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if withdrawal of care or death occurred within 48 hours of blood culture results or 
if the infection was associated with a ventricular assist device. Medical records were 
reviewed for the duration of bacteremia, complications, treatment decisions and clin-
ical outcomes. This study was approved by the Institutional Review Board.

Results.   One hundred forty-two discrete episodes of SAB were identified with 
a median age of 54 years (IQR 40–63). Most cases were community-acquired (83.8%) 
and 33.8% were MRSA. Active injection drug use was present in 22.5% (33.3% MRSA, 
17% MSSA). The median duration of bacteremia was 2.6  days (IQR 1.8–4.6) and 
3.9 days (IQR 2.2–7.5) for MSSA and MRSA, respectively. The median time to first 
source control procedure was twice as long with bacteremia over 5 days than with a 
shorter duration of bacteremia (2.6 vs. 1.3 days). Complication rates increased with 
bacteremia duration and bacteremia longer than 5 days was associated with signifi-
cantly higher rates of endocarditis (46.2%, P < 0.001), epidural abscesses (35.9%, P = 
0.001), intracranial infections (12.8%, P = 0.02), and presence of at least one endovas-
cular nidus (76.9%, P < 0.001) compared with bacteremia less than 5 days (28.4%), but 
30 day mortality rates were similar (7.7% and 9.8%, respectively).

Conclusion.   Complication rates increase significantly with SAB greater than 
5 days duration. Early source control and investigation to identify metastatic and espe-
cially endovascular foci of infection are paramount in patients with prolonged bacter-
emia even if complications are not discovered on initial evaluation.
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Background.   Patients with Gram-negative bloodstream infection (GN BSI) 
commonly transition from intravenous (IV) to oral therapy after clinical improvement. 
Some clinical reports suggest similar outcomes with oral step down to TMP/SMX or 
BL compared with FQ in uncomplicated GN BSI, despite questionable pharmaco-
dynamic target achievement with oral administration of the former. We sought to 
compare clinical outcomes in Stanford Health Care (SHC) patients with GN BSI who 
received step-down therapy with FQ vs. BL or TMP/SMX.

Methods.   This was a retrospective cohort study of patients treated at SHC from 
1/2010–December 2018 for Enterobacteriaceae bacteremia with oral stepdown to FQ vs. 
non-FQ (TMP-SMX, BL) initiated by day 7 of therapy. Preliminary data were obtained 
from electronic health records (EHR) and analyzed via the GreenButton informatics 
consult service at SHC. The primary outcome was 30-day mortality. Secondary out-
comes included 30 and 90-day recurrent BSI, and 90-day C.difficile infection (CDI). 
Survival analysis was completed for each outcome using the log-rank test to calculate 
hazard ratio (HR). Cohorts were compared without adjustment and with basic match-
ing controlling for age, sex, length of EHR record, and number of encounters with SHC.

Results.   Of 529 eligible patients, 414 were in the FQ vs. 115 in the non-FQ oral 
stepdown cohorts. In unadjusted analysis, 30-day mortality was similar between the 
FQ and non-FQ groups, (5.8% vs. 6.1%, HR 1.06; 95% CI, 0.46–2.46), P = 0.89. Thirty-
day recurrent BSI (1.2% vs. 2.6%, HR 2.20; 95% CI, 0.53–9.20) P = 0.27) and 90-day 
CDI rates (3.1% vs. 1.7%, HR 0.56; 95% CI 0.13–2.48, P = 0.44) were similar between 
groups. Ninety-day recurrent BSI was higher in the non-FQ group (1.9% vs. 5.2%, HR 
1.38; 95% CI, 0.31–6.15. P = 0.0485).(Table 1) In matched analysis (n = 61), 30-day 
mortality was similar between groups (5.8% vs. 6.1%; HR 1.06, 95% CI 0.46–2.46, P 
= 0.89). Matched analysis found no statistically significant differences between groups 
for all secondary outcomes. (Table 2)

Conclusion.   In this study, 30-day mortality was not different among patients that 
received oral step down to an FQ vs. non-FQ for the treatment of Enterobacteriaceae 
bacteremia. Larger, prospective trials are warranted to validate observations and deter-
mine optimal dosing of oral antibiotics in this setting.
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Background.   Q fever is a zoonotic disease caused by Coxiella burnetii. 
Primary infection can progress to persistent infection irrespective of initial symp-
tomatology. Our aim is to describe the clinical features, treatment, risk of pro-
gression, use of prophylaxis, and outcomes of Coxiella burnetii infection at our 
institution.
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Methods.   We did a retrospective review of all adult patients with positive 
Coxiella burnetii serology at Mayo Clinic, Rochester from 1st January 2012 to 31st 
December 2018. Centers for Disease Control and Prevention (CDC) case definition 
and classification were used to group the patients into confirmed and probable acute 
Q fever, and confirmed and probable chronic/persistent Q fever. Data on demo-
graphics, clinical presentation, comorbid conditions, exposure history, risk factors 
associated with progression, serology, treatment and outcomes were collected.

Results.   We found 266 patients with positive titres of Coxiella IgG or IgM greater 
than 1:16, of which 49 patients met the CDC case definition for Q fever. Median age at 
presentation was 62 years. 45/49 (91. 8%) were men, while 4/49 (8%) were women. 20/49 
(40. 8%) patients presented with acute Q fever of which 5 (25%) patients progressed to 
persistent infection. 29/49 (59%) patients presented with persistent Q fever of which 4 
patients could recall symptoms suggestive of acute Q fever. The most common presenta-
tion of acute Q fever was acute febrile illness (65%). Endocarditis (11/29) was the most 
common presentation of chronic/persistent Q fever. Of the 5 patients with acute Q fever 
that progressed to persistent infection, 3/5(60%) progressed despite being on doxycycline 
and hydroxychloroquine. 8/29 patients with persistent Q fever had serological resolution 
at last follow-up. 2/4(50%) deaths were attributable to Q fever.

Conclusion.   Minority of the patients tested met the case definition. 25% of patients 
with acute disease progressed to chronic Q fever out of which 60%(3/5) progressed des-
pite prophylaxis. Endocarditis and vascular infections were the most common chronic 
cases. Interestingly we found 4 cases of MPGN in association with Q fever. Prosthetic 
valves are the most important risk factors for progression (P = 0.02). Serological cure 
often lags behind clinical cure (27% vs. 68% in persistent infection)(Table 4).
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Background.   The recommended duration of antibiotic treatment for uncom-
plicated Staphylococcus aureus bloodstream infections is 14  days. We compared the 
outcomes of patients receiving short-course (6–10  days) vs. prolonged-course (11–
16 days) antibiotic therapy for S. aureus bacteremia (SAB).

Methods.   30-day outcome of patients with penicillin (PSSAB, n = 202)) or 
methicillin-susceptible SAB (MSSAB, n = 203) treated with in vitro active therapy in 
the range of 6–16 days was analyzed using pooled data from two previously published, 
observational studies. Individuals were matched 1:1 by nearest neighbor propensity 
score matching without replacement. Regression analysis was performed to estimate 
the risk of all-cause mortality within 30  days after the end of antibiotic treatment. 
Eligible individuals had to have >1 day of follow-up after discontinuation of antimi-
crobials. Individuals with a diagnosis of endocarditis, bone infection, meningitis or 
pneumonia were excluded.

Results.   There were 107 well-balanced matched pairs; 58 in the PSSAB and 39 
in the MSSAB cohort. For PSSAB, the median duration of therapy was 8 (interquartile 
range [IQR], 7–10) in the short-course group and 12 days (IQR, 10–13) in the pro-
longed-course group. For the MSSAB cohort, these numbers were 9 days (IQR, 7–10) 
and 14 days (IQR, 13–16 days), respectively. No difference in mortality between short-
course and prolonged-course treatment was observed (adjusted hazard ratio [aHR], 
0.74; 95% confidence interval [CI], .23–2.41) and 1.14; 95% CI, 0.31–4.20), respectively 
for PSSAB and MSSAB.

Conclusion.   Short courses of antibiotic therapy yielded similar clinical outcomes 
as prolonged courses of antibiotic therapy for S. aureus bacteremia. The findings war-
rant a randomized clinical trial to study the safety and efficacy of shortened antimicro-
bial therapy for the treatment of uncomplicated SAB.


