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Background

Treatment options for Acinetobacter (ACB) include beta-lactams,
fluroquinolones, aminoglycosides, polymyxins, or tetracyclines
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Figure 3. Microbiological Outcomes
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has classified Carbapenem-resistant ACB (CRAB) as an urgent threat 320 Patients were screened Alternative treatment 90%
Minocycline is a semi-synthetic derivative of tetracycline which has in-vitro Ceiaine ) 53 (32%) 20% 75%
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activity against ACB including CRAB Meropenem . 36 (22%) .
* Minocycline has a favorable safety profile and is available both IV and PO Excluded (n=116) Armoicillinesulbact ) 24 (14%) ’
* The optimal dose of minocycline for the treatment of ACB is unknown > PSS WeT-EVSE 2 ROl (=), mpienehactam i 60%
P . y . . ’ - Urinary Source (n=11) Polymyxins - 9 (5% ’
however Monte Carlo simulations suggest that higher doses are - Hospice w/in 72 hrs (n=7) o of Infact .
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*  Minocycline 200mg every 12 hours has been used at Detroit Medical Center Respiratory 23 (61%) 99 (60%) 1.00 40%
(DMC) due to increased carbapenem resistance and toxicities associated with Blood 6 (16%) 33 (20%) 0.73 205
other therapies such as polymyxins Alternative Wound 5 (13%) 19 (12%) 0.99
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Pseudomonas aeruginosa 9 (24%) 20 (12%) 0.11 Microbiological Success
Objective Table 1. Baseline Patient Characteristics Staphylococcus aureus 5(13%) 29 (18%) 0.69 ®HD MIN (n=38) ® Alternative (n=166)
(n=166) h Itophili 139 11 (79 1
To compare treatment outcomes in patients with ACB infections who were Stenotrophomonas maltophilia > () ) 0.3 Table 3. Secondary Outcomes
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given high-dose (HD) minocycline (MIN) 200mg every 12 hours or an alternative ~ G€nder, Male (%) 24 (63.2) 100 (60.2) Proteus mirabilis 3 (8%) 16 (10%) 0.98 I
treatment option Age, Median (IQR) 41(30.25-  40(27.25-48.0)  0.50 Length of stay, days, median (IGR) DAt | do(ZEl) | B _mm
' 49.0) Duration of therapy, days, median (IQR) 9 (6-11) 10 (2-18) 0.304 DOT > 10 days for respiratory 1/23 (4) 12/99 (12)
Underlving Il %) Time to appropriate therapy, hr, mean 70.2 (98.9) 28.2 (56.0) 0.02 infection, n (%)
Minocycline Non-susceptible isolate 1/4 (25%) 3/17 (18%) 1.00
Malignancy (Solid) 8(21.2) 10 (6.02) 0.009 w/in 30 days of EOT, n (%) i i
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Patients admitted to DMC between January 15t 2019 and October 315t 2020 Peripheral Vascular Disease 2 (5.26) 13 (7.83) 0.84 8 . , . . .
Inclusion criteria: (1) > 18 years old; (2) Positive culture for ACB . Readmission w/in 30 days, n (%) 7/38 (18%) 45/166 (27%) 0.37
) .. i ) Diabetes Mellitus 12 (31.6) 52 (31.3) 1.00
Exclusion criteria: (1) ACB non-susceptible to MIN; (2) transferred to hospice . p=0.67
w/in 72 hours of culture; (3) Positive ACB culture from urine only Chronic Kidney Disease 14 (36.8) 46 (27.7) 0.47 63%
Outcome Measures: Congestive Heart Failure 10 (26.3) 18 (10.8) 0.03 60%
* Clinical success at the end of treatment (EOT) Liver Disease 0 (0.00) 6 (3.61) 0.51 o * Clinical and microbiological success were similar between patients who
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* Clinical failure: lack of clinical improvement; or duration of treatment Charlson Comorbidity Index, Median 3 (1-4) 2 (1-4) 0.23 . p=0.21 MIN
that exceeded 10 days for respiratory infections; or all-cause mortality (IGR) 24%  There was a lower 30-day readmission rate in the HD MIN group
* Microbiological success at EOT Indwelling Device, n (%) 20% * Limitations: small sample size, and possibility ACB was a colonizer
e Eradication of ACB from site of infection at EOT Urinary Catheter 23 (60.5) 99 (59.6) P o * HD MIN may be an option for treatment of resistant ACB if other
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