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Introduction

e Carbapenem-resistant Pseudomonas
aeruginosa (CRPA) often results from
multiple mechanisms of resistance

* Some patients with CRPA have unique
susceptibility patterns including retaining
susceptibility to traditional

antipseudomonal B-lactams: cefepime
(FEP), ceftazidime (CAZ) and piperacillin-

Results

* 638 had susceptibility results; 81% were non-susceptible to > 3 classes and 33% to > 5 classes of antibiotics

* Patients with susceptible CRPA were more likely to reside in a private residence, have a community-associated infection, and less likely to be in the ICU
previously (Table 1)

* Crude 30-day mortality was similar between groups (16% v. 12 %, p = 0.15) but in a multivariable analysis patients with susceptible CRPA had an increased
30-day mortality (OR 1.9; 95% Cl 1.1-3.2)

Table 1: Characteristics and outcomes of patients with CRPA, stratified susceptibility Table 2: Antibacterial susceptibility results

All CRPA ptible CRPA i CRPA  P-value Antibiotic (n = number tested) Number
tazobactam (TZP) (n=638) (n=220) (n =418) - susceptible (%)
* QOutcomes of patients with CRPA — S’:i“i" (n :‘:5) ) gg gi;
: Age category (years; 0.09 olymyxin B (n =
suscleptlble to FEP, CAZ and TZP are i 125 (20) 37(17) 88 (21) Amikacin (n = 543) 467 (86)
LDC e 50-64 187 (29) 64 (29) 123 (29) Gentamicin (n = 635) 373 (59)
65-79 231 (36) 76 (35) 155 (37) Tobramycin (n = 610) 428 (70)
M >79 95 (15) 43 (20) 52(12) Cefepime (n = 623) 318 (51)
* Georgia Emerging Infections Program (E|P) Male (n = 637) 385 (60) 127 (58) 258 (62) 0.36 Ceftazidime (n = 570) 327 (57)
performs active, population-based surveillance R;—e ) e — 257 60 0.01 zu;tera.c;l.lln-tazf::aitam((n =;7)2) ;gﬂ; 7(:)6)
> . ac eftazidime-avibactam (n =
. P . P ; Multiracial, other or unknown 54 (8) 21(10) 33(8) Aztreonam (n = 424) 141 (33)
sites, urine, lower respiratory tracts and Charlson comorbidity index > 2 310 (49) 99 (45) 211 (50) 0.19 Ciprofloxacin (n = 555) 61 (11)
wounds in metropolitan Atlanta Residence 4 days prior to culture <0.01 Levofloxacin (n = 496) 41 (8)
* Retrospective cohort of adults without CF with Inpaticn i 279 (44) 81(37) 198 (47)
their first episode of CRPA while hospitalized or ;‘::Igatt:::;s::'g (LIGEoULTACH) ;‘;i gi; ;i iiz; 123 g;; Conclusions
hospitalized within 1 week, from 8/2016 — L
7/2018 ’ E'zde"““"?tg" class e 200 e 5 S0CS Over 1/3 of hospitalized patients with CRPA
ommunity associate: . Ll .
+ Compared patients with CRPA that remained Healthcare associated, community onset 332(52) 128 (58) 204 (48) [39;‘:;‘::1 :USCGpt'b'“W to other antipseudomonal
. “, . . =i
susce’r’)tlble to FEP, CAZ and TZPlj’ st!scegtlble Ho.sp|tal onset 286 (45) 81(37) 205 (49) « Surprisingly, patients with a more susceptible
CRPA”) to those that were not (“resistant ICU in 7 days prior to culture 203 (32) 51(23) 152 (36) <0.01 . X
W] Culture source phenotype had an increased r1:10rta||ty compared
* Compared 30-day mortality with multivariable Steriiesis 5208 LAs) 2518) 008 to CRPA resistant to other antipseudomonal -
. . . Lower respiratory tract 226 (35) 64 (29) 162 (39) lactams
|Ogl.5th FEEFGS§IOH controlling for age, race, Urine 243 (38) 94 (43) 149 (36) e  Further research into mechanisms of resistance or
residence, prior ICU stay, culture source, and Wound 117 (18) 45(20) 72(17) antibiotics received might help explain this finding
epidemiologic class Death at 30 days 87 (14) 36 (16) 51 (12) 0.15
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