
2016. A diagnosis of UTI was categorized as cystitis, urethritis or
pyelonephritis and was defined using the following ICD-10 codes:
N30.0, N30.00, N30.01, N30.9, N30.90, N30.91, N39.0, N34.1,
N34.2, and N10. The following antibiotics were prescribed: amino-
glycosides, sulfamethoxazole/trimethoprim (TMP-SMX), cepha-
losporins, fluoroquinolones, macrolides, penicillins, tetracyclines,
or nitrofurantoin. Patients were categorized based on gender,
age, location, insurance payer and UTI type. We used χ2 and
Cochran-Mantel-Haenszel testing. Analyses were performed in
SAS version 9.4 software (SAS Institute, Cary, NC). Results: In
total, 15,580 patients were included in this study. Prescriptions
for antibiotics by drug class differed significantly by gender
(P < .0001), age (P < .0001), geographic region (P < .0001), insur-
ance payer (P < .0001), and UTI type (P < .0001). Cephalosporins
were prescribed more often to women (32.48%, 4,173 of 12,846)
than to men (26.26%, 718 of 2,734), and fluoroquinolones were
prescribed more often to men (53.88%, 1,473 of 2,734) than to
women (47.91%, 6,155 of 12,846). Although cephalosporins were
prescribed most frequently (42.58%, 557 of 1,308) in northern
Virginia, fluoroquinolones were prescribed the most in eastern
Virginia (50.76%, 1677 of 3,304). Patients with commercial health
insurance, Medicaid, and Medicare were prescribed fluoroquino-
lones (39.31%, 1,149 of 2,923), cephalosporins (56.33%, 1,326 of
2,354), and fluoroquinolones (57.36%, 5,910 of 10,303) most fre-
quently, respectively. Conclusions: Antibiotic prescribing trends
for UTIs varied by gender, age, geographic region, payer status
and UTI type in the state of Virginia. These data will inform future
statewide antimicrobial stewardship efforts.
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Background: Carbapenemase-producing Enterobacterales (CPE)
have rapidly become a global health concern and are associated

with substantial morbidity and mortality due to limited treatment
options. Travel to endemic areas, especially healthcare exposure in
these areas, is an important risk factor for acquisition. We describe
the evolving epidemiology, molecular features, and outcomes
of CPE in Canada through surveillance by the Canadian
Nosocomial Infection Surveillance Program (CNISP). Methods:
CNISP has conducted surveillance for CPE among inpatients
and outpatients of all ages since 2010. Participating acute-care
facilities submit eligible specimens to the National Microbiology
Laboratory for detection of carbapenemase production, and epi-
demiological data are collected. Incidence rates per 10,000 patient
days are calculated based on inpatient data. Results: In total, 59
CNISP hospitals in 10 Canadian provinces representing 21,789
beds and 6,785,013 patient days participated in this surveillance.
From 2010 to 2018, 118 (26%) CPE-infected and 547 (74%)
CPE-colonized patients were identified. Few pediatric cases were
identified (n= 18). Infection incidence rates remain low and stable
(0.02 per 10,000 patient days in 2010 to 0.03 per 10,000 patient
days in 2018), and colonization incidence rates have increased
by 89% over the surveillance period. Overall, 92% of cases were
acquired in a healthcare facility: 61% (n= 278) in a Canadian
healthcare facility and 31% (n= 142) in a healthcare facility outside
Canada. Of the 8% of cases not acquired in a healthcare facility,
50% (16 of 32) reported travel outside of Canada in the 12 months
prior to positive culture. The distribution of carbapenemases var-
ied by region; New Delhi metallo-B-lactamase (NDM) was dom-
inant (59%) in western Canada and Klebsiella pneumoniae
carbapenemase (KPC) (66%) in central Canada. NDM and class
D carbapenemase OXA-48 were more commonly identified
among those who traveled outside of Canada, whereas KPC was
more commonly identified among patients without travel. In addi-
tion, 30-day all-cause mortality was 14% (25 of 181) among CPE
infected patients and 32% (14 of 44) among those with bacteremia.
Conclusions: CPE rates remain low in Canada; however, national
surveillance data suggest that the increase in CPE in Canada is now
being driven by local nosocomial transmission as well as travel and
healthcare within endemic areas. Changes in screening practices
may have contributed to the increase in colonizations; however,
these data are currently lacking and will be collected moving for-
ward. These data highlight the need to intensify surveillance and
coordinate infection control measures to prevent further spread
of CPE in Canadian acute-care hospitals.
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Background: Nearly 1 in 25 patients has a hospital infection
at any given time, and 1 in 25 nurses suffers and bloodborne
exposure every year. Basic procedures, termed standard

Decennial 2020 Abstracts

S454 41 Suppl 1; 2020

https://doi.org/10.1017/ice.2020.1126 Published online by Cambridge University Press

https://doi.org/10.1017/ice.2020.1125
https://doi.org/10.1017/ice.2020.1126
http://crossmark.crossref.org/dialog?doi=https://doi.org/10.1017/ice.2020.1126&domain=pdf
https://doi.org/10.1017/ice.2020.1126

