cohort included 100 patients, the median age was 74 years, 48% were male, the most
common colonized site was rectum (37%) and 20 patients (20%) developed subse-
quent CRE-associated infections. The median time from colonization to infection was
13 days and the most common site of infection was bloodstream (45%). Independent
factors associated with subsequent CRE-associated infections were the number of col-
onization sites [adjusted odds ratio (aOR) 7.98, P < 0.001)], central line insertion dur-
ing admission (aOR 7.97, P = 0.009) and receipt of vancomycin during admission (aOR
24.77, P = 0.02). Prolonged colonization was observed in 13 of 77 evaluable patients
(17%). There were trends toward significance that the length of hospital stay and dur-
ation of antibiotic prior to colonization were associated with prolonged colonization
(P < 0.10).

Conclusion.  The findings suggest high rates of subsequent CRE-associated
infections and prolonged colonization among the study population. Patients with risk
factors for subsequent infections should be closely monitored and empirically-treated
with antibiotics active against CRE while those with risk factors for prolonged coloniza-
tion should receive continued surveillance and isolation to prevent CRE transmission.
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Background.  Gram-negative infections due to extended-spectrum p-lactamase
(ESBL)-producing Enterobacteriaceae, and carbapenem-resistant Enterobacteriaceae
(CRE) and non-fermenting (CR-NF) strains, are increasingly encountered. Study
objectives were to determine prevalence and associated risk factors and outcomes for
these strains among emergency department patients hospitalized for urinary tract in-
fection (UTI) at 11 US hospitals.

Methods.  This was a prospective observational study of patients 218 years hospi-
talized for UTI. Clinical data were collected at the index visit. Urine was obtained for
culture and susceptibility testing. Electronic medical record and telephone follow-up
were conducted after 30 days for site laboratory results, treatment, and clinical out-
comes. Positive culture was defined as 1 uropathogen with growth at >10* cfu/mL,
or 2 with 1 or both at 210° cfu/mL, or =3 with 1 or 2 at 210° cfu/mL. Isolates with
ceftriaxone (CRO) or meropenem MIC >1 pug/mL will undergo reference laboratory
(IHMA, Inc., Schaumburg, IL) susceptibility testing, including against newer antibi-
otics and cefiderocol.

Results.  'We enrolled 774 participants between 2018 and 2019; 289 (37.3%)
excluded due to urine culture not done, no growth, or contamination. Of 485 cul-
ture-positive participants (median age 56 years, 62.0% female), 432 (89.1%) grew 1 urop-
athogen, 48 (9.9%) 2, and 5 (1.0%) >3. Prevalences of CRO-resistant Enterobacteriaceae,
CRE, and CR-NF were 19.9%, 2.1%, and 10.7%, respectively. At sites, 95.7% of CRO-
resistant Enterobacteriaceae isolates were ESBL. Among participants with any or no
antibiotic resistance risk factors, i.e., antibiotics, hospitalization, long-term care, or
travel within 90 days, prevalence of CRO-resistant Enterobacteriaceae was 68/228
(29.8%) and 10/155 (6.5%), respectively. Among those with CRO-resistant vs. suscep-
tible Enterobacteriaceae infections, ICU admission and death occurred in 9.9% vs. 6.6%
and 3.7% vs. 1.0%, with median time home over 30 days, 24 vs. 27 days, respectively.

Conclusion.  Among US hospitalized patients with UTI, infections due to CRE
remain uncommon; however, ESBL and CR-NF now account for a substantial pro-
portion of cases and are associated with resistance risk factors and worse outcomes.
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Background. We aimed to assess the risk of subsequent infection among patients
colonized by CPE.

Methods. 'The Toronto Invasive Bacterial Diseases Network (TIBDN) has con-
ducted population-based surveillance for CPE colonization/infection in Toronto and
Peel region, Ontario, Canada, since CPE were first identified (2007). All laboratories
report all CPE isolates to TIBDN. Clinical data are collected via patient interview and
hospital chart review. Initially colonized patients are followed for 5y; subsequent CPE
infection is defined as an episode with onset >3 days after initial detection of CPE col-
onization that meets National Healthcare Safety Network criteria for infection with a
clinical isolate of CPE.

Results.  From 2007 to 2018, 790 persons with CPE colonization/infection were
identified. Among 364 cases colonized at identification, 42 (12%) subsequently had at
least one clinical isolate, and 23 (6%) had an infection: 8 with bacteremia (primary or
secondary), 7 UTL, 5 pneumonia, and 3 other. The median time from identification of
colonization to infection was 21 days (IQR 7-38), with a probability of developing an
infection of 7% at 3 months, and 18% by 3 years (figure). In 305 cases with data avail-
able to date, older persons, those admitted to the ICU, and those with current/recent
invasive medical devices were more likely to develop infection (table). Gender, under-
lying conditions and other procedures were not associated with risk of infection. There
was a trend to infections being more likely in patients colonized with K. pneumoniae
(52% vs. 35%, P = 0.13).

Conclusion.  The risk of subsequent infection in our cohort was 18%, with high-
est risk in the first 3 months; most infections occurred in patients requiring intensive
care unit admission and invasive medical devices.

Figure. Cumulative probability of subsequent CPE infection among patients colonized with CPE.
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Table. char. istics in patients who did and did not inf
Developed infection Colonized only
cl isti n=18 n=287 P
Age, years (median, IQR) 63 (46-72) 69 (55-78) .03
Transferred from another hospital 7(39%) 42 (15%) .007
Invasive devices (current or within last year)
Central venous line 11 (61%) 60 (21%) <.001
Chest tube 4(22%) 9 (3%) <.001
Urinary catheter 14 (78%) 100 (35%) <.001
Admitted to ICU 15 (83%) 78 (27%) <.001
Requiring mechanical ventilation 11 (61%) 38 (13%) <.001
Receiving hemodialysis 5 (28%) 27 (9%) .01
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Background.  Recent work has argued that genus Klebsiella is best divided into
3 clades: K. pneumoniae (Kp), K. quasipneumoniae (Kq), and K. variicola (Kv). Kv has
drawn attention from reports of higher mortality and virulence. We evaluated a previ-
ously defined group of military trauma patients with Klebsiella infections for the presence
of Kv, described clinical and isolate characteristics, and compared Kv and Kp groups.

Methods.  All initial and serial (=7 days from prior isolate) infecting Kp iso-
lates (identified by clinical laboratories without the ability to speciate Kq and Kv)
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