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No Exit: long-term Meropenem usage in OPAT



Primary infectious issue

 Pseudomonas aeruginosa infection of Fenestrated EVAR since 2016 with evolving 

resistance, not fit for further surgery, currently on OPAT Meropenem lifelong



Past medical history 2016

 72 year old man

 Abdominal aortic aneurysm

 PCI June 2016 (pre-EVAR, non-obstructive disease)

 Smoker

 Rheumatoid arthritis-not on active treatment

 HTN

 Hypercholesterolaemia

 Right knee replacement 2013

 Left hip replacement 2012



2016

 Fenestrated EVAR September 2016 for AAA

 Admitted November 2016 with a 1 month history of fevers, and night sweats

 Initial blood cultures x1 positive for Pseudomonas aeruginosa-Tazocin intermediate. 

Otherwise sensitive to anti-pseudomonal antibiotics

 No convincing source identified, WCC scan negative circa 1 month after antibiotics 

started

 (presumed false negative due to prolonged antibiotic therapy)



2016-2017

 Treated as suspected EVAR infection with 3/12 high dose 750mg BD 

Ciprofloxacin and Metronidazole

 Metronidazole stopped, ciprofloxacin continued at 750mg BD PO dose until June 

2017 (8 months)

 Ciprofloxacin stepped down to 250mg BD PO in June 2017 due to tendonitis

 Elective admission for endovascular left iliac limb extension & embolisation of left 

internal iliac artery after endoleak of EVAR found on routine scan July 2017



February-June 2019
 Left knee septic arthritis February 2019

 Knee aspirate grew 2 distinct Pseudomonas subpopulations

 1 Ciprofloxacin R, Tazocin R, Aztreonam R, Ceftazadime S, Meropenem S, Gentamicin S

 1 pansensitive

 PET scan revealed high uptake along aortic graft March 2019, prosthetic right knee and 

left hip not infected

 Prolonged admission with Ceftazidime treatment escalated to Meropenem due to static 

clinical picture and CRP 

 Ultimately discharged on Meropenem 2g TDS IV via S-OPAT to complete 12/52

 Stepped down to PO Ciprofloxacin 500mg BD for lifelong suppression

 aware of the fact that this would be unlikely to work for all isolates



2022
 Surveillance CT angiograms every 3/12 until January 2022

 January 2022 showed 

 increase in lobular soft tissue surrounding the abdominal aortic graft, now extending into the left psoas and showing 
progressive extension into the vertebral bodies of L2, L3 and L4. Findings favour low-grade chronic infection

 Aspirate of showed 3 Pseudomonas subpopulations all Ceftazidime S

 Discharged on IV Ceftazidime via S-OPAT for 8/52 (of planned 12/52)

 CRP was not settling (stuck at 50) 

 CT aorta showed thick-walled collection peri-aortic area May 2022

 Readmitted for drainage of periaortic collection off antibiotics revealed 4 different Pseudomonas 
subpopulations of various sensitivities May 2022

 All retain sensitivity to Meropenem

 Then readmitted and changed to IV Meropenem ongoing since May 2022

 Initially 1g TDS then 2g BD IV



Currently

 Day 120+ of Meropenem via S-OPAT

 CRP suppressed at 16

 No feasible step-down option

 Despite co-morbidities and age he is still farming



Fenestrated 
EVAR Sep 2016

Pseudomonas
bacteraemia Nov 

2016

Endovascular left 
limb extension 

Jul 2017

Left knee septic 
arthritis Feb 

2019

Extension of 
loculated fluid to 
psoas and lumbar 
spine extension 

Jan 2022

Drainage of 
psoas fluid due 
to persistant 

CRP May 2022

Pseudomonas

sensitivity 

pattern

Tazocin Intermediate - 1 pansensitive population, 1 

R to Ciprofloxacin, Tazocin

and Aztreonam

3 subpopulations, all 

Tazocin and 

Ceftazidime S, 

Ciprofloxacin R, 1 

Gentamicin R

4 subpopulations, all retain 

Meropenem sensitivity

IV antibiotics 

induction

IV Ceftazidime - IV Ceftazidime followed by 

IV Meropenem

IV Ceftazidime x

8/52

IV Meropenem 1g TDS 

followed by 2g BD

Oral stepdown Ciprofloxacin 750mg 

BD

Ciprofloxacin 250mg BD Ciprofloxacin 500mg BD - -

OPAT C-OPAT C-OPAT S-OPAT followed by C-

OPAT

S-OPAT S-OPAT



Discussion

 What is your experience of palliative OPAT?

 What is your experience of MDR-GNB treatment on OPAT?

 In particular anti-pseudomonal carbapenems?

 What is your experience of AMR emerging on OPAT or C-OPAT?













Where do we go from here?
 Discussed with vascular here and in UK centres

 Surgery would have high immediate post-operative mortality

 Antibiotic programme

 Continuous Meropenem via S-OPAT?-the patient tolerates it very well and has an excellent 
quality of life

 Pulse antibiotics 6 weeks on, 6 weeks off with enhanced imaging?-similar or greater line 
maintenance, unclear if more or less likely to cause resistance

 Phage therapy

 One previous case of cure of Pseudomonas graft infection with adjunctive phage therapy (Chan et 
al 2018, Evolution, Medicine and Public Health)



Thank you


