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Table 1. Baseline characchteristics

Table 2. Model Performance

Figure 1. AUROCs

Conclusion. Discriminative ability of the risk prediction models showed varying 
performance. The model by Lodise et al. appears to be most useful when a low risk 
level is deemed acceptable for failure rate, while at a moderate to high risk of missing 
a CRE case (20% and 30% FNR), the methods by Seligman and Vazquez-Guillamet 
et  al. are most desirable as they minimize the chance of over-treatment. Additional 
work to increase sample size and to evaluate the models inter-rater reliability is cur-
rently on going.
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Background. Cefiderocol (CFDC) has been developed for the treatment of ser-
ious infections caused by drug-resistant aerobic Gram-negative pathogens, includ-
ing carbapenem-resistant (CR) Pseudomonas aeruginosa (CRPA). The current 
CFDC susceptibility breakpoints for P. aeruginosa differ between US Food and Drug 
Administration (FDA) and Clinical and Laboratory Standards Institute (CLSI) (Table). 
Data characterizing the impact of CFDC minimum inhibitory concentrations (MICs) 
on the clinical responses of patients treated with CFDC for CRPA are sparse.

Methods. We reviewed patients treated with compassionate-use CFDC (2  g, 
q8h or renally adjusted dosages) for infections caused by CRPA with no alternative 
treatment options. CFDC minimum inhibitory concentrations (MICs) were evaluated 
according to CLSI guidelines in iron-depleted cation-adjusted Müller–Hinton broth 
for available CRPA isolates. We then assessed physician-reported clinical responses to 
CFDC therapy and stratified results by CFDC MIC. 

Results. There were 71 patients overall with CRPA treated with CFDC. Treatment 
duration ranged from 1 to 132 days. For the subset of 33 patients for whom CFDC 
MIC values were available, the most common infection sites were the respiratory tract 
(n=15), blood (n=12), and urinary tract (n=4). Patients could have had an infection at 
≥1 sites and in other locations. CFDC MIC range was ≤0.03– >64 µg/mL. The modal 
MIC value was 2 µg/mL (n=13; Table). CRPA isolates were susceptible to CFDC in 
13/33 patients (39.4%) based on the FDA breakpoint (MIC ≤1 µg/mL) and in 31/33 
patients (93.9%) based on the CLSI breakpoint (MIC ≤4 µg/mL). Clinical response was 
reported for 15/18 patients (83.3%) who had infections with CFDC MICs of 2–4 µg/
mL, organisms that are considered susceptible by CLSI but not by FDA breakpoints 
(Table). Clinical response was reported in 6/13 patients (46.1%) with infections with 
CFDC MIC ≤1  µg/mL and in 1 of 2 patients (50.0%) with CFDC MIC ≥8  µg/mL 
(Table). 21 (63.6%) patients survived to Day 28 and there were no trends in mortality 
by CFDC MIC.

Conclusion. Clinical response rate was high for CRPA infections with CFDC 
MICs of 2–4 µg/mL, supporting the higher CLSI susceptibility breakpoint.
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