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Background.  The role of MRSA nasal surveillance swabs in guiding decisions 
about need for subsequent vancomycin therapy is unclear. Our objectives were to (1) 
determine the likelihood that patients with negative MRSA nasal swabs went on to 
develop MRSA infections during the same hospitalizations to assess if vancomycin 
therapy could be avoided once the nasal swab result returns negative, (2) assess days of 
vancomycin that potentially could be avoided, and (3) identify risk factors for having a 
negative MRSA nasal swab and developing an MRSA infection during the hospital stay.

Methods.  This retrospective cohort study was conducted at six intensive care 
units (ICUs) at a tertiary care hospital in Baltimore from December 2013 to June 2015. 
MRSA nasal swabs are obtained at the time of admission and weekly thereafter for all 
ICU patients. The negative predictive value (NPV), defined as the ability of a nega-
tive MRSA nasal screening test to correctly predict no subsequent MRSA infection 
during the hospital stay, was calculated, accounting for the 3-day turnaround time 
of MRSA nasal surveillance swabs. Days of vancomycin therapy started or continued 
after 3 days from the first negative MRSA nasal swab were determined by chart review. 
A matched case–control study was performed to identify risk factors for patients with 
negative MRSA surveillance cultures who subsequently developed MRSA infections.

Results.  Of 11,441 MRSA-nasal swab negative patients, the proportion of subse-
quent incident MRSA infections was 0.2%. Negative MRSA surveillance swabs had an 
NPV of 99.4% (95% CI 99.1–99.6%). Among 4,091 MRSA-negative patients receiving 
vancomycin, vancomycin was started or continued after 3 days since the first MRSA-
negative nasal swab in 1,434 patients (35%), translating to 7,377 potentially avoidable 
vancomycin days. The matched case–control analysis did not identify risk factors asso-
ciated with subsequent MRSA infection.

Conclusion.  At our institution with robust infection control practices and low 
nosocomial MRSA transmission rates, patients with negative MRSA nasal swabs have 
a very low likelihood of subsequent MRSA infection during hospitalizations. MRSA 
nasal swabs can provide useful information when determining whether to initiate or 
stop empiric vancomycin.

Disclosures.  All authors: No reported disclosures.

983. Doing the Same with Less: A Randomized, Multinational, Open-Label, 
Adjudicator-Blinded Trial of an Algorithm vs. Standard of Care to Determine 
Treatment Duration for Staphylococcal Bacteremia
Thomas L. Holland, MD1; Helen W. Boucher, MD, FIDSA2; Issam Raad, MD3; 
Deverick J. Anderson, MD, MPH4; Sara E. Cosgrove, MD, MS5; Suzanne Aycock, 
MSN6; John W. Baddley, MD7; Shein-Chung Chow, PhD1; Vivian H. Chu, MD1; 
Paul P. Cook, MD8; G. Ralph Corey, MD1; Jennifer S. Daly, MD9; Ray Y. Hachem, 
MD10; Anne-Marie Chaftari, MD10; James M. Horton, MD11; Timothy C. Jenkins, 
MD12; Jiezhun Gu, PhD6; Donald P. Levine, MD13; Jose M Miro, MD, PhD14,15; 
Paul Riska, MD16; Zachary A. Rubin, MD17; Mark E. Rupp, MD18; John Schrank Jr., 
MD19; Matthew Sims, MD, PhD20; Dannah Wray, MD21; Marcus J. Zervos, MD22 
and Vance Fowler Jr., MD, MHS1; 1Duke University Medical Center, Durham, North 
Carolina; 2Tufts Medical Center, Boston, Massachusetts; 3Department of Infectious 
Diseases, Infection Control and Employee Health, The University of Texas M.D. 
Anderson Cancer Center, Houston, Texas; 4Division of Infectious Diseases, Duke 
University Medical Center, Durham, North Carolina; 5Johns Hopkins Medical 
Institutions, Baltimore, Maryland; 6Duke Clinical Research Institute, Durham, 
North Carolina; 7University of Alabama at Birmingham, Birmingham, Alabama; 
8Infectious Diseases, Brody School of Medicine at East Carolina University, 
Greenville, North Carolina; 9University of Massachusetts Medical School, Worcester, 
Massachusetts; 10University of Texas MD Anderson Cancer Center, Houston, Texas; 
11Carolinas Medical Center, Charlotte, North Carolina; 12Denver Health, Denver, 
Colorado; 13Wayne State University, Detroit, Michigan; 14Hospital Clinic-IDIBAPS, 
Barcelona, Spain; 15Hospital Clínic-IDIBAPS. University of Barcelona, Barcelona, 
Spain; 16Albert Einstein College of Medicine, Bronx, New York; 17David Geffen 
School of Medicine/University of California, Los Angeles, Los Angeles, California; 
18Internal Medicine, Division of Infectious Diseases, University of Nebraska 
Medical Center, Omaha, Nebraska; 19Greenville Health System, Greenville, South 
Carolina; 20Beaumont Health System, Royal Oak, Michigan; 21Medical University of 

South Carolina, Charleston, South Carolina; 22Henry Ford Health System, Detroit, 
Michigan 

Session: 132. Advances in Management of Bacteremia and Sepsis 
Friday, October 6, 2017: 10:30 AM    

Background.  The appropriate duration of antibiotics for staphylococcal blood-
stream infection (BSI) is unknown. An algorithm to identify patients with staphylococ-
cal BSI who can be safely treated with shorter courses of therapy would improve care 
and reduce total antibiotic use.

Methods.  Adult patients with staphylococcal BSI were randomized to 
treatment based on algorithm-based therapy (ABT) or to standard of care 
(SOC). Co-primary outcomes were clinical success, as determined by a blinded 
Adjudication Committee, and serious adverse event (SAE) rates. The prespeci-
fied secondary outcome measure was antibiotic days by treatment group, among 
patients without complicated BSI. Prespecified durations of therapy in ABT were: 
S. aureus BSI (SAB): uncomplicated: 14 days; complicated: 4–6 weeks. Coagulase-
negative staphylococci BSI (CoNSB): simple (1 positive blood culture) (0–3 days), 
uncomplicated (>1 positive blood culture) (5  days), complicated (7–28  days). 
Outcomes were compared using intention-to-treat principles. The target sample 
size was 500 patients, to ensure 90% power for establishing noninferiority within 
a margin of 15%.

Results.  Between April 2011 and March 2017, 509 adults with suspected staph-
ylococcal BSI at 16 sites in the US and Spain were randomized to ABT (N = 255) or 
SOC (N = 254). There were 116 patients with SAB (23%) and 385 (76%) with CoNSB 
(Figure 1). Overall success rate in the ABT group was 82.0% vs. 81.5% in the SOC 
group, difference 0.5%, 95% CI −5.2% to 6.1%. SAEs were reported in 32.9% of ABT 
vs. 28.3% of SOC patients (OR 1.2, 95% CI 0.9 to 1.8). Among evaluable patients 
without complicated BSI, mean duration of therapy was 4.4 days in the ABT group 
vs. 6.4 days in the SOC group (difference −2.0 days, 95% CI −3.3 to −-0.7, P = 0.003). 
Among patients with uncomplicated SAB, treatment durations were similar (15.3 days 
in ABT vs. 16.3 days in SOC, difference −1 day, 95% CI −3.89 to 1.91, P = 0.497), 
whereas for uncomplicated CoNSB, duration was shorter in the ABT group (5.3 days 
in ABT vs. 8.4 days in SOC, difference −3 days, 95% CI −4.87 to −1.34, P < 0.001).

Conclusion.  The use of a treatment algorithm for staphylococcal BSI was associ-
ated with significant reductions in duration of antibiotic therapy in patients without 
complicated BSI, without significant differences in overall success or SAEs.
Figure 1. Schematic of Study Design
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