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).

O Acute Q fever Persistent Q fever
Serological resolution - 8/29(27.5%)
Clinical r 19/20 (95%) 20/29(69%)
Recurrence 0 3/29(10.3%)

Lost to follow up 1/20(5%) 7/29{24%)
Progression to persistent Q | 5/20(25%) -

fever infection.

Death 0 2/29(7%)

Table 4: Outcome data. Serological resolution is defined as 4 fold decrease in phase | IgG titres or a
decrease in phase | IgG to <1:400 and is used for patients with persistent Q fever. There are no clear
guidelines on serological resolution in acute Q fever.
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. .
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Table 3: in baseline risk factors between patients Time, days

with acute Q fever alone versus those who progress to persistent phase of infection.
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Background.  Persons who inject drugs (PWID) with opioid use disorder (OUD)
are at increased risk of invasive bacterial and fungal infections, which warrant pro-
longed, inpatient parenteral antimicrobial therapy. Such admissions are complicated
by opioid cravings and withdrawal. Comparisons of medications for OUD during
prolonged admissions for these patients have not been previously reported. The aim
of this study was to evaluate the impact of different OUD treatment strategies in this
population, and their impact on ED and hospital readmissions.

Methods.  We retrospectively analyzed consecutive admissions for invasive bac-
terial or fungal infections in PWID, admitted between January 2016 and January 2019
at Barnes-Jewish Hospital. Patients in our cohort were required to receive an infectious
diseases consult, and an anticipated antibiotic treatment duration of >2 weeks. We col-
lected data on demographics, comorbidities, length of stay, microbiologic data, med-
ications prescribed for OUD, mortality, and readmission rates. We compared 90-day
readmission rates by OUD treatment strategies using Kaplan-Meier curves.

Results.  In our cohort of 237 patients, treatment of OUD was buprenorphine
(17.5%), methadone (25.3%), or none (56.2%). Among patients receiving OUD treat-
ment, 30% had methadone tapers and/or methadone discontinued upon discharge.
Patient demographics were similar for each OUD treatment strategy. Infection with
HIV (2.8%), and hepatitis B (3%), and hepatitis C (67%) were similar between groups.
Continuation of medications for OUD was associated with increased completion of
parenteral antibiotics (odds ratio 2.11; 95% confidence interval 1.70-2.63). When com-
paring medications for OUD strategies, methadone had the lowest readmission rates,
followed by buprenorphine, and no treatment (P = 0.0013) (figure). Discontinuation
of methadone during the admission or upon discharge was associated with the highest
readmission rates.

Conclusion.  Continuation of OUD treatment without tapering, was associated
with improved completion of parenteral antimicrobials in PWID with invasive bac-
terial or fungal infections lower readmission rates. Tapering OUD treatment during
admission was associated with higher readmission rates.

Figure. Inpatient initiation of medications for opioid use disorder (MOUD) and continuation
at discharge decrease readmissions in PWID with invasive bacterial and fungal infections.
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Background.  Suffolk County reports to the Department of Health the highest ab-
solute number of cases of tick-borne diseases (TBD) for NY State. While Lyme disease
and Babesiosis are the most common TBD in this county with more than 600 and 100
cases reported every year, respectively; two other TBD, HME (due to Ehrlichia chaf-
feensis) and HGA (due to Anaplasma phagocytophilum) are also commonly reported
in this county (63 and 37 every year, respectively). There is limited data directly com-
paring both diseases on acute presentation; the aim of this study was to compare the
clinical features, laboratory findings and complications of HME and HGA in the epi-
center of TBD in NY State.

Methods. A retrospective study was designed to collect cases with the diagnosis
of HME and HGA by using ICD9 or ICD10 codes from 2013 to 2018 at Stony Brook
Medicine. Inclusion criteria were patients 18 years or older who had a positive PCR
in blood for E. chaffeensis or A. phagocytophilum. Demographics, clinical features,
laboratory results, and complications were extracted from patient charts. We used the
chi-square test to compare the proportion of symptoms and a two-tailed unpaired stu-
dent T-test to compare laboratory values.

Results. A total of 40 cases of HME (mean age 67 + 13) and 27 with HGA (mean
age 63 + 12) met inclusion criteria. Only approximately 50% of cases had a documented
history of tick exposure. Clinical presentations were similar in terms of frequency of
fever, headache, arthralgia, and myalgia. In contrast, hypotension, confusion, and rash
were more common in HME although only the latter was significantly more common.
HME patients had significantly greater degrees of leukopenia and thrombocytopenia
and elevated AST levels. The majority of patients with HME and HGA were hospi-
talized >1 day for management of their acute illness (HME, 30/40 and HGA 17/27).
Several patients with HME had gastrointestinal (GI) complications including 3 with
acute acalculous cholecystitis, 1 with duodenitis, and 1 with acute colitis; 1 patient with
HGA had perforated diverticulitis.

Conclusion.  Patients with acute HME tend to be more ill than those with acute
HGA; however, a substantial proportion of both groups require hospitalization. GI
complications were more commonly seen in HME (12.5%) than HGA (3.7%) which
deserves further investigation.

Ehrlichiosis (n=40) Anaplasmosis (n=27) P value
Gastrointestinal symptoms 35% 2% 0.5
Confusion 21% 10% 0.2
Systolic BP < 100 17% 5% 0.1
HR> 100 14% 15% 0.9
Fever 75% 70% 0.7
Headache 38% 33% 0.7
Arthralgia 15% 18% 0.7
Rash 30% 7% 0.02
Myalgia 30% 37% 0.6
WBC (mean) 2750/pL 4730/pL 0.001
Hemoglobin (mean) 11.5g/dL 11.9 g/dL 0.3
Platelets (mean) 68,380/uL 106,650/uL 0.005
Creatinine (mean) 1.54 mg/dL 1.39 mg/dL 0.7
AST (mean) 176 1U/L 93 1U/L 0.025
ALT (mean) 123 IU/L 811U/L 0.1
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Background.

Invasive group A Streptococcus (iGAS) causes severe illness
and death but is not vaccine preventable or nationally notifiable. We describe the
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