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Healthcare is the first large international group to adopt and implement the
U.S. CDC ASP elements across its network of foreign hospitals. By utilizing
a phased approach, we have ensured consistent and effective implementa-
tion across diverse healthcare settings. To date, all 80 hospitals have suc-
cessfully completed Phase 2 of the program and are on track to achieve
Phase 3 milestones by 2025 (see Table 4). Early outcomes from this initia-
tive underscore the significant value of standardized ASPs in enhancing
patient safety, reducing AMR and fostering sustainable quality
improvement.

Antimicrobial Stewardship & Healthcare Epidemiology 2025;5(Suppl. $2):s54-s58
doi:10.1017/ash.2025.260

Presentation Type:

Poster Presentation

Subject Category: Antibiotic Stewardship

Mapping Microbial Resistance: Unveiling Regional Patterns through
Atlanta’s Antibiogram Development

Melat Endashaw!, Trinh Vu?, Sujit Suchindran® and Edo McGee*
*Emory University Hospital Midtown; 2Emory University Hospital Midtown;
3Emory University School of Medicine and *Philadelphia College of
Osteopathic Medicine, School of Pharmacy

Background: Multidrug resistance remains one of the top global health
threats and has been rising over recent decades, jeopardizing patient out-
comes and increasing healthcare costs. This underscores an urgent need to
design tools to optimize antibiotic prescribing to target these pathogens.
Antibiograms are an essential antimicrobial stewardship tool used to pro-
vide guidance for empiric antimicrobial selection and information on local
resistance. However, facility-level antibiograms are limited to individual
institutions and do not reflect regional variations in resistance. Previous
studies have demonstrated the feasibility and importance of generating
regional antibiograms to better inform regional infection prevention
and spearhead antimicrobial stewardship initiatives. Regional antibio-
grams also offer a valuable resource for community hospitals and health

Table 1: Characteristics of Contributing Flagship Hospital of each Healthcare System (Hospital A, Health
system E, Health system F)

Characteristics (n=3) n (%)

Hospital bed size

> 500 3 (100.0)
Patient population

Adults 3(100.0)

Pediatrics 0

Obstetrics 2(66.7)
Special patient populations

Bone marrow transplant 1(33.3)

Burn 1(33.3)

Cystic fibrosis 2(66.7)

Neonatal ICU 2(66.7)

Oncology/hematology 3(100.0)

Solid organ transplant 2(66.7)

Trauma 1(33.3)
Specialized ID services available 3(100.0)
Pri i ible for

ry
antibiograms

Microbiologist 3(100.0)
Epidemiologist 1(33.3)
ID physiciann 1(33.3)
Non-ID physician 1(33.3)
ID pharmacist 1(33.3)
F of ing new antibit
Every year 3(100.0)
Months of culture data used to generate
antibiograms
2 months* 3(100.0)

Specimen sources used to compile data
for antibiogram
Blood 3(100.0)

Cerebrospinal fluid 3(100.0)
Pleural fluid/bronchoalveolar lavage 3(100.0)
Sputum 3(100.0)
Urine 3(100.0)
Wound 2(66.7)
Stratify antibiograms by sample site (i.e., 1(33.3
separate urine antibiogram) (333)
Stratify antibiograms by hospital location 2(66.7)
(ICU, general wards, ED, etc.) .
Inclusion of ED isolates 1(33.3)
Inclusion of first only isolates 3(100.0)
Susceptibility platform used
MicroScan 1(33.3)
Vitek 2(66.7)
Fungal antibiogram available 1(33.3)
Using breakpoints established by Clinical and 3(100.0)

Laboratory Standards Institute
Which edition of the CLSI M100 are you

using for breakpoints?
Do you routinely adopt new/revised CLSI
breakpoints?

30™ Edition 2020 (66.7)
25! Edition 2015 (33.3)
Yes, on a case-by-case basis (33.3)
Yes, update once per year (33.3)

Yes, update with every revision (33.3)

*1 hospital pools 24 months of data to obtain > 30 isolates
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Table 2: Non-Susceptible Rates for Targeted Resistant Pathogens

Pathogen a Non-Susceptibility
Combination Antibiotic Susceptibility Rate Rates
Staphylococcus aureus Oxacillin 54.9% MRSA: 45.1%

Enterococcus faecalis . 95.8% VRE: 15.8%

Enterococcus faecium v 31.0% (557/3525)

Acinetobacter

baumannii/complex 53.3%

Citrobacter freundii 71.7%

Citrobacter koseri 99.6%

Enterobacter cloacae 74.8%

Escherichia coli 90.0%

Klebsiella aerogenes 78.0% Ceftriaxone-

Kiebsiella oxytoca Ceftriaxone 88.8% Resistant: 11.3%

Klebsiella pneumoniae 89.1% (2957126163)

Morganella morganii 84.0%

Proteus mirabilis 97.3%

Proteus vulgaris 50.0%

Providencia group 90.8%

Serratia marcescens 85.8%

Acinetobacter 9 CR-AB: 13.2%
| baumannii/complex Meropenem il 52/395

Citrobacter freundii 94.5%

Citrobacter koseri 100.0%

Enterobacter cloacae 97.3%

Escherichia coli 99.5%

Klebsiella aerogenes 92.7%

Klebsiella oxytoca 99.8% -E:

- o Meropenem > CRE: 1.1%
Klebsiella pneumoniae 98.9% (275/26004)
Morganella morganii 96.7%

Proteus mirabilis 100.0%
Proteus vulgaris 50.0%
Providencia group 97.1%
Serratia marcescens 97.2%
::;Zdigg‘;anas Meropenem 86.7% CR-PA: 13.3%

Table 3: Carbapenem-Resistance Rates in Hospitals with Restrictive vs Non-Restrictive Antimicrobial
Restrictions

Carbapenem- Gt . e
N > b p-value
1 I (n=8) Hospitals (n=2)
Species
CRAB 13.3% 0% _
CR-E 1.1% 1.0% 0.602
11.6% 19.6%
ER 25912242 118/602 <0.001
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Figure 1: Gram-Positive Isolate Analysis
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Figure 2: Gram-Negative Isolate Analysis

centers with lower pathogen prevalence and limited access to infectious
diseases-trained personnel. This study aims to curate a regional antibio-
gram to analyze and understand antimicrobial susceptibility and resistance
patterns of targeted pathogens across Metro Atlanta. Methods: This
descriptive study aimed to evaluate antibiograms from multiple hospitals
across the Atlanta metropolitan area. In September 2019, flagship hospitals
of five different health-systems within metro Atlanta were surveyed using a
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questionnaire to collect information on basic facility and microbiology lab-
oratory characteristics. Three health-systems responded, providing in-
patient antibiogram data from the 2019 calendar year. These data were
combined to create a single, cumulative antibiogram with 18 clinically rel-
evant combinations of microorganisms and antibiotics. In total, data from
10 different hospitals were aggregated to create one regional antibiogram.
Results: Data from 10 hospitals were combined to create one regional anti-
biogram with 18 organisms and 21 antibiotics. The overall prevalence of
methicillin-resistant Staphylococcus aureus (MRSA) was 45.1% and van-
comycin-resistant Enterococcus (VRE) was 15.8%, carbapenem-resistant
Acinetobacter baumannii (CRAB) was 13.2%, carbapenem-resistant enter-
obacterales (CRE) was 1.1%, and carbapenem-resistant Pseudomonas aer-
uginosa (CR-PA) was 13.3%. Carbapenem resistance rates were compared
between carbapenem-restrictive (n=4) and carbapenem-non-restrictive
(n=2) hospitals. The prevalence of CR-PA was significantly higher in car-
bapenem-non-restrictive hospitals compared to carbapenem-restrictive
hospitals, 19.6% vs 11.6% (p < 0 .001). Conclusion: The development
of a regional cumulative antibiogram to capture resistance patterns of tar-
geted pathogens across multiple health-systems in a large metropolitan
area is feasible. Data from a regional antibiogram is useful in assessing sus-
ceptibilities and can serve as a valuable antimicrobial stewardship tool for
institutions without access to their own specific antibiogram. Additionally,
implementation of targeted stewardship policies, such as carbapenem
restriction, demonstrates promise to potentially slow the development
of resistant pathogens, thereby improving patient outcomes.
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SAMPLE SITE WITH OPAT PROGRAM
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Background: Variability in outpatient parenteral antimicrobial therapy
(OPAT) management and challenges to providing recommended OPAT
care can compromise patient safety and care quality. Little is known about
how OPAT is currently delivered by healthcare systems across the United
States (US), including within the Veteran’s Health Administration (VHA).
We sought to understand and compare OPAT delivery at selected Veterans
Affairs medical centers. Method: Using a qualitative methodology, we con-
ducted semi-structured interviews with key informants involved in OPAT
delivery at 6 VHA medical centers with different complexity levels in the
Midwestern US. Facility complexity is determined by patient volume and
complexity level along with the amount of teaching and research con-
ducted at the facility. Interviews occurred between February and
December 2024 with healthcare personnel (n=30), including primary care
and infectious diseases physicians, pharmacists, nursing staff, care coor-
dinators, and vascular access providers. Data collection focused on better
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Figure 1. Comparison of process maps with and without established OPAT programs.

Abbreviations: CBOC: community-based outpatient clinics; ID: infectious diseases; OPAT: outpatient parenteral antimicrobial therapy; PICC: peripherally inserted
central catheter; VA: Veterans Affairs
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