Antimicrobial Stewardship Incorporating New Antimicrobials for Use
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BACKGROUND METHODS

= Cystic fibrosis (CF) is a life-limiting autosomal
recessive disorder that affects approximately
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Patient Registry 2018, nearly half of the
registered patient population (45.3%) cultured
positive for Pseudomonas aeruginosa (PA); of
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= Progressively worsening of lung function marked . . . .
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= C/T has shown benefits over other standards of Inhaled antibiotic use, n (%) 13 (72.2) 37 (97.4) (days) 16.3+£8.7 13.9%35

therapy in selected populations with MDR-PA
infections; however, studies are lacking in CF
population®

= Based on our previous single-center
surveillance study (2017-2019), C/T was used in
for CF exacerbation (11%) in a number of
patients harboring MDR-PA, but clinical
outcomes compared to other therapies were
not assessed

OBIJECTIVES

= To evaluate the current use and antimicrobial
stewardship of C/T in CF patients with MDR-PA
related pulmonary exacerbations (PEx)
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