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ABSTRACT
Carbapenem resistance among the Enterobacteriaceae has become a significant clinical and public
health dilemma. Rapid administration of effective antimicrobials and implementation of supplemental
infection control practices is required to both improve patient outcomes and limit the spread of these
highly resistant organisms. However, carbapenem-resistant Enterobacteriaceae (CRE)-infected patients
are predominantly identified by routine culture methods, which take days to perform. Rapid genomic
and phenotypic methods are currently available to accelerate the identification of carbapenemase-
producing CRE. Effective use of these technologies is reliant on close collaboration between clinical
microbiology, infection prevention, antimicrobial stewardship and infectious diseases specialists. This
review discusses the performance characteristics of these technologies to date, and describes
strategies for their optimal implementation.
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Introduction

Carbapenem resistance among the Enterobacteriaceae
has become a significant clinical and public health
dilemma. Surveillance data demonstrate a steady
increase in the burden of disease from CRE, in particular
carbapenem-resistant Klebsiella pneumoniae, between
2000 and the present day.1-3 In 2013, the US. Centers
for Disease Control and Prevention estimated 9,300
patients a year were infected with carbapenem-resistant
Enterobacteriaceae (CRE), with an associated 610
deaths.4 Similar trends have been noted worldwide: in
2014, the World Health Organization (WHO) reported
that up to 68% of K. pneumoniae were carbapenem
resistant in Europe, 55% in South-East Asia, 54% in the
Eastern Mediterranean region, 11% in the Western
Pacific, 9% in the Americas and 3.5% in Africa.5 How-
ever, the accuracy of these numbers is uncertain because
the vast majority of countries that evaluate and report
CRE prevalence are in the Americas and Europe. As
such, resistance in some areas (e.g. Africa, Southeast
Asia) may be underestimated.

b-lactam resistance among the Enterobacteriaceae is
largely driven by the expression of enzymes that cleave
the b-lactam ring. These b-lactamases are classified
according to the Ambler system into 4 classes (A, B, C
and D), based on their amino acid sequence. Class A
includes the active-site serine b-lactamases, class B the

metallo-b-lactamases, class C the AmpC b-lactamases
and class D the oxacillinases. Each class harbors b-lacta-
mases with varying activity against the carbapenem class
of antibiotics. Frank carbapenem resistance is mechanis-
tically divided into 2 broad groups: 1) non-carbapene-
mase producing (CP) CRE and 2) CP CRE. Non-CP
isolates have reduced susceptibility to the carbapenems
(in particular ertapenem) due to expression of an
acquired class A or class C b-lactamase with weak carba-
penem hydrolytic activity (e.g.,, extended spectrum
b-lactamase (ESBL) or AmpC enzymes) that is coupled
with a permeability defect (e.g., outer membrane porin
mutation or loss). In particular, CTX-M ESBLs and
CMY-2 AmpCs commonly contribute to reduced carba-
penem susceptibility in non-CP CRE.6 In contrast, CP-
CRE are those isolates that express an acquired carbape-
nemase gene that specifically hydrolyzes the carbapenem
b-lactam ring. Carbapenemases belong to the Ambler
class A, B and C groups of b-lactamases, the genes for
which typically are found on acquired plasmids, but may
also be on other transmissible genetic elements inserted
into the chromosome. In the US, the CRE epidemic is
driven by the rapid expansion of CP-K. pneumoniae of
sequence type 258, that express the class A KPC carbape-
nemase.7,8 KPC is a particularly efficient enzyme and iso-
lates with this resistance mechanism often display very
high carbapenem minimum inhibitory concentrations
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(MICs). KPC is now endemic in the US, Israel, South
America and some countries in Europe and Asia. In
other areas of the world, class B New Delhi metallo-
b-lactamase (Asia) or class D OXA-48-like carbapene-
mases (North Africa and Europe) predominate.9,10

One of the key challenges of controlling the spread of
CRE is the fact that CRE-infected patients identified by
routine clinical cultures (passive surveillance) represent
only a fraction of the patients that harbor CRE. Gastroin-
testinal colonization is asymptomatic, and colonized
patients are reservoirs for transmission. Once introduced
into a health system by colonized patients, CP-CRE can
rapidly disseminate within and across institutions.11

Rapid identification of patients who are colonized with
CP-CRE may allow implementation of infection control
precautions to prevent transmission. Such testing has the
potential to halt the spread of these highly resistant
organisms at the local, regional and national level.

At present, nearly all patients infected or colonized
with a CRE are identified by front-line susceptibility test-
ing performed by the clinical laboratory on isolates
recovered in culture. Such testing is associated with a 2–
5 day delay between specimen collection and availability
of results. Routine screening of CP-CRE colonization is
not commonly performed. Furthermore, few clinical lab-
oratories routinely perform supplemental testing to dif-
ferentiate CP from non-CP isolates, as this is not
required by either the Clinical and Laboratory Standards
Institute (CLSI) or the European Committee on Antimi-
crobial Susceptibility Testing (EUCAST) for routine
patient care, provided laboratories are using updated car-
bapenem breakpoints.12,13 Given the critical relation-
ships between identification of CP-CRE, timely initiation
of effective antimicrobial therapy and infection control
interventions, and patient outcomes, rapid tests for

CP-CRE detection are clearly needed. This review will
describe progress to date on the development of diagnos-
tic tests to detect CP-CRE, their use and interpretation.

Diagnostic tests to detect CRE

Several commercial tests (either research use only (RUO)
or FDA-cleared/CE marked) are available for more rapid
detection of carbapenem resistance. These can be divided
into 2 categories: molecular tests that detect the resis-
tance mechanism (i.e. presence of a carbapenemase
gene) and novel, phenotypic tests that detect the in vitro
activity of carbapenemase enzymes (i.e., hydrolysis of
carbapenems in vitro). Few-to-none of these tests can be
performed directly on patient specimens, but rather
require bacterial culture prior to testing.

Rapid nucleic acid-based tests

A plethora of reports describing nucleic acid amplifica-
tion tests for the detection of carbapenemase genes have
been presented in the literature over the past several
years. Only a few of these have obtained CE mark or
FDA clearance for clinical testing (Table 1), and the
majority are either laboratory developed tests (LDT) or
available for purchase as RUO. The advantages of nucleic
acid-based molecular tests, as compared to conventional
culture-based phenotypic tests, include: rapid turn
around time; definitive identification of specific carbape-
nemase gene(s); and, in some cases, the ability to test
directly from clinical specimens without the need for cul-
ture. The disadvantage of such tests is they only detect
those enzymes queried by the primers and probes of the
assay. This poses a problem for clinical diagnostic test-
ing, as carbapenem resistance may be conferred by

Table 1. CE Mark and FDA-Cleared Tests for the Molecular Detection of CP-CRE.

Test (Manufacturer) Specimen Type
Carbapenemase Gene(s)

Detected
Regulatory
Status References

FilmArray� Blood Culture Identification
Panel (BioFire)

Positive Blood Culture Broth blaKPC US. FDA Cleared
CE-IVD

19-22

Verigene� Gram-negative blood culture
test (Nanosphere)

Positive Blood Culture Broth blaKPC
blaIMP
blaVIM
blaNDM
blaOXA-48

US. FDA Cleared
CE-IVD

23-24

Unyvero� P55 (Curetis AG) Respiratory secretions blaKPC
blaIMP
blaVIM
blaNDM
blaOXA-48

CE-IVD 25

GeneXpert Carba-R (Cepheid) Rectal swabs blaKPC
blaIMP
blaVIM
blaNDM
blaOXA-48

US. FDA Cleared
CE-IVD

26

Note. US. FDA, United States Food and Drug Administration; CE-IVD, Conformite Europeene In Vitro Diagnostic.
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mechanisms other than carbapenemases (as described
above), and false negative results may be observed if a
novel carbapenemase variant emerges. For instance, sev-
eral variants of the IMP carbapenemase exist, which are
only variably detected by commercial PCR systems.14

Similarly, in one of our laboratories, the emerging OXA-
48-like variant, OXA-232, was not detected by a LDT
designed to detect the OXA-48 gene, due to a single
nucleotide mismatch in the primer region.15 As such,
these tests may be best suited to ‘rule-in’ as opposed to
‘rule-out’ infection with a CRE. From a clinical perspec-
tive, a positive result provides an early trigger to escalate
therapy. Along these lines, a recent study evaluated the
predictive values of 2 nucleic-acid based methods that
detect carbapenemase genes, for determining carbape-
nem resistance. With the assumption of 5% carbapenem
resistance in a given population, the tests both predicted
susceptibility correctly in >95 % of cases, whereas pre-
diction of resistance was only 41–50%, dependent on test
method.16

A further complication of nucleic-acid based molecu-
lar testing is the occasional occurrence of isolates that
test positive for a carbapenemase gene, but are suscepti-
ble in vitro to the carbapenems. For instance, isolates
that test susceptible to ertapenem, meropenem and imi-
penem, but harbor the blaKPC gene, have been
described.17 These isolates typically express only low lev-
els of KPC and harbor intact OmpK35 and OmpK36
outer membrane porins.17 Alternatively, such isolates
may have lost the blaKPC -harboring plasmid in the time
interval between molecular testing and MIC testing.17

The clinical significance of such findings is unclear, but
both CLSI and EUCAST suggest reporting carbapenem
susceptibility results as-tested using updated carbapenem
breakpoints, rather than editing these to resistant, if a
carbapenemase gene is detected.13,18 More research is
needed to understand the clinical significance of such
discordance and how best to treat isolates that contains a
“silent” carbapenemase gene, yet displays carbapenem
susceptibility.16

Tests performed directly from blood cultures and
clinical specimens

Two tests are currently available that detect carbapene-
mase genes in bacteria present in blood: the FilmArray�

Blood Culture Identification Panel (BCID, BioFire Diag-
nostics LLC, Salt Lake City, UT) and the Verigene�

Gram-negative blood culture test (Nanosphere, North-
brook, IL). Both tests require blood to be cultured on a
standard laboratory automated blood culture system
prior to testing. For most Gram negative bacteria, this
step takes 8–24 hours from instrument loading to culture

positivity.19 This culture step is critical because nucleic
acid amplification tests performed directly from blood
have not yet achieved sensitivity equivalent to blood cul-
ture. In contrast, coupling nucleic acid amplification
and/or detection tests with a pre-culture step allows bio-
logical amplification of the organisms and subsequent
high sensitivity for the targeted resistance genes.

The FilmArray� BCID is a multiplex PCR that identi-
fies 24 microorganisms commonly encountered in blood,
including Gram-positive bacteria, Gram-negative bacte-
ria, and Candida spp. Additionally, the test targets one
carbapenemase gene, blaKPC, along with the Gram-posi-
tive resistance markers, mecA, vanA and vanB. The US
clinical trial was performed across 8 clinical sites and
evaluated 1568 clinical blood cultures. Only 6 were posi-
tive for blaKPC, which was confirmed by reference meth-
ods. An additional 33/33 KPC-producing organisms
seeded into blood were detected by the system.20 No
false-positive blaKPC results were observed.

20 Some inves-
tigators have applied this technology to specimens other
than blood (i.e., normally sterile body fluids and respira-
tory secretions), performing the test directly from the
specimen without the benefit of pre-culture. As might be
expected, the sensitivity for the detection of bacteria in
these specimens was lower than what is observed for
blood cultures (i.e., 71–89% sensitivity of the BCID as
compared to conventional cultures).21 This study did not
include any CRE, so it is unclear what the performance
for the detection of resistance genes might be. The main
limitation of the BCID is the inclusion of only blaKPC as
a target. While this carbapenemase gene is by far the
most common across the US, organisms expressing other
carbapenemases are encountered sporadically in this
country, and are common in other areas of the world.22

Nonetheless, knowledge of the presence of blaKPC may
aid in rapid escalation of therapy, potentially improving
patient outcomes.

The Verigene� Gram-negative test is a microarray-
based method that detects the 8 most common Gram-
negative bacteria encountered in blood and the following
carbapenemases: IMP, KPC, NDM, OXA and VIM,
along with CTX-M ESBLs. Two large, multi-center stud-
ies have evaluated the analytical performance of this
assay to date. The first was the US clinical trial, which
evaluated a total of 1847 blood cultures positive for
Gram-negative bacteria, including 337 simulated speci-
mens, across 13 clinical centers. This study identified
only 16 patients (<1 %) with blood cultures positive for
a carbapenemase gene, including blaKPC (n D 3), blaNDM
(n D 1) and blaOXA (n D 12). The Verigene system accu-
rately detected all but 3 blaOXA (false negatives), which
were determined to be the blaOXA-23 variant not targeted
by the assay. Additionally, among the simulated
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specimens, the Verigene did not detect 2/52 blaNDM and
1/58 blaOXA (again, a blaOXA-23), whereas 68/68 blaVIM
and 47/47 blaIMP were detected.

23 The second study that
evaluated the Verigene� was performed across 3 hospi-
tals in Japan, a country where IMP carbapenemases are
prevalent. This study evaluated 141 positive blood cul-
tures (1 that grew an IMP-producing isolate), and 205
blood cultures that were seeded with Gram-negative bac-
teria. 91 of these were CP-CRE, 84 of which were IMP
variants. The Verigene� correctly detected all 92 CP-
CRE, and no false-positive carbapenemase results were
observed. However, 3 blood cultures yielded imipenem-
resistant Pseudomonas aeruginosa isolates that were neg-
ative for carbapenemase genes, and 2 non-CP CRE (1
Enterobacter and 1 K. pneumoniae) in the seeded blood
cultures were also predictably negative by the Verigene
assay. As such, blood cultures with ‘no carbapenem resis-
tance gene detected’ do not accurately predict efficacy of
carbapenem therapy.24

Only one commercial, real-time PCR assay is in devel-
opment for detection of CP-CRE from respiratory speci-
mens. The Unyvero P55 is a multiplex PCR device
manufactured by Curetis AG (Holzgerlingen, Germany)
that detects 20 respiratory pathogens (19 bacteria, 1 fun-
gus) and 17 drug resistance markers, directly from respi-
ratory secretions in 4 hours.25 Among the resistance
markers are IMP, KPC, NDM, OXA and VIM genes. In
a small study of 40 patients with pneumonia in a Ger-
man hospital that evaluated an early version of the Uny-
vero test (P50 panel), 24 had a positive result by this
assay. One of these patients had a blaKPC-positive Uny-
vero result, but Streptococcus pneumoniae was the only
bacterium detected by the Unyvero. In contrast, conven-
tional culture of this patient’s specimen revealed a P. aer-
uginosa isolate that was carbapenem-resistant and
harbored blaKPC. Further data are needed to assess the
performance of this assay.25

Finally, several assays have been developed to detect
carbapenemase genes directly from rectal swabs, to aid
with rapid identification of colonized patients. The Gen-
eXpert Carba-R assay is CE-IVD marked and recently
achieved FDA clearance for use in the US26 In addition,
surveillance assays either in development or clinical tri-
als include the Check-Direct CPE (Check-Points, Wage-
ningen, Netherlands), RenDx Carbaplex assay
(Renshaw, United Kingdom), and the Amplidiag Car-
baRCVRE (Mobidiag, Espoo Finland). These assays
detect a variety of carbapenemases, typically including
the core KPC, NDM, VIM and OXA-48. While these
methods allow rapid identification of patients colonized
with CP-CRE, the major limitation identified to date for
these PCR-based methods is low positive predictive val-
ues for some targets. Lowman and colleagues found a

positive predictive value of only 46.6% for the detection
of CP Gram negative bacteria in a study of 251 patients
with rectal swabs performed using a laboratory-devel-
oped PCR.27 Similarly, Lau and colleagues found a posi-
tive predictive value of only 21% in their study of the
Check-Direct CPE for detection of CP-CRE among 258
patients evaluated at their institution.28 In this latter
study, 24/34 false positive results were due to detection
of blaVIM/NDM, low-prevalence targets in most regions
of the US, including Maryland, where the study was
conducted. Indeed, the pre-test probability of a positive
result for any carbapenemase is poor for most patient
populations in the US, as the incidence of CP-CRE car-
riage remains low (<1 % in most cases). However, pre-
selecting patients to be screened (e.g. those with history
of treatment in long term care facilities or hospitaliza-
tion overseas or those suspected to be part of an out-
break), may improve the performance of these tests.

Rapid non-nucleic acid based tests

To date, all non-nucleic acid based tests for the detection
of CRE are performed on bacteria grown in pure culture
(Table 3). The exception to this is the Accelerate Diag-
nostics method, which evaluates the response of bacteria
in positive blood culture broth to carbapenem antibiot-
ics, by automated microscopy. This method requires
»5 hours to perform, and in one study correctly classi-
fied 22/23 ertapenem-resistant K. pneumoniae and 24/24
ertapenem-susceptible K. pneumoniae isolates. Addition
of 3-nitrophenylboronic acid, an inhibitor of the KPC
enzyme, to the assay allowed correct classification of
KPC among these isolates.29 This test is not yet commer-
cially available for patient testing, although clinical trials
are under way.

The Carba NP is among the most widely used rapid,
phenotypic carbapenemase detection tests performed by
clinical and research laboratories. The method was devel-
oped by Patrice Nordman and Laurent Poirell in 2012,30

to be performed from bacterial colonies. The method is
based on the pH shift, detected by a phenol red indicator,
that occurs concomitant with imipenem hydrolysis. The
CarbaNP yields results within 2 hours, although some
isolates yield a positive result much more quickly. The
method performs very well with KPC and MBL pro-
ducers.30-33 However, the test has been demonstrated to
have lower sensitivity for isolates that express b-lacta-
mases with low imipenem hydrolysis activity, such as the
OXA-48-like enzymes. One study that evaluated 13 class
D oxacillinase producing Enterobacteriaceae found 4
false-negative results and 4 equivocal results, yielding an
overall sensitivity of only 38.5% for this enzyme class.33

Commercial versions of the Carba NP include the
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RAPIDEC� CARBA NP (bioMerieux, Marcy L’Etoile)
and the Rapid CARB Screen� (Rosco Diagnostica). Per-
formance of these commercial systems appears to be on
par with the manual method.32,34,35

Recently, Bogaerts and colleagues described the
Bogaerts-Yunus-Glupcynski (BYG) Carba test, which is
based on the same principles as the Carba NP, but uses
an electrochemical method to detect imipenem hydroly-
sis. The BYG detects variations of conductivity in a poly-
aniline coated electrode that are imparted by the pH
shift and redox activity that occurs during imipenem
hydrolysis. The BYG method takes 5–15 minutes to per-
form. Preliminary data evaluating 324 isolates (178 CPs)
suggest good sensitivity (97.2% compared to PCR) and
specificity (100%). However, like the Carba NP, the BYG
Carba test may yield false negative results for OXA-48-
like carbapenemase producing isolates. 8/117 (6.8%)
OXA-48-like carbapenemase producers were negative by
this test, as was 1/13 VIM-2 isolates (7.7%) evaluated.36

Several groups have adapted matrix-assisted laser
desorption ionization time-of-flight mass spectrometry
(MALDI TOF MS), a tool used by many clinical labora-
tories for the identification of bacteria and fungi, to the
detection of carbapenemase activity. These methods
rely on incubation of the organism in question with a
carbapenem, typically for 2–4 hours, and the mass-
based detection of the carbapenem and its degradation
productions. This is possible because hydrolysis of
carbapenem b-lactam rings results in a measurable
mass increase that can be differentiated from the native
carbapenem mass on the MALDI TOF MS. Interest-
ingly, longer incubation times are associated with
false-negative results, possibly because the degradation
products are further decomposed to a lighter mass that
is not visible in the queried spectra of the assay.37

Conversely, if the carbapenemase has only weak carba-
penem hydrolytic activity, as is seen with the OXA-48-
like enzymes, extensive incubation may be required
(i.e. > 24 hours) before an appreciable change in the
carbapenem spectrum is observed.38,39 Additionally,
some investigators have explored the use of quantitative
MALDI-TOF to predict carbapenem susceptibility, by
comparing peptide mass (a correlate of microbial
growth), in the presence or absence of meropenem.40 It
is possible that further refinement of the method will
yield improved results with universal testing conditions,
but until that time, the MALDI-TOF MS is not a viable
option for carbapenemase detection from isolates in the
clinical laboratory.

While no phenotypic, direct-from-specimen meth-
ods are commercially available at present, several are
under development, as described elsewhere.41,42 Accel-
erate Diagnostics, Inc. is the only of these in clinical

trials for direct, phenotypic susceptibility testing of
bacteria in positive blood culture broths. The Acceler-
ate method utilizes digital microscopy of immobilized
live bacteria present in blood cultures to both identify
(via fluorescent in-situ hybridization probes) and per-
form susceptibility (via observation of bacteria growth
or inhibition in the presence of antimicrobials). Such
technology would allow rapid detect of both CP and
non-CP CRE within 6 hours of a blood culture flag-
ging positive.

Treatment implications of rapid detection of CRE

Many observational studies report dismal outcomes
among patients with CRE bloodstream infection, with
mortality estimates ranging from 40% to nearly 70%
among immunocompromised hosts.43-45 These poor out-
comes are due, in part, to patient comorbidities and
severity of illness, as CRE disproportionally affect vulner-
able patients (e.g.,, immunocompromised, critically ill
and those with chronic medical issues) with substantial
healthcare exposure.46 Poor outcomes are also due to
treatment with ineffective, empiric antibiotics before car-
bapenem resistance is identified by the laboratory.47,48 In
one study of neutropenic patients with CRE bloodstream
infections, nearly 90% of patients were started on ineffec-
tive therapy at presentation and a median of 55 hours
elapsed between time of culture collection and adminis-
tration of effective antibiotic therapy.45 Because mortality
from sepsis increases 7.6% for every hour’s delay in effec-
tive antibiotic administration,49 diagnostics that speed up
detection and appropriate treatment of CRE by even a
few hours should improve outcomes of patients with
invasive CRE infections. Earlier identification of patients
with CRE infection should also lead to earlier consulta-
tion with Infectious Diseases (ID) specialists. ID consul-
tation has been associated with favorable outcomes for
patients with S. aureus bloodstream infections 50,51 and
should similarly benefit patients with invasive CRE
infections.

While the optimal therapy to treat invasive CRE infec-
tions has not been established, observational studies,
mostly including patients with KPC-producing strains,
suggest that mortality is lower when combination antibi-
otic therapy, rather than monotherapy, is used.48,52-54

This remains controversial as not all studies found a sur-
vival advantage among patients with CRE infections who
received combination therapy vs. monotherapy and
results of ongoing randomized studies are not yet avail-
able.55 There is some evidence that non-colistin based
regimens had worse outcomes than colistin-based regi-
mens.56 Antibiotics that are active against CRE depend
on carbapenemase type, but include polymyxins B and E
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(colistin), tigecycline, fosfomycin, aminoglycosides,
aztreonam, carbapenems (often administered at high
doses using prolonged infusion), and the newly approved
agent ceftazidime/avibactam.57 Many of these drugs used
in combination with each other or with adjunctive agents
like rifampin or minocycline, demonstrate in vitro syn-
ergy against CRE.58-62 Unfortunately, several of these
CRE-active agents have narrow therapeutic windows and
cause adverse effects, and their efficacy is reduced by
emergence of resistance.63,64 Outbreaks of colistin-resis-
tant CRE have been reported in many regions,65-68 likely
due to increasing use of polymyxins for treatment of
CRE. The prevalence of colistin resistance among CRE
varies significantly across centers, but was as high as 22%
in an Italian teaching hospital 65 and is approaching 50%
in a large US tertiary care hospital (R. Humphries,
unpublished). Alarmingly, polymixin resistance, which is
usually due to mutations in several chromosomally-
encoded genes, was recently found to occur through
acquisition of a plasmid-mediated gene, mcr-1.64 As
such, molecular methods to detect carbapenemase genes
cannot yet replace full susceptibility testing for the Enter-
obacteriaceae, as knowledge about susceptibility to a
variety of non-carbapenem agents is needed to inform
therapeutic decisions.

The type of carbapenemase present in CRE should
influence choice of antibiotic therapy because carbape-
nemases vary in their hydrolyzing ability (Table 2). For
example, metallo-b-lactamases like NDM do not hydro-
lyze the monobactam aztreonam, which may thus be
effective against NDM-producing strains that do not
also harbor aztreonam-hydrolyzing ESBLs. The combi-
nation of aztreonam-avibactam, currently in develop-
ment, is anticipated to have good activity against strains
that harbor both NDM and other b-lactamases, as avi-
bactam inhibits the activity of ESBL and AmpC
enzymes.69 In contrast, OXA-48 carbapenemases are
relatively inactive against cephalosporins and carbape-
nems; thus, carbapenems may be effective against
OXA-48-producing strains that do not contain other
b-lactamases. It has been suggested that carbapenems
should be included in treatment regimens for OXA-48
containing strains that have low meropenem or imipe-
nem MICs.70,71 KPC and some OXA-48 carbapene-
mases are inhibited by ceftazidime-avibactam, which
may be a therapeutic option for strains expressing these
enzymes. However, this drug does not have activity
against the class B metallo-b-lactamases (such as
NDM),72 and resistance in at least one KPC-producing
K. pneumoniae has been described.73 A few publications
propose potential algorithms for treatment of CRE
infection based on molecular detection of specific carba-
penemases 74 and carbapenem MIC.75,76

Infection control implications of rapid detection of
CP-CRE

Timely identification of individuals who are infected or
colonized with CP-CRE would enable prompt imple-
mentation of infection control interventions, including
patient cohorting and isolation, precautions during inva-
sive procedures and patient transport, and appropriate
environmental disinfection. This, in turn, is likely to
reduce transmission of CP-CRE within healthcare set-
tings. Screening for CP-CRE colonization is a key com-
ponent of CRE control as the number of individuals with
intestinal CP-CRE colonization far outnumbers the few
who develop CRE infection and are detected through
clinical cultures. Knowledge of CRE colonization status
could also lead to earlier effective empiric therapy for
patients who are known to be CRE-colonized and may
subsequently develop an infection.

The value of active surveillance for CRE colonization
using point-of-care detection methods with rapid turn-
around-time is illustrated by the Israeli response to a
national CP-CRE outbreak due to dissemination of
KPC-producing K. pneumoniae ST258.77 In 2007, the

Table 2. Carbapenemase types, hydrolyzing activity, and cur-
rently available active antimicrobial agents.

Carbapenemase Hydrolyzing Activity Active antibioticsa

KPC Penicillins, narrow spectrum
cephalosporins, extended
spectrum cephalosporins,
aztreonam, carbapenems

colistin/polymyxin B
tigecyclineb

aminoglycosidesc

fosfomycinc

rifampinc

carbapenemsd

ceftazidime/
avibactam

Metallo-b
lactamases
NDM, IMP,
VIM

Penicillins, narrow spectrum
cephalosporins, extended
spectrum cephalosporins,
aztreonam, carbapenems

colistin/polymyxin B
tigecyclineb

aminoglycosidesc

fosfomycinc

rifampinc

carbapenemsd

aztreoname

OXA-48,
OXA-23

Penicillins, narrow spectrum
cephalosporins,
Weak activity against
extended spectrum
cephalosporins and
carbapenems

colistin/polymyxin B
tigecyclineb

aminoglycosidesc

fosfomycinc

rifampinc

carbapenemsd

aztreoname

3rd generation
cephalosporinse

ceftazidime/avibactam

Adapted from.74,75,76
aChoice of therapy depends on in vitro susceptibility and site of infection.
Combination therapy with multiple agents is recommended for critically ill
patients.
bConsider high dose
cAdjunctive agents used in combination with other agents
dGenerally given at high dose via prolonged or continuous infusion. Dual car-
bapenem-therapy can be considered for pan- resistant infections

eIsolates harboring other types of carbapenemases, ESBLs, or AmpC b-lacta-
mases may not be susceptible
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Israeli Ministry of Health instituted intensified infection
control efforts in all acute care hospitals, including active
surveillance for CP-CRE carrier status, and rapid cohort-
ing of CP-CRE infected or colonized individuals in acute
care facilities. Individuals at high risk for CP-CRE car-
riage (contacts of known CP-CRE carriers, patients on
wards with high CP-CRE prevalence, transfers from
other medical facilities) were screened for CP-CRE intes-
tinal colonization using rectal swabs. CP-CRE coloniza-
tion status was reported within 24 hours in order to
enable prompt patient isolation and cohorting, if needed.
Following implementation of these interventions, new
CP-CRE carrier prevalence and the incidence of CP-CRE
bacteremia decreased substantially.77 Similarly, in the
Chicago area, regional spread of a KPC-producing K.
pneumoniae strain led to an outbreak that affected 40
patients and 26 healthcare facilities. This outbreak was
ultimately controlled after implementation of a bundled
intervention, including active surveillance of KPC, in
several area hospitals and LTCFs.78 Transmission of
KPC-producing K. pneumoniae was also reduced in a
New York City hospital through enhanced infection con-
trol including screening rectal surveillance cultures.79

During a deadly outbreak of KPC K. pneumoniae at the
National Institutes of Health Clinical Center in which 11
of 18 infected patients died, rectal surveillance cultures
of all hospitalized patients and patient and staff cohort-
ing were essential to halt the outbreak.80,81 In this out-
break, the index patient had been discharged from the
hospital 3 weeks prior to detection of the next CRE case,
emphasizing the importance of rapid detection of
asymptomatic CRE carriers who can propagate
transmission.81

Additionally, it is important that surveillance methods
be able to distinguish CP-CRE from strains with other
mechanisms of carbapenem resistance because more
aggressive infection control interventions are recom-
mended for patients colonized with CP-CRE.72 In con-
trol of the Israeli outbreak, those with CP-CRE were
isolated and cohorted together while those with non-CP-
producing CRE were placed in contact isolation, but

were not cohorted. The US. CDC recognizes that facili-
ties will vary in their CRE screening processes based on
their regional CRE epidemiology, but has issued guid-
ance that CRE screening be considered for patients who
have had overnights stays in US facilities with high CRE
prevalence, or in overseas healthcare facilities in the prior
6–12 months.72 Despite this guidance, there remains
great variability in CRE screening processes among US
institutions. A survey of infectious disease providers and
members of the Emerging Infections Network in 2014
found that only 18% of represented institutions per-
formed active surveillance for CRE 82 Whether or not
CRE screening is cost effective in settings with low CRE
prevalence is unclear. In one US institution in a low CRE
prevalence area, no CRE-colonized patients were identi-
fied after screening nearly 100 international, hospitalized
patients using costly PCR- based methods.83

Implementation and reporting of rapid diagnostics
for CRE

To optimize the clinical impact of rapid testing for
CRE, there must be coordination between the clinical
microbiology laboratory and antimicrobial stewardship
and infection control programs for a number of rea-
sons. First, selection of the appropriate platform for
CRE detection should be based on local epidemiology
and circulating carbapenemase types and should pro-
vide information that is likely to impact local clinical
practice. Use of a platform that detects only blaKPC in
an institution where this carbapenemase is rarely found
will not be useful. In a randomized single center clinical
trial performed in a hospital with low CRE prevalence,
use of the BioFire Blood Culture ID panel, which
detects KPC as the sole Gram negative drug resistance
marker, did not identify KPC in over 400 patients
tested, and thus did not impact clinical management of
Gram negative bacteremia.84 Second, results of rapid
testing must be communicated quickly to providers to
enable timely clinical decision making. Third, the com-
plexity of molecular testing for carbapenemases requires

Table 3. Non-nucleic acid-based tests for detection of carbapenem resistance.

Test
(Manufacturer) Method

Specimen
Type

Regulatory
Status References

Accelerate Automated microscopy Bacteria from positive blood
culture broth

In development 29

Carba NP Color indicator of imipenem hydrolysis Bacteria from pure culture Commercial versions
have obtained CE-IVD

30-35

BYG Carba Electrochemical indicator of imipenem
hydrolysis

Bacteria from pure culture Research use only 36

MALDI-TOF Mass-based detection of carbapenem
degradation products

Bacteria from pure culture Research use only 37-40

Note. US. FDA, United States Food and Drug Administration; CE-IVD, Conformite Europeene In Vitro Diagnostic.
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interpretation by microbiologists, ID clinicians and/or
antimicrobial stewardship teams because most clinicians
will not understand the clinical significance of detecting
specific resistance genes or discordance between pheno-
typic and genotypic resistance testing. Lastly, hospital
epidemiologists and infection control staff must be
promptly notified of patients infected or colonized with
CRE so that appropriate infection control interventions
can be implemented.

Rapid testing for CRE highlights the importance of
clinical microbiology informatics, or the ability to inte-
grate result reporting, communication to clinicians, and
clinical decision support systems (CDSSs) in order to
optimize patient outcomes.85 CDSSs can take many forms,
including comprehensive computerized disease manage-
ment systems that can integrate clinical data, medication
orders, and laboratory and microbiology results to suggest
anti-infective therapy and alert clinicians about potential
suboptimal management of infections.86-89 Several studies
of rapid blood culture diagnostics report favorable out-
comes when rapid test results are reported together with
CDSSs that provide actionable guidance for clinicians
through antimicrobial stewardship team oversight 90-97 or
even templated comments contained within the result
report.84 Increasingly, electronic health records platforms
such as Epic and Cerner are incorporating CDSSs to
enhance antimicrobial stewardship.98 Implementation of
rapid CRE diagnostics should be done together with
CDSSs in order to improve outcomes for patients with
invasive CRE infections, for whom there are often sub-
stantial delays in initiating effective antibiotics, with dire
consequences.

Conclusions

Rapid diagnostics have the potential to improve surveil-
lance, diagnosis, and treatment of CRE, an escalating
public health threat, with limited treatment options and
high mortality. A number of nucleic acid- and non-
nucleic-acid-based methods for rapid detection of CRE
are currently available or in development. While no
molecular platform can contain all possible genes or
resistance mechanisms conferring carbapenem resis-
tance, one can imagine that future testing might incorpo-
rate rapid methods for both molecular detection of
common carbapenemases and non-nucleic acid based
determination of an isolate’s overall antimicrobial sus-
ceptibility, enabling CRE to be identified promptly and
effective antibiotic therapy and infection control precau-
tions to be initiated within hours, rather than days, of a
positive culture result. This, in turn would result in better
outcomes, less transmission of CRE, less emergence of
resistance, and lower healthcare costs. Molecular

characterization of carbapenemase genes also offers the
opportunity to target antibiotic therapy against specific
resistance mechanisms, especially as new b-lactam/b-lac-
tamase inhibitor combinations are developed, although
further research is required to demonstrate this. To opti-
mally impact patient outcomes, rapid testing for CRE
should be implemented together with antimicrobial
stewardship interventions or other forms of clinical deci-
sion support. The clinical and economic impact of rapid
diagnostics for CRE identification will likely depend on
local CRE prevalence and are areas for future research.

Disclosure of potential conflicts of interest

No potential conflicts of interest were disclosed.

References

[1] Rhomberg PR, Jones RN. Summary trends for the
Meropenem Yearly Susceptibility Test Information
Collection Program: a 10-year experience in the
United States (1999–2008). Diagn Microbiol Infect
Dis 2009; 65:414-26; PMID:19833471; https://doi.org/
10.1016/j.diagmicrobio.2009.08.020

[2] Hidron AI, Edwards JR, Patel J, Horan TC, Sievert DM,
Pollock DA, Fridkin SK. National Healthcare Safety Net-
work T, Participating National Healthcare Safety Net-
work F. NHSN annual update: antimicrobial-resistant
pathogens associated with healthcare-associated infec-
tions: annual summary of data reported to the National
Healthcare Safety Network at the Centers for Disease
Control and Prevention, 2006–2007. Infect Control Hosp
Epidemiol 2008; 29:996-1011; PMID:18947320; https://
doi.org/10.1086/591861

[3] Sievert DM, Ricks P, Edwards JR, Schneider A, Patel J,
Srinivasan A, Kallen A, Limbago B, Fridkin S. National
Healthcare Safety Network T. Antimicrobial-resistant
pathogens associated with healthcare-associated infec-
tions: summary of data reported to the National Health-
care Safety Network at the Centers for Disease Control
and Prevention, 2009–2010. Infect Control Hosp Epide-
miol 2013; 34:1-14; PMID:23221186; https://doi.org/
10.1086/668770

[4] Centers for Disease Control and Prevention (CDC).
Antibiotic resistance threats in the United States. 2013.
2013: Accessed January 2:2016

[5] World Health Organization (WHO). Antimicrobial
Resistance Global Report on Surveillance. http://apps
whoint/iris/bitstream/10665/112642/1/9789241564748_
engpdf?uaD1 2014

[6] Nordmann P, Mammeri H. Extended-spectrum cephalo-
sporinases: structure, detection and epidemiology. Future
Microbiol 2007; 2:297-307; PMID:17661704; https://doi.
org/10.2217/17460913.2.3.297

[7] Kitchel B, Rasheed JK, Patel JB, Srinivasan A, Navon-
Venezia S, Carmeli Y, Brolund A, Giske CG. Molecular
epidemiology of KPC-producing Klebsiella pneumoniae
isolates in the United States: clonal expansion of multilo-
cus sequence type 258. Antimicrob Agents Chemother

434 R. BANERJEE AND R. HUMPHRIES

https://doi.org/19833471
https://doi.org/10.1016/j.diagmicrobio.2009.08.020
https://doi.org/18947320
https://doi.org/10.1086/591861
https://doi.org/23221186
https://doi.org/10.1086/668770
http://appswhoint/iris/bitstream/10665/112642/1/9789241564748_engpdf?ua=1
http://appswhoint/iris/bitstream/10665/112642/1/9789241564748_engpdf?ua=1
http://appswhoint/iris/bitstream/10665/112642/1/9789241564748_engpdf?ua=1
http://appswhoint/iris/bitstream/10665/112642/1/9789241564748_engpdf?ua=1
https://doi.org/17661704
https://doi.org/10.2217/17460913.2.3.297


2009; 53:3365-70; PMID:19506063; https://doi.org/
10.1128/AAC.00126-09

[8] Munoz-Price LS, Poirel L, Bonomo RA, Schwaber MJ,
Daikos GL, Cormican M, Cornaglia G, Garau J, Gniad-
kowski M, Hayden MK, et al. Clinical epidemiology of
the global expansion of Klebsiella pneumoniae carbape-
nemases. Lancet Infect Dis 2013; 13:785-96;
PMID:23969216; https://doi.org/10.1016/S1473-3099(13)
70190-7

[9] Albiger B, Glasner C, Struelens MJ, Grundmann H, Mon-
net DL. European Survey of Carbapenemase-Producing
Enterobacteriaceae working g. Carbapenemase-produc-
ing Enterobacteriaceae in Europe: assessment by national
experts from 38 countries May 2015. Euro Surveill
2015:20; PMID:26675038; https://doi.org/10.2807/1560-
7917.ES.2015.20.45.30062

[10] Temkin E, Adler A, Lerner A, Carmeli Y. Carbapenem-
resistant Enterobacteriaceae: biology, epidemiology, and
management. Ann N Y Acad Sci 2014; 1323:22-42;
PMID:25195939; https://doi.org/10.1111/nyas.12537

[11] Lin MY, Lyles-Banks RD, Lolans K, Hines DW, Spear JB,
Petrak R, Trick WE, Weinstein RA, Hayden MK, Centers
for Disease C. The importance of long-term acute care
hospitals in the regional epidemiology of Klebsiella pneu-
moniae carbapenemase-producing Enterobacteriaceae.
Clin Infect Dis 2013; 57:1246-52; PMID:23946222;
https://doi.org/10.1093/cid/cit500

[12] Leclercq R, Canton R, Brown DF, Giske CG, Heisig P,
MacGowan AP, Mouton JW, Nordmann P, Rodloff AC,
Rossolini GM, et al. EUCAST expert rules in antimicro-
bial susceptibility testing. Clin Microbiol Infect 2013;
19:141-60; PMID:22117544; https://doi.org/10.1111/
j.1469-0691.2011.03703.x

[13] Clinical Laboratory Sciences Institute (CLSI). Perfor-
mance Standards for Antimicrobial Susceptibilty Testing.
26th ed. CLSI Supplement M100S. Wayne, PA: Clinical
and Laboratory Standards Institute 2016

[14] Kaase M, Szabados F, Wassill L, Gatermann SG. Detec-
tion of carbapenemases in Enterobacteriaceae by a com-
mercial multiplex PCR. J Clin Microbiol 2012; 50:3115-8;
PMID:22785190; https://doi.org/10.1128/JCM.00991-12

[15] Hemarajata P, Yang S, Hindler JA, Humphries RM.
Development of a Novel Real-Time PCR assay with
high-resolution melt analysis to detect and differentiate
OXA-48-like b-lactamases in carbapenem-resistant
enterobacteriaceae. Antimicrob Agents Chemother 2015;
59:5574-80; PMID:26124164; https://doi.org/10.1128/
AAC.00425-15

[16] Evans SR, Hujer AM, Jiang H, Hujer KM, Hall T, Marzan
C, Jacobs MR, Sampath R, Ecker DJ, Manca C, et al.
Rapid molecular diagnostics, antibiotic treatment deci-
sions, and developing approaches to inform empiric ther-
apy: PRIMERS I and II. Clin Infect Dis 2016; 62:181-9;
PMID:26409063; https://doi.org/10.1093/cid/civ837

[17] Kitchel B, Rasheed JK, Endimiani A, Hujer AM, Ander-
son KF, Bonomo RA, Patel JB. Genetic factors associated
with elevated carbapenem resistance in KPC-producing
Klebsiella pneumoniae. Antimicrob Agents Chemother
2010; 54:4201-7; PMID:20660684; https://doi.org/
10.1128/AAC.00008-10

[18] Kahlmeter G. Breakpoints for intravenously used cepha-
losporins in Enterobacteriaceae–EUCAST and CLSI

breakpoints. Clin Microbiol Infect 2008; 14 Suppl 1:169-
74; PMID:18154542; https://doi.org/10.1111/j.1469-
0691.2007.01856.x

[19] Rodel J, Karrasch M, Edel B, Stoll S, Bohnert J, Loffler B,
Saupe A, Pfister W. Antibiotic treatment algorithm devel-
opment based on a microarray nucleic acid assay for
rapid bacterial identification and resistance determina-
tion from positive blood cultures. Diagn Microbiol Infect
Dis 2015; 84(3):252-7; PMID:26712265; https://doi.org/
10.1016/j.diagmicrobio.2015.10.021

[20] Salimnia H, Fairfax MR, Lephart PR, Schreckenberger P,
DesJarlais SM, Johnson JK, Robinson G, Carroll KC,
Greer A, Morgan M, et al. Evaluation of the film array(R)
Blood Culture Identification Panel: Results of a Multi-
Center Controlled Trial. J Clin Microbiol 2016; 687-698;
PMID:26739158

[21] Mico M, Navarro F, de Miniac D, Gonzalez Y, Brell A,
Lopez C, Sanchez-Reus F, Mirelis B, Coll P. Efficacy of
the FilmArray blood culture identification panel for
direct molecular diagnosis of infectious diseases from
samples other than blood. J Med Microbiol 2015;
64:1481-8; PMID:26432445; https://doi.org/10.1099/
jmm.0.000180

[22] Lyman M, Walters M, Lonsway D, Rasheed K, Limbago
B, Kallen A. Notes from the Field: Carbapenem-resistant
enterobacteriaceae producing OXA-48-like Carbapene-
mases - United States, 2010–2015. MMWR Morb Mortal
Wkly Rep 2015; 64:1315-6; PMID:26633574; https://doi.
org/10.15585/mmwr.mm6447a3

[23] Ledeboer NA, Lopansri BK, Dhiman N, Cavagnolo
R, Carroll KC, Granato P, Thomson R, Jr, Butler-
Wu SM, Berger H, Samuel L, et al. Identification of
gram-negative bacteria and genetic resistance deter-
minants from positive blood culture broths by use of
the verigene gram-negative blood culture multiplex
microarray-based molecular assay. J Clin Microbiol
2015; 53:2460-72; PMID:25994165; https://doi.org/
10.1128/JCM.00581-15

[24] Uno N, Suzuki H, Yamakawa H, Yamada M, Yaguchi
Y, Notake S, Tamai K, Yanagisawa H, Misawa S,
Yanagihara K. Multicenter evaluation of the Verigene
Gram-negative blood culture nucleic acid test for
rapid detection of bacteria and resistance determi-
nants in positive blood cultures. Diagn Microbiol
Infect Dis 2015; 83:344-8; PMID:26361710; https://
doi.org/10.1016/j.diagmicrobio.2015.08.004

[25] Kunze N, Moerer O, Steinmetz N, Schulze MH,
Quintel M, Perl T. Point-of-care multiplex PCR
promises short turnaround times for microbial test-
ing in hospital-acquired pneumonia–an observational
pilot study in critical ill patients. Ann Clin Microbiol
Antimicrob 2015; 14:33; PMID:26071191; https://doi.
org/10.1186/s12941-015-0091-3

[26] Tato M, Ruiz-Garbajosa P, Traczewski M, Dodgson A,
McEwan A, Humphries R, Hindler J, Veltman J, Wang
G, Canton R. Multisite evaluation of Cepheid Xpert
Carba-R Assay for the detection of carbapenemase-pro-
ducing organisms in rectal swabs. J Clin Microbiol 2016;
in press; PMID:27122379

[27] Lowman W, Marais M, Ahmed K, Marcus L. Routine
active surveillance for carbapenemase-producing Entero-
bacteriaceae from rectal swabs: diagnostic implications of

VIRULENCE 435

https://doi.org/19506063
https://doi.org/10.1128/AAC.00126-09
https://doi.org/10.1016/S1473-3099(13)70190-7
https://doi.org/10.1016/S1473-3099(13)70190-7
https://doi.org/10.2807/1560-7917.ES.2015.20.45.30062
https://doi.org/10.2807/1560-7917.ES.2015.20.45.30062
https://doi.org/10.1111/nyas.12537
https://doi.org/23946222
https://doi.org/10.1093/cid/cit500
https://doi.org/10.1111/j.1469-0691.2011.03703.x
https://doi.org/10.1111/j.1469-0691.2011.03703.x
https://doi.org/10.1128/JCM.00991-12
https://doi.org/10.1128/AAC.00425-15
https://doi.org/10.1128/AAC.00425-15
https://doi.org/10.1093/cid/civ837
https://doi.org/20660684
https://doi.org/10.1128/AAC.00008-10
https://doi.org/10.1111/j.1469-0691.2007.01856.x
https://doi.org/10.1111/j.1469-0691.2007.01856.x
https://doi.org/26712265
https://doi.org/10.1016/j.diagmicrobio.2015.10.021
https://doi.org/26739158
https://doi.org/10.1099/jmm.0.000180
https://doi.org/10.1099/jmm.0.000180
https://doi.org/26633574
https://doi.org/10.15585/mmwr.mm6447a3
https://doi.org/25994165
https://doi.org/10.1128/JCM.00581-15
https://doi.org/26361710
https://doi.org/10.1016/j.diagmicrobio.2015.08.004
https://doi.org/26071191
https://doi.org/10.1186/s12941-015-0091-3
https://doi.org/27122379


multiplex polymerase chain reaction. J Hosp Infect 2014;
88:66-71; PMID:25082751; https://doi.org/10.1016/j.
jhin.2014.06.009

[28] Lau AF, Fahle GA, Kemp MA, Jassem AN, Dekker JP,
Frank KM. Clinical Performance of Check-Direct CPE, a
Multiplex PCR for Direct Detection of blaKPC, blaNDM/

VIM, and blaOXA48 from Perirectal Swabs. J Clin Microbiol
2015; 53(12):3729-37; PMID:26338860

[29] Burnham CA, Frobel RA, Herrera ML, Wickes BL. Rapid
ertapenem susceptibility testing and Klebsiella pneumo-
niae carbapenemase phenotype detection in Klebsiella
pneumoniae isolates by use of automated microscopy of
immobilized live bacterial cells. J Clin Microbiol 2014;
52:982-6; PMID:24391202; https://doi.org/10.1128/
JCM.03255-13

[30] Nordmann P, Poirel L, Dortet L. Rapid detection of car-
bapenemase-producing Enterobacteriaceae. Emerg Infect
Dis 2012; 18:1503-7; PMID:22932472; https://doi.org/
10.3201/eid1809.120355

[31] Yusuf E, Van Der Meeren S, Schallier A, Pierard D. Com-
parison of the Carba NP test with the Rapid CARB
Screen Kit for the detection of carbapenemase-producing
Enterobacteriaceae and Pseudomonas aeruginosa. Eur J
Clin Microbiol Infect Dis 2014; 33:2237-40; PMID:
25008570; https://doi.org/10.1007/s10096-014-2199-3

[32] Dortet L, Agathine A, Naas T, Cuzon G, Poirel L, Nord-
mann P. Evaluation of the RAPIDEC(R) CARBA NP, the
Rapid CARB Screen(R) and the Carba NP test for bio-
chemical detection of carbapenemase-producing Entero-
bacteriaceae. J Antimicrob Chemother 2015; 70:3014-22;
PMID:26260131; https://doi.org/10.1093/jac/dkv213

[33] Osterblad M, Hakanen AJ, Jalava J. Evaluation of the
Carba NP test for carbapenemase detection. Antimicrob
Agents Chemother 2014; 58:7553-6; PMID:25246404;
https://doi.org/10.1128/AAC.02761-13

[34] Hombach M, von Gunten B, Castelberg C, Bloemberg
GV. Evaluation of the Rapidec Carba NP Test for detec-
tion of carbapenemases in enterobacteriaceae. J Clin
Microbiol 2015; 53:3828-33; PMID:26424840

[35] Pantel A, Souzy D, Sotto A, Lavigne JP. Evaluation of two
phenotypic screening tests for carbapenemase-producing
enterobacteriaceae. J Clin Microbiol 2015; 53:3359-62;
PMID:26224841; https://doi.org/10.1128/JCM.01211-15

[36] Bogaerts P, Yunus S, Massart M, Huang TD, Glupczynski
Y. Evaluation of the BYG carba test, a new electrochemi-
cal assay for rapid laboratory detection of carbapene-
mase-producing enterobacteriaceae. J Clin Microbiol
2016; 54:349-58; PMID:26637378; https://doi.org/
10.1128/JCM.02404-15

[37] Hrabak J, Walkova R, Studentova V, Chudackova E, Ber-
gerova T. Carbapenemase activity detection by matrix-
assisted laser desorption ionization-time of flight mass
spectrometry. J Clin Microbiol 2011; 49:3222-7;
PMID:21775535; https://doi.org/10.1128/JCM.00984-11

[38] Mirande C, Canard I, Buffet Croix Blanche S, Charrier
JP, van Belkum A, Welker M, Chatellier S. Rapid detec-
tion of carbapenemase activity: benefits and weaknesses
of MALDI-TOF MS. Eur J Clin Microbiol Infect Dis
2015; 34:2225-34; PMID:26337432; https://doi.org/
10.1007/s10096-015-2473-z

[39] Johansson A, Ekelof J, Giske CG, Sundqvist M. The
detection and verification of carbapenemases using

ertapenem and matrix assisted laser desorption ioniza-
tion-time of flight. BMC Microbiol 2014; 14:89; PMID:
24720586; https://doi.org/10.1186/1471-2180-14-89

[40] Lange C, Schubert S, Jung J, Kostrzewa M, Sparbier K.
Quantitative matrix-assisted laser desorption ionization-
time of flight mass spectrometry for rapid resistance
detection. J Clin Microbiol 2014; 52:4155-62;
PMID:25232164; https://doi.org/10.1128/JCM.01872-14

[41] van Belkum A, Dunne WM. Next-generation antimi-
crobial susceptibility testing. J Clin Microbiol 2013;
51:2018-24; PMID:23486706; https://doi.org/10.1128/
JCM.00313-13

[42] Pulido MR, Garcia-Quintanilla M, Martin-Pena R, Cis-
neros JM, McConnell MJ. Progress on the development
of rapid methods for antimicrobial susceptibility testing.
J Antimicrob Chemother 2013; 68:2710-7; PMID:
23818283; https://doi.org/10.1093/jac/dkt253

[43] Ben-David D, Maor Y, Keller N, Regev-Yochay G, Tal I,
Shachar D, Zlotkin A, Smollan G, Rahav G. Potential role
of active surveillance in the control of a hospital-wide
outbreak of carbapenem-resistant Klebsiella pneumoniae
infection. Infect Cont Hosp Epid 2010; 31:620-6; https://
doi.org/10.1086/652528

[44] Patel G, Huprikar S, Factor S, Jenkins S, Calfee D. Out-
comes of carbapenem-resistant Klebsiella pneumoniae
infection and the impact of antimicrobial and adjunctive
therapies. Infect Cont Hosp Epid 2008; 29:1099-106;
https://doi.org/10.1086/592412

[45] Satlin M, Calfee D, Chen L, Fauntleroy K, Wilson S, Jen-
kins S, Feldman E, Roboz G, Shore T, Helfgott D, et al.
Emergence of carbapenem-resistant Enterobacteriaceae
as causes of bloodstream infections in patients with
hematologic malignancies. Leuk Lymphoma 2013;
54:799-806; PMID:22916826; https://doi.org/10.3109/
10428194.2012.723210

[46] Guh A, Bulens S, Mu Y, Jacob J, Reno J, Scott J, Wil-
son L, Vaeth E, Lynfield R, Shaw K, et al. Epidemiol-
ogy of carbapenem-resistant enterobacteriaceae in 7
US Communities, 2012–2013. JAMA 2015; 314:1479-
87; PMID:26436831; https://doi.org/10.1001/jama.
2015.12480

[47] Viale P, Giannella M, Lewis R, Trecarichi E, Petrosillo N,
Tumbarello M. Predictors of mortality in multidrug-resis-
tant Klebsiella pneumoniae bloodstream infections. Expert
Rev Anti Infect Ther 2013; 11:1053-63; PMID:24073806;
https://doi.org/10.1586/14787210.2013.836057

[48] Zarkotou O, Pournaras S, Tselioti P, Dragoumanos V,
Pitiriga V, Ranellou K, Prekates A, Themeli-Digalaki K,
Tsakris A. Predictors of mortality in patients with blood-
stream infections caused by KPC-producing Klebsiella
pneumoniae and impact of appropriate antimicrobial
treatment. Clin Microbiol Infect 2011; 17:1789-803;
https://doi.org/10.1111/j.1469-0691.2011.03514.x

[49] Kumar A, Roberts D, Wood K, Light B, Parrillo J,
Sharma S, Suppes R, Feinstein D, Zanotti S, Taiberg
L, et al. Duration of hypotension before initiation of
effective antimicrobial therapy is the critical determi-
nant of survival in human septic shock. Crit Care
Med 2006; 34:1589-96; PMID:16625125; https://doi.
org/10.1097/01.CCM.0000217961.75225.E9

[50] Fowler VJ, Sanders L, Sexton D, Kong L, Marr K, Gopal A,
Gottlieb G, McClelland R, Corey G. Outcome of

436 R. BANERJEE AND R. HUMPHRIES

https://doi.org/10.1016/j.jhin.2014.06.009
https://doi.org/10.1016/j.jhin.2014.06.009
https://doi.org/26338860
https://doi.org/10.1128/JCM.03255-13
https://doi.org/10.1128/JCM.03255-13
https://doi.org/22932472
https://doi.org/10.3201/eid1809.120355
https://doi.org/10.1007/s10096-014-2199-3
https://doi.org/10.1093/jac/dkv213
https://doi.org/25246404
https://doi.org/10.1128/AAC.02761-13
https://doi.org/26424840
https://doi.org/10.1128/JCM.01211-15
https://doi.org/26637378
https://doi.org/10.1128/JCM.02404-15
https://doi.org/10.1128/JCM.00984-11
https://doi.org/26337432
https://doi.org/10.1007/s10096-015-2473-z
https://doi.org/10.1186/1471-2180-14-89
https://doi.org/10.1128/JCM.01872-14
https://doi.org/10.1128/JCM.00313-13
https://doi.org/10.1128/JCM.00313-13
https://doi.org/10.1093/jac/dkt253
https://doi.org/10.1086/652528
https://doi.org/10.1086/592412
https://doi.org/10.3109/10428194.2012.723210
https://doi.org/10.3109/10428194.2012.723210
https://doi.org/10.1001/jama.2015.12480
https://doi.org/10.1001/jama.2015.12480
https://doi.org/24073806
https://doi.org/10.1586/14787210.2013.836057
https://doi.org/10.1111/j.1469-0691.2011.03514.x
https://doi.org/16625125
https://doi.org/10.1097/01.CCM.0000217961.75225.E9


Staphylococcus aureus bacteremia according to compli-
ance with recommendations of infectious diseases special-
ists: experience with 244 patients. Clin Infect Dis 1998;
27:478-86; PMID:9770144; https://doi.org/10.1086/
514686

[51] Jenkins T, Price C, Sabel A, Mehler P, Burman W. Impact
of routine infectious diseases service consultation on the
evaluation, management, and outcomes of Staphylococ-
cus aureus bacteremia. Clin Infect Dis 2008; 46:1000-8;
PMID:18444816; https://doi.org/10.1086/529190

[52] Qureshi Z, Paterson D, Potoski B, Kilayko M, Sandovsky
G, Sordillo E, Polsky B, Adams-Haduch J, Doi Y. Treat-
ment outcome of bacteremia due to KPC-producing
Klebsiella pneumoniae: superiority of combination anti-
microbial regimens. Antimicrob Agents Chemother
2012; 56:2108-13; PMID:22252816; https://doi.org/
10.1128/AAC.06268-11

[53] Tumbarello M, Viale P, Viscoli C, Trecarichi E,
Tumietto F, Marchese A, Spanu T, Ambretti S, Ginoc-
chio F, Cristini F, et al. Predictors of mortality in
bloodstream infections caused by Klebsiella pneumo-
niae carbapenemase-producing K. pneumoniae:
importance of combination therapy. Clin Infect Dis
2012; 55:943-50; PMID:22752516; https://doi.org/
10.1093/cid/cis588

[54] Daikos GL TS, Tzouvelekis LS, Anyfantis I, Psichogiou
M, Argyropoulou A, Stefanou I, Sypsa V, Miriagou V,
Nepka M, Georgiadou S, Markogiannakis A, Goukos D,
Skoutelis A. Carbapenemase-producing Klebsiella pneu-
moniae bloodstream infections: lowering mortality by
antibiotic combination schemes and the role of carbape-
nems. Antimicrob Agents Chemother 2014; 58:2322-8;
PMID:24514083; https://doi.org/10.1128/AAC.02166-13

[55] Falagas M, Lourida P, Poulikakos P, Rafailidis P, Tansarli
G. Antimicrob Agents Chemother 2014; 58:654-63;
PMID:24080646; https://doi.org/10.1128/AAC.01222-13

[56] Balkan I, Ayg€un G, Aydın S, Mutcalı S, Kara Z, Kuşkucu
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