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INTRODUCTION METHODS

Carbapenemase-producing Enterobacterales (CPE) bacteria produce carbapenemase enzymes Estimated the cost-effectiveness of three screening strategies compared to no enhanced screening:
that give them resistance to carbapenems, a class of antibiotic used to treat severe infections [1]. 1) Universal admission screening

2) Admission screening patients with a hospital stay and/or CPE positive result in the past year
CPE is spreading internationally and poses a serious threat to public health, with infections due to 3) Admission screening patients with a CPE positive result in the past year

these organisms associated with considerable morbidity and mortality [2].
For a variety of CPE transmission and progression, and prevalence scenarios (Table 2).

Despite this, evidence on the transmission of CPE in hospitals and the effectiveness of control
measures is limited. Cost-effectiveness evidence of such interventions is even more sparse [3].
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RESULTS

* The cost-effectiveness of screening varies considerably according to the rate of CPE transmission ¢ When crude outbreak costs are considered [12], the cost-effectiveness improves considerably in

and progression. It also varies by admission prevalence, but to a lesser extent. middle and high transmission and progression settings (e.g., Figure 6).
« As screening becomes more targeted the cost-effectiveness improves. « Uncertainty in the total number of CPE infections was largely driven by CPE natural history
« There is considerable uncertainty in the cost-effectiveness point estimates (e.g., Figure 5). parameters (Figure 7).
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