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BACKGROUND DISCUSSION

Chronic bacterial prostatitis (CBP) N = 28 episodes (21 unique patients) Table 2. Fosfomycin dosing regimen used to treat CBP Population
« High rates of recurrencel? « Almost a third (32%) of patients in this study were initially treated in an inpatient setting,

U.S. Department

RESULTS

. May increase risk of prostate-related complications®-2 Resistant Susceptibility testing Fosfomycin dosing All episodes Long course Short course a different population than in prior trials8®. This provides support for the use of
organism on « All treated specimens had a fosfomycin susceptibility regimen fosfomycin in this population
|t . ey =y . . . . . " ) .
Treatment of_C_BP | o Cculture test 0!ocument|ng susceptibility prior to treatment 3g q24h 5 (18%) 1 (9%) 4 (18%) Treatment durations in the two prior fosfomycin-for CBP_ trials (u_sually 6 wgeks) were
« Can be difficult since few antibiotics penetrate the prostate well3° « 5 patients (4 short course group / 1 long course more comparable to those of our long course group, which received a median of 40
. Qre]tel?jl?gf ;dpduizgi ;)If;enr:ifblicr)tt?ceg g?;fsd In certain patients (Figure 1) grc.:;:p) had Lollovx:c-up]: urine cultures ?L(_)l\_/;/mtg t?_e same 3g q48h 20 (71%) 8 (73%) 12 (75%) days of therapy
. pathogen where fosfomycin susceptibility testing was
completed, and all remained susceptible 3g three times weekly 1 (4%) 1 (9%) 0 (0 %) Efficacy
Fosfomycin 0 0 0 « Overall cure rates, especially in the long course group, were similar to those reported In
« FDA-indicated and guideline-recommended for treatment of acute 39 q72h 2 (1%) 1 (9%) 1 (6%) the one prior retrospective trial® (N=15, 47% clinical and 53% microbiological cure)
uncomplicated cystitis in women Table 1. Selected baseline characteristics » The one prior prospective trial® had higher cure rates (N=44, 73% clinical and 77%
. i i imi _resi 7 : Th o : microbiological cure
Unique mechanism limits cross-resistance | Already failed >1 Antibiotic allergy Characteristic Median (range), or | | | . J re) .
« Effective against resistant organisms such as ESBL—producing GNRSs, treatment regimen or intolerance " Table 3. Number of episodes included in each outcome group « Patients that received a short course of therapy had lower rates of both clinical cure
VRE, and MRSA’ number (rate) _ (41%) and microbiological cure (35%) than the long course group (55% and 56%,
~_ Age 70 (42-87) Outcome All episodes Long course Short course respectively). This supports the well-established use of long treatment courses in CBP
Fosfomycin for CBP R -
ace 27 white (96%)
« Very limited literature & focused primarily on outpatients Clinical cure & efficac 28 11 17 Safety
- Previous studies show good prostate penetration and efficacy for CBP Figure 1. Antibiotic options for CBP CrCl 61.1 (8.3 - >120) T y - All adverse events were mild in severity (diarrhea, nausea) and resolved with treatment
e Only 2 prior trials with N = 44 and N = 15 are further limited in many patients nitial . 19 (68% . )MPO: . adjustment or completion of therapy in agreement with prior literature
« Emerging area of interest; most studies published in past 5 years nitial setting ( b) outpatient Microbiological cure 26 9 17 « While the long course group appears to have experienced a greater rate of adverse
Prior occurrences events (AEs), rates are inflated by the small number of unique patients, with 2/11 short
_ Adverse effects 21 10 11 course and 3/10 long course patients experiencing AEs
METHODS Number of prior 1(0-5)  Overall, adverse event rates were higher in our study than in the two prior trials,
occurrences perhaps because of a higher median age in our population (70 years vs. 54 and 53
Previously treated with 25 (89%) years) and the inclusion of inpatients, who may have been sicker and thus more
 Retrospective, single-center, single-group - A board-certified infectious diseases physician reviewed all antibiotics i susceptible to adverse events (for example, due to reduced renal function)
+ Patients were followed for 6 months from completion of episodes 1. diagnosed with CBP at the time of therapy to Most common antibiotics for prior occurrences 0% 64% o
fosfomycin therapy confirm the diagnosis was reasonable, and 2. diagnosed with . Susceptibility
UTI but not CBP at the time of therapy to determine if the UTI Fluoroquinolones 10 (40%) = 60% 5494 55% 96% « Though data was limited, maintained susceptibility after fosfomycin exposure mirrors
may have been undiagnosed CBP (Figure 3) hal . 0 o findings in the two prior trials, though it is noteworthy most of our patients with repeat
Inclusion Criteria Exclusion Criteria « At least 2/3 of the following had to be met to apply a Cephalosporins 7 (28%) q% 50%  46% 20, 47% susceptibility testing received short courses
retrospective diagnosis of CBP to UTI patients: Carbapenems 7 (28% s 0 41%
_ 1. History of recurrent urinary tract infection (UTI) without P _ ( ) § 40% Further practical application
Trfeatfment with other clear cause Fosfomycin 7 (28%) o - All 14 patients not diagnosed with CBP at the time and 3 patients diagnosed at the time
OSeIpEn i i it e g 30% inappropriately received short courses
= LB yeels o £z W SRl g ISr?algsl,na?n(c:losn Crirqgr?lgogf%%%aggfh as lower urinary tract Penicillins 6 (24%) 2 . pIE)rO\IZder eﬁucation on assessing for CBP and appropriate duration of treatment
indications other than - 19 ymp _ y . . L _
CBP symptoms (LUTS), concerning prostate exam, elevated Trimethoprim- 4 (16%) o 20% could increase cure rates
prostate-specific antigen (PSA), and elevated C-reactive sulfamethoxazole S « Despite higher cure rates in the long course group, the short course group had
protein) Nitrofurantoin 4 (16%) S 10% appreciable cure rates
o « It may be reasonable to attempt a shorter course of fosfomycin therapy initially with
Initiated and - . . . : .
completed Fiae] =B raihe elie Outcomes | - When diagnosed 0% _ close follow up in cases where CBP diagnosis is truly uncertain or the patient
fosfomycin treatment — completion of * Clinical cure: Lack of repeat presentation with signs and Diagnosed at the time 14 (50%) All episodes Long course Short course tolerates fosfomycin poorly. In the case of failure, a longer course could be
course between fosfomycin therapy symptoms of CBP at 6 months. Included all episodes | | Patient group attempted as pathogens may retain fosfomycin susceptibility
11/1/09 and 5/1/19 « Microbiological cure: Urine cultures that failed to grow the Diagnosed retrospectively 14 (50%) Clinical cure  m Microbiologic cure  m Clinical OR microbiologic cure
original pathogen between completion of therapy and 6 months
Figure 2. Study inclusion and exclusion criteria later. Excluded episodes without follow up data. Urinalysis Pathogen characteristics Figure 4. Cure rates CONCLUSION
results could be substituted when culture data was unavailable, :
but no included episodes without follow-up cultures had E. coli 22 (76%)
urinalyses Klebsiella spp 3 (10%) « Fosfomycin may be safe and effective for the treatment of CBP
Patient_ diagnosed with_ Patient not diagnosed wi_th - Medication-related adverse effects: All adverse events (AES) ' a 3% « Treatment courses longer than 4 weeks may be more effective than courses shorter
CBP at time of fosfomycin CBP at time of fosfomycin reported to fosfomycin. Patients with multiple episodes were Enterococcus spp. 2 (7%) 3 30% 30% than 2 weeks, with potentially comparable risk of minor adverse events that resolve with
HSE HSE Included as single data points and counted as experiencing an P g 1 (3% % 30% discontinuation of fosfomycin
AE if one was documented during any of their treatment courses SELICINIOTER SRk (3%) % S0, 24%  In microbiological failure, testing isolates on follow-up culture for fosfomycin
Documentation in chart of . Serratia spp. 1 (3%) = ’ susceptibility may be worthwhile as pathogens may remain susceptible, which may
use of fosfomycin for CBP DIERUIMERIELEL (17 ENELl o Post hoc analyses © suggest treatment can be repeated with a longer course
use of fosfomycin for UTI y . . . MDR 25 (86% S 20% 18% . . . . .
or suspected CBP  Long vs. short course of therapy: All patients received either (86%) S « However, large randomized controlled trials are still needed to define the primary
gxiiq ?r?gds ic;roi tig rgzsd?fi; ;?esc]cjot;?t/\?\/lgér?cihv;i :?Vfliglo?sljlys Note Fosfomycin MIC 1.0 (0.4-64.0) % 15% efficacy of fosfomycin and the utility of retreatment
. : ID physician review : Jroups. : : = 0 0
ID physician review determines patient likely that CBP usually requires long courses of therapy Length of treatment with fosfomycin S 10% 9% 9%
confirms the diagnosis of : e C ite of clinical and microbiological <t S
had undiagnosed CBP at omposite of clinical and microbiological cure: It was 0 S 50/
CBP was reasonable time of treatment (see text) difficult to assess clinical cure in patients with LUTS at baseline Long course 2 28 days 11 (39%) S 5% ’ REFERENCES
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InCIUded ] [ InCIUdEd r%g:alﬁc?LTVﬁ] Tiig'l:egf;:tze:-sge;:;t may be ConSIdered Short Course S 14 da.yS 17 (6 1%) pa oS nggn(t:%l«;gsuep Oft course ?1 ?.?c.)rl;ngnk,yl,\/ll. I\B/)Iétici(’:, S.d.]cév-errilsa, g;ldTT. Stmrkotlj, Tc‘IgiagtnosilspandttI:[(-:j[at’m(e:rlﬂ of tl);c];erital prolz.tatitis.,”ActaI gg;matoilze’n%?ollzdigai?p?ﬁézlgalr?nonica et Adriatica, vol. 24,
g . p . . 5. &?lai ,‘:)8 Izr?s_azng,’éﬁc,)llfhan HU, et al. Comprehensive overview of prostatitis. Biomedicine & Pharmacotherapy. 2017;94:1064-1076.
Medlan dayS Of 8 (3-14) lAny m Diarrhea Nausea 6.  Gill BC, Shoskes DA. Bacterial prostatitis. Current Opinion in Infectious Diseases. 2016;29(1):86-91. o | - | _
Figure 3 PrOCGSS tor retrospective determination Of Whether Data anaIyS|S treatment 7. ggfgelttl M, Graziano E, Berruti M, Giacobbe DR. The role of fosfomycin for multidrug-resistant gram-negative infections. Current Opinion in Infectious Diseases.

patient was receiving fOSmeyCin tor CBP ° Descriptive StatiStiCS Figure 5 Adverse eventS reported tO fOSfomyCin 8. ;(;sé-rﬁ;cgié,gggeﬁgtﬁégg;riguez-Pardo D, et al. Long-Term Fosfomycin-Tromethamine Oral Therapy for Difficult-To-Treat Chronic Bacterial Prostatitis. Antimicrobial

9. Karaiskos I, Galani L, Sakka V, et al. Oral fosfomycin for the treatment of chronic bacterial prostatitis. Journal of Antimicrobial Chemotherapy. 2019;74(5):1430-1437.



