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Disclosures

A Financial: | have no financial conflicts of interest to disclose.

A Related to discussion of CAP requirements:

I Recent member CAP Microbiology Committee, current member
CAP Checklists Committee

I Member of APHIASM AR Laboratory Workgroup
A By habit(from my time with CDC AR Laboratory Network):

I Opinions expressed are my own and do not necessatrily reflect
those of the U.S. federal government
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Learnimgoobjectives

At the conclusion of this presentation, learners will be able to:

1. Recognize how using obsolete breakpoints for AST adversely impacts
patient care and public health

2. Delineate steps to achieve compliance with CAP requirements to
document breakpoints in use, discontinue using obsolete breakpoints,
and communicate with partners in managing antimicrobial resistance

3. Make more informed choices for effective therapy using AST results

AST = antimicrobial susceptibility testing
CAP = College of American Pathologists
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A Who?
I If you generate or consume laboratory AST results, you must understand how
variable use of breakpoints impacts your professional practice

A Why?

| Efforts to care for patients and address AMR are hindered by variable laboratory
practices related to a regulatory gap for AST

A How?
I There are new breakpointlated requirements for CA&ccredited laboratories
A When? _FEBRUARY 2023,

B

i Now: you must know what breakpoints are applied in your laborat( =~ -
I Beginning Jan 1, 2024, you may no longer use an unrecognized b "~

I You must review annually to remain current
AMR = antimicrobial resistance, bp = breakpoit




Antibiotic ResistancehThreats

in the United<States 2019
2019

A Report updated from first version in 2013 with
revised death and infection estimates
I AR threat overall greater
I deaths decreased

A Bottom line:

| efforts to prevent infections and transmission are
working, more effort is needed

www.cdc.gov/DrugResistance/Biggdsireats.html
https://www.cdc.gov/drugresistance/pdf/threatseport/2019-ar-threatsreport-508.pdf



http://www.cdc.gov/DrugResistance/Biggest-Threats.html
https://www.cdc.gov/drugresistance/pdf/threats-report/2019-ar-threats-report-508.pdf
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The /AR Ahreat imtherUnited-States

A Per year, rore than 2,800,000 AR infections and 35,000 deaths
A Clostridioideslifficile infections (related to antibiotic use) accounts for more

A Ratesvsnumerators?

A Each AR infection can be devastating for individual patient,
and can serve as source for transmission
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Youare the team that defends us




Urgent Threats

| |
| |
|
| ]
El
Serious Threats

Concerning Threats

Carbapenem-resistant Acinetobacter

Candida auris (C. auris)

Clostridioides difficile (C. difficile)
Carbapenem-resistant Enterobacteriaceae (CRE)

Drug-resistant Neisseria gonorrhoeae (N. gonorrhoeae)

Drug-resistant Campylobacter

Drug-resistant Candida

Extended-spectrum beta-lactamase (ESBL)-producing Enterobacteriaceae
Vancomycin-resistant Enterococci (VRE)

Multidrug-resistant Pseudomonas aeruginosa (P. aeruginosa)
Drug-resistant nontyphoidal Salmoneila

Drug-resistant Salmonella serotype Typhi

Drug-resistant Shigella

Methicillin-resistant Staphylococcus aureus (MRSA)

Drug-resistant Streptococcus pneumoniae (S. pneumoniae)

Drug-resistant Tuberculosis (TB)

Erythromycin-resistant group A Streptococcus

Clindamycin-resistant group B Streptococcus

Watch List

Azole-resistant Aspergillus fumigatus (A. fumigatus)
Drug-resistant Mycoplasma genitalium (M. genitalium)

Drug-resistant Bordetella pertussis (B. pertussis)
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Threats classified according to:
A Clinical and economic impact
A Incidence, 16/ear projected incidence
A Transmissibility
A Availability of effective antibiotics
A Barriers to prevention

CDC Antibiotic Resistance Threatsin the United States, 2019. Atlanta, GA:
U.S. Department of Health and Human Services, CDC; 2019.
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International rRerspective:
oD fal2 0 derf of hacdzNIRSYicrc@iF resothn@ 0 S
K YO19HamayMaYiic dnaly@s® & 0 SY I G A O
AAuthors: 6! yGAYAONROGAIf wSarallyOS [ z
I Bill and Melinda Gates FoundatidWellcomeTrust, UK Dept Health and Social Care

A Sources of data:systematic literature reviews, hospital systems,
surveillance systems, other

A Assessmentused predictive statistical modeling to comprehensively
estimate deaths and disabiliydjusted lifeyears for all regions

A Estimates ~ 4 95V deaths associatedwith hacterial AMRhwith

~ 1.2/ cteathsi diectlytatisioutable L ancet. 2022: 399: 62555,



oD fal2 @ derf of hocdzNRSiYicriF
A YO19Haaymap Ytic dnalyase a

A AMRiisaddedidingacatisé ofdeatih around thelworld

I Highest burden in lowesource settings

I In highincome supetregion (including U.S.), roughly half of fatal AMR burden due tc
S. aureusindE. coli

A Global Burden of Diseases 2019 ranking leading causes of deat
i &/ 2dzy 0 SNF I Ol dzhMREiriteytianisASy(&t& chanicyheantz, stroke)
i &/ 2dzy G SNIF I O dz £ ¢c AMBzEEBohd& A2gahedd ofh HIVF Balatia)

Lancet. 2022; 399: 626865.
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Roles;and: Responsibifities

A The clinical laboratory supports patient care & public health
I Organism identifications, susceptibility test results inform patient management
I Results, isolates may also be analyzed in public health laboratories
I Results may trigger action by infection prevention, health departments

A A working knowledge of partner responses is helpful

I Infectious Diseases specialists, Infection Preventionists, Pharmacists,
OLIARSYA2f23Aa0as tl[&ax /5/% 1tl[Z 2I

I This team cannot effectively respond unless the initial clinical laboratory
 OOdzNJ 6Sft & NBO2IAYAI Sa YR NBLIZ2NI & N&X
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Do wehave a problemron thesfront iine?

RM Humphries & JAindler (2016):
i d! YOAYAONROALIE NBaAaldl yoOS Aa RAA&A020S
0§Sa0AYy3 o0& UKS Of AYyAOFft 102N} G2NEBXE
iaLyY GKS oFO1TRNRLI 2F (0KSAS ylFiaAz2ylf S
by the clinical laboratory to generate accurate and actionable antimicrobial
adza OSLIAOATf AG& NBLIRZ NI & d¢
Q: Does your clinical laboratory report AST results correctly?
i52y Q0 GKSé IfftK 2KFdO R2Sa Ad GlF1S G2

*Note: Amid the work of many, | would especially like to acknowledge these
microbiologists for their important contributions on this topic.

*RM Humphries & JNindle®® a9 YSNBAY 3 wSaAadl yOSZT bSg ! yiGAYAON
¢KS / KIfttSy3aS 2F ! YGAYAONROALIET {dzaAOSLIIAOGOAT AR -88S
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ollege of American Pathologists Microbiology Commitiee members
concerned about use of breakpoints in clinical laboratories

A Proficiency testing (PT) results indicated that some laboratories may
be using obsolete breakpoints

I Same organism evaluated in many laboratories, some
Interpret as susceptible and others as resistant

I What is going on and does it impact patient safety?

I Labs commonly use FEzfeared commercial AST devices
X AayQid GKIFIdG Syz2dAaAKK

A We needed to assess the status of participant testing practices



