in the overall population and therefore 
the subsequent risk of further transmission in the community; however, the exact role of environmental factors is 
currently unknown [49]. The main reservoir for human infection with hvKp remains the patient’s own gut flora 
[47]. In the community, transmission of Enterobacterales, including multidrug-resistant and hypervirulent K. 
pneumoniae, likely results in silent transient or persistent gut colonisation in most cases, with only a minority of 
acquisitions resulting in clinical presentation of infection. The frequency with which infection develops is currently 
unclear. In the absence of studies of to assess for carriage, it is not possible assess the extent to which hvKp is 
present in the EU/EEA population. Similarly to healthcare settings, clinical diagnosis and detection of hvKp in the 
community is challenging and will ultimately require molecular testing for reliable identification. In practice, 
detection of cases in the community will in most cases depend on the recognition of clinical features of a typical 
community-onset hvKp infection when patients seek healthcare. 

Transmission in healthcare settings 
A shift from community-acquired infections to also healthcare-associated infections seems to have already occurred 
in areas where hvKp is endemic, e.g. in Asia. A recent report from China indicates that hvKp may have started to 
replace the ‘classic’ non-hypervirulent K. pneumoniae strains in healthcare settings [50]. This, as well as various 
outbreaks reported from China, Iran, and Russia [38-40,51], indicates that carbapenemase-producing hvKp has the 
capacity to establish itself as a healthcare-associated pathogen in a similar way as the carbapenem-resistant 
‘classic’ K. pneumoniae clones that are already spreading in healthcare settings in many EU/EEA countries [41]. 
While the common risk factors for ‘classic’ multidrug-resistant K .pneumoniae infections include intensive care, 
critical illness, and invasive devices [52,53], the patient population at risk for hvKp infections will be much larger 
than these well-known high-risk groups. In addition, hypervirulence genes are now also being acquired by ‘classic’ 
MDR high-risk clones of K. pneumoniae, which are known to transmit efficiently in healthcare settings. 

Some of the isolates submitted from the countries for this analysis were closely related, indicating recent 
transmission. Healthcare-associated clusters were reported by Ireland in EPIS AMR-HAI and by Germany in a 
published article [8]. Poland reported that hvKp ST23 isolates of the separate clade co-producing NDM- and KPC 
carbapenemases were isolated in 2018 in one single hospital (personal communication). There is thus evidence, 
albeit currently very limited, that cross-border transmission of hvKp ST23 as well as transmission within countries is 
already occurring in the EU/EEA. In addition, an outbreak of carbapenemase-producing hvKp ST23 has been 
reported from an immediately adjacent country such as Russia [51]. 
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Risk of further spread 
There is currently a lack of data on the prevalence of hvKp ST23 in the community and healthcare settings in the 
EU/EEA, thus limiting the confidence with which the risk can be assessed. The prevalence of hvKp in the EU/EEA is 
likely still low; however, the difficulties with detection of hvKp might allow transmission in healthcare settings to go 
unnoticed. This is especially relevant in healthcare settings where infection prevention and control guidelines are 
not strictly followed and may result in spread within and between facilities. While the probability of sustained 
community transmission in the EU/EEA is considered to be currently low, there does remain a possibility for further 
introductions of hvKp from the community into healthcare settings with subsequent spread within healthcare 
settings if the capability for early detection is not in place. There is a high probability that hvKp can spread further 
in healthcare settings in EU/EEA countries, in analogy to the dissemination of carbapenemase-producing ‘classic’ K. 
pneumoniae and other carbapenem-resistant Enterobacterales that rapidly disseminated within and between 
healthcare settings in the EU/EEA in recent years [46,54]. In addition, the ‘classic’ K. pneumoniae have also been 
shown to acquire hypervirulence genes. As described above, a high impact on the patient population in terms of 
morbidity and mortality could be expected. The risk associated with the further dissemination of 
carbapenemase-producing hvKp for the patient population in the EU/EEA is therefore currently 
considered to be moderate, but might become high in the future if hvKp ST23 is established in 
healthcare settings. Further studies to determine the prevalence of hvKp ST23 in the EU/EEA are needed.  

Options for response 
Awareness and laboratory capacity to identify hvKP 
The institution of control measures will depend on early and reliable identification of hvKp in clinical settings and 
for national surveillance. There is therefore a need for clinical and public health awareness and laboratory capacity 
for the detection of hvKp throughout the EU/EEA. Reliable identification of hvKp currently requires molecular 
testing. NRLs will therefore need the capacity to detect and analyse relevant virulence genes in addition to 
resistance genes. Depending on the frequency with which hvKp is detected at national level, there may also be the 
need for capacity for detection of virulence markers in clinical laboratories as identification of hypervirulence might 
provide valuable information for clinical management of patients with hvKp infections. Effective methods and 
strategies to screen for hypervirulence in the routine diagnostic laboratory would then need to be developed. 

As the extended disease spectrum of hvKp has to date rarely been encountered in EU/EEA countries, it is also 
advisable to raise awareness among clinicians and diagnostic laboratory services to suspect hvKp infections based 
on the typical picture of community-acquired hvKp infections, unusual metastatic spread of K. pneumoniae 
infections, or clusters of healthcare-associated K. pneumoniae infections with increased severity and mortality. 
Early communication of clinicians with the laboratory staff to request testing for hypervirulence in K. pneumoniae 
infections with signs of increased virulence and antimicrobial resistance is vital. However, there would also be the 
need to change from the currently nearly exclusive focus on antimicrobial resistance to include other, potentially 
equally dangerous, characteristics of bacteria, such as enhanced virulence into diagnostics and clinical decision-
making. 

Prospective data collection and surveillance 
Testing of K. pneumoniae isolates for hypervirulence genes and the systematic collection of hvKp isolates at the 
NRLs would improve the understanding of the extent of national spread, as well as provide data for assessment on 
EU/EEA level. If capacity for large-scale WGS coverage at the national level is not available, smaller studies of 
virulence genes in subsets of invasive isolates might provide an opportunity to gather data on the prevalence of 
hvKp infections. If there is evidence of dissemination of hvKp, surveillance systems may need to include options for 
tracking virulence in addition to resistance markers.  

Infection prevention and control measures 
There is a lack of data on the effectiveness on infection prevention and control (IPC) measures specifically for 
hvKp. Enhanced IPC control measures for carbapenem-resistant hvKp should therefore be applied in both acute 
care and long-term care facilities, in analogy to enhanced control measures for carbapenem-resistant ‘classic’ K. 
pneumoniae. Effective infection control measures to prevent the spread of carbapenemase-producing 
Enterobacteriaceae, the application of which may be implemented according to the epidemiological situation, as 
described in more detail in ECDC’s Rapid Risk Assessment on ‘Carbapenem-Resistant Enterobacteriaceae – second 
update’, include: 

• early implementation of active patient surveillance through rectal screening for carbapenem-resistant 
Enterobacterales (CRE) carriage on hospital admission, or admission to specific wards/units, and during outbreaks 
(of note, there is currently no established screening method specifically for hvKp);   

• pre-emptive implementation of contact precautions, including isolation on admission;  
• hand hygiene;  
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• patient isolation in a single room (preferably with their own toilet facilities) when available; 
• When single-patient rooms are in short supply, patients should be cohorted in the same room(s) or ward, and 

dedicated staff and medical equipment should be ensured; 
• environmental cleaning of the immediate surrounding area (that is, the ‘patient zone’) of patients;  
• IPC training of staff;  
• case notification/flagging;  
• contact tracing; and  
• antibiotic restriction. 

For details on control measures for CRE in general, please refer to ECDC’s guidance on IPC measures and tools for 
the prevention of the entry of carbapenem-resistant Enterobacteriaceae into healthcare systems [55], ECDC’s 
Rapid Risk Assessment on Carbapenem-resistant Enterobacteriaceae – second update, 26 September 2019 [41], 
WHO’s guidelines for the prevention and control of carbapenem-resistant Enterobacteriaceae, Acinetobacter 
baumannii and Pseudomonas aeruginosa in healthcare facilities [56] and WHO’s implementation manual to prevent 
and control the spread of carbapenem-resistant organisms at the national and healthcare facility level: interim 
practical manual supporting implementation of the guidelines for the prevention and control of carbapenem-
resistant Enterobacteriaceae, Acinetobacter baumannii and Pseudomonas aeruginosa in healthcare facilities [57]. 
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Disclaimer 
ECDC issues this risk assessment document based on an internal decision and in accordance with Article 10 of Decision 
No 1082/13/EC and Article 7(1) of Regulation (EC) No 851/2004 establishing a European centre for disease prevention 
and control (ECDC). In the framework of ECDC’s mandate, the specific purpose of an ECDC risk assessment is to present 
different options on a certain matter. The responsibility on the choice of which option to pursue and which actions to 
take, including the adoption of mandatory rules or guidelines, lies exclusively with the EU/EEA Member States. In its 
activities, ECDC strives to ensure its independence, high scientific quality, transparency and efficiency.  

This report was written with the coordination and assistance of an Internal Response Team at the European Centre for 
Disease Prevention and Control. All data published in this risk assessment are correct to the best of our knowledge at the 
time of publication. Maps and figures published do not represent a statement on the part of ECDC or its partners on the 
legal or border status of the countries and territories shown. 
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OGGETTO: Rapid Risk Assessment dell’ECDC: Emergenza del ceppo ipervirulento           

K. pneumoniae ST23 resistente ai carbapenemi in Paesi dell’EU/EEA – 17 marzo 2021. 

Il Centro Europeo per il controllo delle malattie (ECDC) segnala la presenza, a partire dal marzo 2019, 

del ceppo ipervirulento di Klebsiella pneumoniae (hvKp) ST23 in alcuni Paesi dell'Unione 

Europea/Spazio Economico Europeo (UE/SEE). Tale patogeno è stato isolato in due distinti cluster 

geografici e in casi sporadici. Inizialmente, i ceppi di hvKp sono stati identificati principalmente in Asia, 

soprattutto acquisiti in comunità e solo raramente resistenti agli antibiotici. Tuttavia, rapporti recenti 
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indicano un aumento della loro distribuzione geografica, circolazione in strutture sanitarie e 

multiresistenza. In particolare, le prime segnalazioni di hvKp provenivano da Taiwan e dal sud-est 

asiatico a metà degli anni '80 e '90. HvKp è considerata la principale causa di ascesso epatico in Hong 

Kong (Cina), Singapore, Corea del Sud e Taiwan. In dieci città cinesi, una media del 37,8% degli isolati 

di K. pneumoniae che causano infezioni associate all'assistenza sanitaria è risultata di tipo hvKp, con il 

tasso più alto (73,9%) a Wuhan1. In UE/SEE, i primi tre ceppi hvKp ST232 erano isolati invasivi umani 

identificati nel 1997 in Belgio, Paesi Bassi e Spagna. I rapporti predisposti da vari Paesi ne indicano una 

diffusione mondiale, con una prevalenza ancora relativamente bassa3,4. 

La comparsa di questi isolati di K. pneumoniae ipervirulenti e resistenti agli antibiotici “di riserva”, 

come i carbapenemi, è motivo di seria preoccupazione poiché, a differenza dei ceppi di K. pneumoniae 

"classici", i ceppi hvKp sono in grado di causare infezioni gravi anche in individui giovani e sani, in 

comunità, e con disseminazione a vari siti del corpo. La hvKp, infatti, può causare infezioni invasive, 

come ascesso epatico, polmonite o ascesso polmonare, sia in soggetti sani che immunocompromessi5. La 

hvKp dagli ascessi epatici si diffonde spesso a siti distanti causando meningite, fascite necrotizzante e 

endoftalmite6. Inoltre, in Australia è stata descritta come rara complicanza dell'hvKp una osteomielite 

multifocale in un uomo di 20 anni precedentemente sano. Le infezioni gravi da hvKp sono associate ad 

elevata morbilità e mortalità, principalmente a causa dell'elevata invasività dell'hvKp e della rapida 

progressione della malattia. Queste infezioni sono, pertanto, molto difficili da curare. È prevedibile quindi 

che la morbilità e la mortalità legate a queste infezioni siano ancora più elevate nel caso in cui i ceppi di 

hvKp siano resistenti ai carbapenemi e si diffondano in ambienti sanitari, colpendo pazienti vulnerabili. 

Sebbene fino ad oggi siano stati segnalati solo pochi casi nell'UE/SEE, è importante identificarli 

precocemente e prevenire una loro ulteriore diffusione per evitare che ceppi che producono 

carbapenemasi si associno all’assistenza sanitaria, come accaduto per K. pneumoniae produttore di 

carbapenemasi "classico". Il rischio associato all'ulteriore diffusione nell'UE/SEE dell'hvKp produttore di 

carbapenemasi è attualmente considerato moderato, e potrebbe diventare elevato se hvKp ST23 si 

diffondesse nelle strutture sanitarie.  

Si raccomanda, pertanto, di informare il personale sanitario e i laboratori di microbiologia clinica, che 

devono essere in grado di identificare isolati di hvKp, anche solo sospetti, per esempio sulla base di criteri 

clinici, come la comparsa dell’infezione in comunità in soggetti senza particolari comorbidità, o criteri 

microbiologici, come ipermucoviscosità e “string test” positivo, con o senza resistenza antimicrobica.  

Sono necessari studi specifici per determinare la prevalenza di hvKp ST23 nell'UE/SEE. La raccolta di 

dati prospettici su hvKp, compresi i dati epidemiologici sui casi e sui fattori di rischio associati, 

migliorerebbe la comprensione della diffusione nazionale e delle vie di trasmissione di questo patogeno, 

oltre a fornire indicazioni sulla necessità di misure specifiche di sorveglianza e controllo.  

I dettagli di WGS (Whole Genome Sequencing) e i risultati dell’analisi genetica condotta sui ceppi 

disponibili isolati nel mondo sono descritti nel documento Rapid Risk Assessment allegato (Allegato 2), 

nella sezione "WGS analysis". 

Le informazioni sui ceppi di hvKp ST23 isolati in EU/SEE sono state raccolte da database pubblici (n = 

26) o dai laboratori nazionali di riferimento (NRL) dei vari Paesi in risposta a una richiesta di dati inviata 

alla rete di sorveglianza europea dei geni che conferiscono resistenza agli antimicrobici (EURGen-Net) (n 

= 12). Gli isolati descritti nei database pubblici erano riportati da Austria (n=1), Belgio (n=1), 

Cecoslovacchia (n=3), Danimarca (n=2), Estonia (n=1), Francia (n=9), Germania (n=1), Italia (n=2), 

Norvegia (n=4), Paesi Bassi (n=1), Spagna (n=1). L'analisi ha mostrato che molti dei ceppi isolati dopo il 

2012 erano portatori di geni codificanti per le carbapenemasi, più frequentemente blaOXA-48. In Italia, sono 

                                                           
1 Zhang Y, et al. High Prevalence of Hypervirulent Klebsiella pneumoniae Infection in China: Geographic Distribution, Clinical 

Characteristics, and Antimicrobial Resistance. Antimicrob Agents Chemother. 2016 Oct;60(10):6115-20 
2 Lam MMC, et al. Population genomics of hypervirulent Klebsiella pneumoniae clonal-group 23 reveals early emergence and 

rapid global dissemination. Nature communications. 2018 Jul 13;9(1):2703 
3 Siu LK, et al. Klebsiella pneumoniae liver abscess: a new invasive syndrome. Lancet Infect Dis. 2012 Nov;12(11):881-7. 
4 Shon AS, et al. Hypervirulent (hypermucoviscous) Klebsiella pneumoniae: a new and dangerous breed. Virulence. 2013 Feb 

15;4(2):107-18. 
5 Paczosa MK, Mecsas J. Klebsiella pneumoniae: Going on the Offense with a Strong Defense. Microbiol Mol Biol Rev. 2016 

Sep;80(3):629-61 
6 Siu LK, et al. Klebsiella pneumoniae liver abscess: a new invasive syndrome. Lancet Infect Dis. 2012 Nov;12(11):881-7 
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stati sequenziati due isolati (isolati rispettivamente nel 2014 e nel 2016) che hanno mostrato sequenza 

simile  (40-81 nucleotidi di differenza) a quella dei ceppi identificati in Irlanda nel 2020. In particolare, 

l’isolato italiano del 2016 era portatore di blaVIM-1. 

Pattern di resistenza antibiotica 

Secondo la letteratura, e come mostrato nel rapporto di valutazione dell’ECDC, negli ultimi anni sono 

stati rilevati diversi tipi di carbapenemasi in isolati hvKp tra cui OXA-48-like, KPC, NDM e VIM. 

L'acquisizione del gene codificante per la carbapenemasi probabilmente è avvenuta in modo 

indipendente, in varie occasioni, per acquisizione di plasmidi di resistenza. Gli isolati nell'UE/EEA nella 

clade principale K1 ST23 avevano acquisito principalmente la carbapenemasi OXA-48, che spesso si 

traduce in una resistenza ai carbapenemi di basso livello. Tuttavia, sono stati descritti fallimenti nel 

trattamento con carbapenemi di infezioni causate da batteri produttori di OXA-48, così come, in modelli 

animali, una mancanza di attività dei carbapenemi contro Enterobacterales produttori di OXA-48 

nonostante la sensibilità in vitro7. Inoltre, in letteratura sono stati descritti anche ceppi hvKp ST23 

resistenti alla colistina e a ceftazidime-avibactam8,9. Recentemente è stato segnalato dalla Spagna un 

isolato di hvKp ST23 ampiamente resistente ai farmaci10. Questi studi indicano che le infezioni da hvKp 

ST23 possono diventare sempre più difficili da trattare.  

Potenziali vie di diffusione 

Acquisizione e trasmissione in comunità 

Come per altre specie di Enterobacterales, l'acquisizione di hvKp potrebbe avvenire tramite alimenti o 

acqua contaminati, con trasmissione da persona a persona in situazioni di contatto stretto (per esempio, tra 

i membri di una famiglia) e, possibilmente, per trasmissione zoonotica11. In generale, hvKp fa parte della 

flora intestinale di individui sani e può diffondersi per via oro-fecale12. La contaminazione di un alimento 

(cetriolo) con hvKp ST23 portatore del gene blaKPC-2 è stata descritta in Cina13. In alcune aree dell'Asia, 

c'è un'alta prevalenza di portatori di hvKp nella popolazione, con una probabilità elevata di trasmissione 

laddove le misure di igiene e prevenzione non vengano applicate in modo corretto. Tuttavia, è difficile 

stimare la probabilità di trasmissione in comunità nell'UE/SEE considerando segnalazioni provenienti da 

altre aree geografiche con condizioni climatiche, ambientali e abitudini di vita diverse. Poiché hvKp può 

trovarsi anche nell'ambiente, questo potrebbe influire sulla prevalenza nella popolazione generale e quindi 

sul conseguente rischio di ulteriore trasmissione nella comunità. Il ruolo svolto dall'ambiente 

nell'emergenza e nella diffusione dell’AMR14, anche attraverso la catena alimentare15, può essere 

importante.  

Il principale serbatoio per l'infezione umana da hvKp rimane la flora intestinale del paziente16. Nella 

comunità, la trasmissione di Enterobacterales, inclusa K. pneumoniae multiresistente e ipervirulenta, 

probabilmente si traduce nella maggior parte dei casi in una colonizzazione intestinale silente, transitoria 

                                                           
7 Stewart A, Harris P, Henderson A, Paterson D. Treatment of Infections by OXA-48-Producing Enterobacteriaceae. Antimicrob 

Agents Chemother. 2018 Nov;62(11). 
8 Lu Y, et al. The Occurence of Colistin-Resistant Hypervirulent Klebsiella pneumoniae in China. Front Microbiol. 2018;9:2568. 
9  Li D, et al. Emergence of Hypervirulent Ceftazidime/Avibactam-Resistant Klebsiella pneumoniae Isolates in a Chinese 

Tertiary Hospital. Infect Drug Resist. 2020;13:2673-80. 
10 Hernández M, et al. First Report of an Extensively Drug-Resistant ST23 Klebsiella pneumoniae of Capsular Serotype K1 Co-

Producing CTX-M-15, OXA-48 and ArmA in Spain. Antibiotics (Basel). 2021 Feb 4;10(2). 
11 Russo TA, Marr CM. Hypervirulent Klebsiella pneumoniae. Clin Microbiol Rev. 2019 Jun 19;32(3). 
12 Choby JE, et al. Hypervirulent Klebsiella pneumoniae - clinical and molecular perspectives. J Intern Med. 2020 

Mar;287(3):283-300. 
13 Liu BT, et al. Characteristics of Carbapenem-Resistant Enterobacteriaceae in Ready-to-Eat Vegetables in China. Front 

Microbiol. 2018;9:1147. 
14 Giardina S et al., Approccio ambientale all’antimicrobico-resistenza. 2021, iii, 40 p. Rapporti ISTISAN 21/3 
15 EFSA. Resistenza agli antimicrobici e ambienti di produzione degli alimenti: fonti e opzioni per il controllo. EFSA Journal 

2021;19(6):6651. Disponibile al link: https://www.efsa.europa.eu/it/news/antimicrobial-resistance-and-food-production-

environment-sources-and-control-options  
16 Chung DR, et al. Fecal carriage of serotype K1 Klebsiella pneumoniae ST23 strains closely related to liver abscess isolates in 

Koreans living in Korea. Eur J Clin Microbiol Infect Dis. 2012 Apr;31(4):481-6. 
16 Choby JE, et al. Hypervirulent Klebsiella pneumoniae - clinical and molecular perspectives. J Intern Med. 2020 

Mar;287(3):283-300. 
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o persistente, con solo una minoranza di infezioni clinicamente manifeste. La frequenza con cui si 

sviluppa l'infezione non è attualmente chiara e, in assenza di studi specifici, non è possibile valutare la 

prevalenza di hvKp nella popolazione UE/SEE. La diagnosi clinica e il rilevamento dell'hvKp in 

comunità è difficoltoso e richiede test molecolari per una identificazione affidabile. In pratica, nella 

maggior parte dei casi, l'individuazione dei casi in comunità dipende dal riconoscimento delle 

caratteristiche cliniche di una tipica infezione da hvKp a esordio comunitario quando il paziente richiede 

assistenza sanitaria. 

Trasmissione in strutture di assistenza 

Il passaggio da infezione acquisita in comunità a infezione associata all'assistenza sanitaria sembra 

essersi già verificato in aree in cui hvKp è endemica, ad es. in Asia, e in particolare Cina, Iran e Russia, 

oltre che in Irlanda, Polonia e Germania. Sebbene i fattori di rischio per le infezioni da K. pneumoniae 

multiresistenti "classiche" includono, ad esempio, la presenza di malattie croniche, dispositivi invasivi, e 

la degenza in reparti di terapia intensiva, la popolazione di pazienti a rischio di infezioni da hvKp è molto 

più ampia, comprendendo anche individui senza apparenti fattori di rischio. Inoltre, i geni che 

conferiscono ipervirulenza possono venire acquisiti da cloni multiresistenti "classici" di K. pneumoniae, 

noti per la trasmissione negli ambienti sanitari. Studi specifici a riguardo evidenziano che alcuni degli 

isolati presenti nei vari Paesi risultano strettamente correlati, indicando una trasmissione transfrontaliera 

recente di hvKp.  

Opzioni di risposta 

Consapevolezza e capacità di laboratorio per l’identificazione di hvKP 

Il personale clinico e/o il personale dei laboratori di analisi devono sospettare infezioni da hvKp sulla 

base di una diffusione insolita di infezioni da K. pneumoniae caratterizzate da particolare gravità e 

mortalità, insorte generalmente in comunità anche in soggetti senza particolari comorbidità e/o 

ipermucoviscosità delle colonie batteriche del ceppo isolato. In questi casi, è fondamentale che i clinici 

richiedano tempestivamente al laboratorio l’esecuzione di un test per la caratterizzazione di un ceppo 

ipervirulento. Sarebbe necessario, infatti, considerare nella diagnostica e nel processo decisionale clinico 

non solo il fenomeno della resistenza antimicrobica, ma anche altre caratteristiche batteriche ugualmente 

pericolose, come la ipervirulenza. 

Attualmente, l'identificazione affidabile di hvKp richiede l’utilizzo di test molecolari o, se nelle 

capacità diagnostiche del laboratorio, il sequenziamento dell’intero genoma (WGS). In particolare, 

sarebbe utile identificare il Sequence Type (ST) che può indirizzare verso un clone ipervirulento (es. 

ST23) ed alcuni geni di virulenza rilevanti (per esempio, rmpA e magA) oltre ai geni di resistenza. Quindi 

i Laboratori di Riferimento Regionali dovrebbero attrezzarsi per queste rilevazioni poiché 

l'identificazione dell'ipervirulenza potrebbe fornire preziose informazioni per la gestione clinica dei 

pazienti con infezione da hvKp.   

Raccolta prospettica dei dati ed eventuale sorveglianza 

La collezione sistematica degli isolati hvKp nei RRL, come anche la raccolta di dati epidemiologici 

sui casi e sui fattori di rischio associati, migliorerebbe la comprensione della diffusione nazionale, oltre 

che europea, di questo patogeno e delle vie di trasmissione, e favorirebbe le necessarie azioni di controllo. 

Pertanto, è opportuno segnalare tempestivamente i casi sospetti (qualunque infezione comunitaria grave 

causata da K. pneumoniae, con colonie ipermucoviscose, soprattutto in soggetti senza fattori di rischio) e i 

casi confermati (infezioni comunitarie da hvKp ST23) al Ministero della Salute, Direzione Generale 

della Prevenzione Sanitaria – Ufficio 5, scrivendo all’indirizzo malinf@sanita.it. La segnalazione dovrà 

avvenire con l’utilizzo della scheda specifica per questo patogeno (Allegato 1). La stessa scheda dovrà 

essere nuovamente inviata in seguito, con le informazioni aggiornate, incluse quelle sull’evoluzione e 

l’esito, nel caso non fossero disponibili al momento del primo invio. I casi sospetti andranno confermati o 

diversamente segnalati non appena disponibili i risultati delle indagini molecolari.  
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In caso di necessità, per approfondimenti microbiologici, gli isolati possono essere inviati al 

Laboratorio di Riferimento Nazionale per l’Antibiotico-Resistenza  dell’Istituto Superiore di Sanità (ISS), 

all’attenzione della dott.ssa Monica Monaco, presso il Dip. Malattie Infettive - Reparto Antibiotico-

Resistenza e Patogeni Speciali, viale Regina Elena 299 - Roma, previo contatto (Tel. 06.49903288 - 

06.49902331, e-mail ariss@iss.it e sorveglianza.kpc@iss.it). 

Studi locali sulla presenza di geni di virulenza in sottogruppi di isolati invasivi di hvKp in comunità 

fornirebbero dati sulla prevalenza di queste infezioni nel nostro Paese e supporterebbero l’opportunità di 

predisporre una sorveglianza dedicata.  

Misure di prevenzione e controllo dell’infezione (IPC) 

Per hvKp mancano dati riguardanti l'efficacia delle misure di IPC specifiche. Pertanto, nelle strutture 

di assistenza per acuti, così come in quelle di lungodegenza, dovrebbero essere applicate misure di IPC 

potenziate, in analogia alle misure di controllo potenziate necessarie per K. pneumoniae "classico" 

resistente ai carbapenemi. Misure di IPC per prevenire la diffusione di Enterobacterales produttori di 

carbapenemasi sono riportate nelle precedenti Circolari del Ministero della Salute17,18. 

Si rammenta la disponibilità dei manuali rilevanti pubblicati sul portale ministeriale19 “Linee guida per 

la prevenzione e il controllo di Enterobatteri, Acinetobacter baumannii e Pseudomonas aeruginosa 

resistenti ai carbapenemi nelle strutture sanitarie” e “Manuale di implementazione per prevenire e 

controllare la diffusione di organismi resistenti ai carbapenemi a livello nazionale e nelle strutture 

sanitarie”.  

Si prega di dare la massima diffusione alla presente nota presso le strutture sanitarie operanti sul 

territorio nazionale, inclusi presìdi ed aziende ospedaliere, i MMG e i PLS. 

 

 

Dr.ssa Michela Sabbatucci m.sabbatucci@sanita.it  

 
Dr.ssa Patrizia Parodi p.parodi@sanita.it 

 
Il Direttore dell’Ufficio 05 DGPRE 
Dott. Francesco Maraglino f.maraglino@sanita.it  

 Il Direttore Generale DGPRE 

 

   *F.to Dott. Giovanni REZZA 

 

 

 

 

 
 

 

 

*“firma autografa sostituita a mezzo stampa, ai sensi dell’art. 3, comma 2, del D. Lgs. n. 39/1993” 

                                                           
17 Circolare Ministero della Salute 0001479-17/01/2020-DGPRE-DGPRE-P. “Aggiornamento delle indicazioni per la 

sorveglianza e il controllo delle infezioni da Enterobatteri resistenti ai carbapenemi (CRE) –ERRATA CORRIGE.  
18 Circolare Ministero della Salute 0035086-03/12/2019-DGPRE-MDS-P “Rapid Risk Assessment dell’ECDC: Enterobatteri 

Resistenti ai carbapenemi (CRE) – 26 settembre 2019”, disponibile al link 

https://www.trovanorme.salute.gov.it/norme/renderNormsanPdf?anno=2019&codLeg=71976&parte=1%20&serie=null  
19 Portale del Ministero della Salute, “Linee guida per la prevenzione e il controllo di Enterobatteri, Acinetobacter baumannii e 

Pseudomonas aeruginosa resistenti ai carbapenemi nelle strutture sanitarie” e “Manuale di implementazione per prevenire e 

controllare la diffusione di organismi resistenti ai carbapenemi a livello nazionale e nelle strutture sanitarie”, disponibili al link 

https://www.salute.gov.it/portale/news/p3_2_1_1_1.jsp?lingua=italiano&menu=notizie&p=dalministero&id=5234  
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