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Abstract This study evaluates whether estimated multidrug
resistance (MDR) levels are dependent on the design of the
surveillance system when using routine microbiological data.
We used antimicrobial resistance data from the Antibiotic
Resistance and Prescribing in European Children (ARPEC)
project. The MDR status of bloodstream isolates of
Escherichia coli, Klebsiella pneumoniae and Pseudomonas
aeruginosa was defined using European Centre for Disease
Prevention and Control (ECDC)-endorsed standardised algorithms (non-susceptible to at least one agent in three or more
antibiotic classes). Assessment of MDR status was based on
specified combinations of antibiotic classes reportable as part
of routine surveillance activities. The agreement between MDR
status and resistance to specific pathogen–antibiotic class combinations (PACCs) was assessed. Based on all available antibiotic
susceptibility testing, the proportion of MDR isolates was 31%
for E. coli, 30% for K. pneumoniae and 28% for P. aeruginosa
isolates. These proportions fell to 9, 14 and 25%, respectively,
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when based only on classes collected by current ECDC surveillance methods. Resistance percentages for specific PACCs were
lower compared with MDR percentages, except for
P. aeruginosa. Accordingly, MDR detection based on these
had low sensitivity for E. coli (2–41%) and K. pneumoniae
(21–85%). Estimates of MDR percentages for Gram-negative
bacteria are strongly influenced by the antibiotic classes reported.
When a complete set of results requested by the algorithm is not
available, inclusion of classes frequently tested as part of routine
clinical care greatly improves the detection of MDR. Resistance
to individual PACCs should not be considered reflective of MDR
percentages in Enterobacteriaceae.

Introduction
Bacteria resistant to multiple antibiotics have been identified as a
major challenge for patient management and public health [1, 2].
Multidrug-resistant Gram-negative bacteria (MDR-GNB) are
considered to be particularly worrying because the therapeutic
options are limited [3, 4]. Furthermore, certain MDR-GNB, such
as those producing extended-spectrum beta-lactamases or
carbapenemases encoded on plasmids, are of concern due to their
potential for interspecies plasmid transfer [5, 6].
Large-scale national and international surveillance is an
important tool in monitoring MDR-GNB resistance trends
[7]. At present, most surveillance relies on collecting results
from traditional antibiotic susceptibility testing (AST) to track
resistance epidemiology, including multidrug resistance
(MDR) [8–10]. It is, therefore, important that the comparability of isolates identified as MDR by surveillance databases is
established. Standardised algorithms for reporting isolates as
MDR were proposed in 2012 by a group of international experts, but these rely on a large number of antibiotics being
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included in AST (Table 1) [11]. The selection of antibiotic
classes for routine testing continues to be highly variable
[16–19]. This potentially presents a major challenge for estimating and comparing MDR-GNB prevalence from routine
data, given that individual laboratories may not test all antibiotic classes required.
The monitoring of specific pathogen–antibiotic class combinations (PACCs) can be an alternative surveillance strategy
to make best use of the available routine data [7, 12–14].
Some PACCs have been suggested as being useful for
MDR-GNB assessment based on the recognition of an association in resistance between different antibiotic classes [15].
Using data on neonatal and paediatric GNB isolates obtained from the Antibiotic Resistance and Prescribing in European
Children (ARPEC) project, this study evaluates the degree to
which estimated levels of MDR are dependent on surveillance
system design when routine microbiological data are used.
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Target bacteria
This study examined MDR patterns for three GNB, namely
Escherichia coli, Klebsiella pneumoniae and Pseudomonas
aeruginosa.
Interpretation of reported antibiotic susceptibility
Individual antibiotics were grouped into antibiotic classes as
defined by the MDR classification algorithms (Table 1) [11].
Isolates reported as I or R to an antibiotic representative of an
antibiotic class were classified as non-susceptible to that class.
In the case of AST results for multiple antibiotics representative of one class, the isolate was classified as non-susceptible
if they were reported as I or R to any of the antibiotics tested
from that class. Isolates were defined as MDR-GNB if they
were non-susceptible to ≥3 relevant antibiotic classes [11].
Identification of MDR-GNB bacterial isolates

Materials and methods
Data source

The proportion of isolates of each of the three species considered to show MDR was then calculated using three sets of
antibiotic classes (Table 1):

The study used data from the ARPEC project, which was cofunded by the European Commission DG Sanco through the
Executive Agency for Health and Consumers [20, 21].
ARPEC collected anonymised data on antimicrobial resistance between January 2011 and December 2012 from 19
European laboratories located in 12 different countries, each
processing samples for one paediatric department or hospital.
ARPEC requested that participating laboratories reported
AST results for isolates of a specified set of bacterial species,
and that, where possible, laboratories report on specific antibiotics. These included antibiotics required for the European
Antimicrobial Resistance Surveillance Network (EARS-Net)
2010 reporting protocol plus some additional antibiotic categories (Table 1) [12, 22]. The AST results for each antibiotic
tested were reportable as susceptible/intermediate/resistant
(S/I/R) using breakpoints defined by either:

(1) ARPEC set: MDR status was defined by applying the
MDR algorithm and based on information from all classes reported to ARPEC;
(2) EARS-Net set: MDR status was defined by applying the
MDR algorithm, but based solely on information for
classes included in the EARS-Net protocol;
(3) Routine set: MDR status was defined by applying the
MDR algorithm, and based on antibiotic classes with a
high level of reported results across all ARPEC laboratories. Classes were included in this set if AST information was available for at least 85% of isolates. The level
of required reporting was chosen to reflect classes routinely tested for the bacteria of interest in the majority of
laboratories.

(1) European Committee on Antimicrobial Susceptibility
Testing (EUCAST),
(2) Clinical and Laboratory Standards Institute (CLSI),
(3) British Society for Antimicrobial Chemotherapy
(BSAC) or
(4) Société Française de Microbiologie standards,
depending on which standards were used in each country
[23–27]. Minimal inhibitory concentrations of antibiotics
were not collected. Duplicate isolates (same species with same
antibiogram from the same patient) identified within 4 weeks
of the original isolate were excluded as part of the data collection protocol.

As both the EARS-Net and routinely tested classes are
subsets of the ARPEC classes, an isolate classified as MDR
on the basis of either set was also considered to be MDR based
on the ARPEC set.
Evaluation of single PACCs
It was also assessed whether specific PACCs, suggested to be
critical indicators of MDR by European, US and global professional and/or public health bodies (Table 1), could identify
MDR-GNB as detected on the basis of all available data; that
is, the ARPEC set [7, 13–15].
The specific PACCs of interest were E. coli and highergeneration cephalosporins, fluoroquinolones, aminoglycosides
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cephalosporins
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penicillins plus
beta-lactamase
inhibitor
Carbapenems
Non-extended
spectrum
cephalosporins
(first- and
second-generations)
Extended-spectrum
cephalosporins
(third- and
higher
generations)
Cephamycins
Fluoroquinolones
Folate pathway
inhibitors
Glycylcyclines
Monobactams
Penicillins
(ampicillin)
Penicillins plus
beta-lactamase
inhibitor
Phenicols
Phosphonic acids
Polymyxins
Tetracyclines
Number of
antibiotic classes
included in sets
used to calculate
the % of
MDR-GNB isolates

PACCs

P. aeruginosaa

MDR
ARPEC EARS- Routine ECDC WHO US UK MDR
ARPEC EARS- Routine ECDC WHO US UK MDR
ARPEC EARS- Routine ECDC WHO USb UK
algorithm
Net
algorithm
Net
algorithm
Net

Sets

Sets

PACCs

K. pneumoniae

E. coli

Antibiotic
classes

Pathogens

Table 1 Summary of the sets of antibiotic classes recommended for the detection of MDR-GNB (algorithm) and available from ARPEC and EARS-Net [11, 12]. In addition, pathogen–antibiotic class
combinations (PACCs) used by different surveillance networks are shown [7, 13–15]
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All statistical analyses were carried out using Stata® v12.1,
StataCorp, College Station, TX, USA. Whenever 95% confidence intervals (CIs) are given for proportions, these were
calculated by applying an exact method for binomial data.

Routine set identified an additional 96 MDR isolates, more
than doubling the estimate of MDR-GNB from 13% (95% CI
11–16%) to 27% (95% CI 24–31%). This was most marked
for E. coli and K. pneumoniae isolates (Fig. 1 and Table 2). A
similar underestimation on the basis of the EARS-Net set was
not observed for P. aeruginosa.
For E. coli and K. pneumoniae, extending assessment to the
Routine set meant that their MDR classification was based on
three additional antibiotic classes (Table 1). The Routine setbased MDR status performed much better than categorisation
based on the EARS-Net set alone. In contrast, comparing the
Routine and ARPEC sets’ MDR status, only very few additional isolates were identified as MDR when the more complete ARPEC set was used.

Results

Identification of MDR status based on specific
pathogen–drug combinations

and carbapenems, K. pneumoniae and higher-generation cephalosporins and carbapenems, and P. aeruginosa and carbapenems.
We defined its sensitivity as the proportion of isolates classified as susceptible for each PACC among those flagged as
MDR from the ARPEC set, and its specificity as the proportion of isolates classified as non-susceptible for each PACC
that was identified as not MDR from the ARPEC set.
Statistical analysis

In total, 685 isolates were included in the analysis (375 E. coli,
176 K. pneumoniae, 134 P. aeruginosa).
Antibiotic classes included in the Routine set
The classes with reported AST results for the participating
centres were very diverse, and there was no consistent pattern
of classes among hospitals located in the same geographical
region (data not shown). No laboratory consistently reported
on all classes that were included in the ARPEC protocol.
There was more consistency for the subset of EARS-Net antibiotic classes, with AST results available for at least 85% of
isolates of all three species.
There were several classes for which AST data were also
available for at least 85% of isolates. The additional frequently
tested PACCs included E. coli and K. pneumoniae AST results
for penicillins/beta-lactamase inhibitor (91 and 96% of isolates), folate pathway inhibitors (86 and 86%) and
antipseudomonal penicillins/beta-lactamase inhibitor (85 and
85%). These were then included in the Routine set (Table 1).
The only additional ARPEC antibiotic class relevant for
P. aeruginosa MDR classification was monobactams, for
which AST results were reported for only 47% of isolates.
Identification of MDR status according to the EARS-Net,
Routine and ARPEC sets
The proportion of MDR isolates based on the most complete
ARPEC set was 30% (95% CI 27–34%) for all three GNB.
Figure 1 shows the number of isolates classified as MDR
using the EARS-Net set, the Routine set and the ARPEC
set, and the overall proportion estimated as MDR for each
pathogen.
Table 2 shows the proportion estimated as MDR for each
set. Extending the set from the limited EARS-Net set to the

The specific PACCs of interest were E. coli and highergeneration cephalosporins, fluoroquinolones, aminoglycosides and carbapenems (reported for 98, 99, 98 and 97% of
isolates, respectively), K. pneumoniae and higher-generation
cephalosporins and carbapenems (reported for 99 and 99% of
isolates, respectively), and P. aeruginosa and carbapenems
(reported for 98% of isolates).
Escherichia coli had the following PACC nonsusceptibility profiles based on reported AST results: 13%
(95% CI 9–16%) for third- and fourth-generation cephalosporins, 13% (95% CI 10–18%) for fluoroquinolones, 13% (95%
CI 10–17%) for aminoglycosides and <1% (95% CI 0.1–2%)
for carbapenems. For K. pneumoniae, resistance percentages
for third- and fourth-generation cephalosporins were 32%
(95% CI 25–40%) and for carbapenems 6% (95% CI 3–
11%). Pseudomonas aeruginosa isolates showed 30%
antipseudomonal cephalosporin resistance (95% CI 22–
38%) and 31% carbapenem resistance (95% CI 24–40%).
Resistance to higher-generation cephalosporins was 21%
(95% CI 18–24%) for all three species. The corresponding
resistance percentage for carbapenems was 8% (95% CI 6–
11%).
Figure 2 displays the number and percentage of isolates
that would be appropriately classified as MDR for each
PACC. Isolates are classified as MDR on the basis of the
ARPEC set.
For E. coli, resistance to the specified PACCs failed to
correctly identify MDR status for more than half of the isolates. Aminoglycosides had the best sensitivity (i.e. ability to
identify MDR when it was present) of 41% (Table 3).
Escherichia coli carbapenem resistance was very rare in the
ARPEC dataset, in contrast to MDR E. coli, and was of very
little value in identifying MDR E. coli.
For K. pneumoniae, both cephalosporin and carbapenem
resistance were more strongly associated with MDR status
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Fig. 1 Number and percentage of
isolates classified as MDR based
on different sets of antibiotic
classes (see Table 1 for definitions
of the sets). The total number of
isolates for each bacterial species
is shown at the top of each bar
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than for E. coli isolates. Third- or fourth-generation cephalosporin resistance had a sensitivity of 85%. However, again,
carbapenem resistance was not predictive of MDR
K. pneumoniae (sensitivity 21%).
For P. aeruginosa, both cephalosporin and carbapenem resistance showed a sensitivity of more than 85% for detecting
MDR isolates. For all three GNB, the specificity (the ability to
exclude MDR when it was absent) of the selected pathogen–
drug combinations was above 90%. Thus, the rate of false
classification of isolates as not MDR based on the absence
of resistance to the PACCs reviewed was low.

In our dataset, the percentage of MDR-GNB isolates was
significantly lower (13%) when based on a more limited set of
antibiotic classes, such as that used by EARS-Net, compared
with the full set available (30%). Utilising the full set of antibiotic classes reportable as part of the ARPEC project, the
proportion of paediatric MDR E. coli, K. pneumoniae and
P. aeruginosa isolates was around 30% and similar for all
three pathogens. Such high levels of isolates with resistance
to multiple drugs are concerning and of interest for tracking
the epidemiology of resistant GNB over time.
Our study raises several important points regarding the
potential of capturing MDR-GNB based on currently available routine microbiology data purely for surveillance:

Discussion

(1) Routine reporting of AST data by the 19 European laboratories participating in ARPEC only variably included
results for requested antibiotic classes that are part of the
classification algorithms for E. coli, K. pneumoniae and
P. aeruginosa. A direct application of the MDR algorithms is, therefore, not possible.
(2) Limited AST result data also cannot be used to reliably
estimate the proportion of MDR-GNB. As the ARPEC
dataset includes only European isolates, the performance
of the current European surveillance system was evaluated. The EARS-Net set of antibiotic classes appeared to
lack sensitivity for detecting MDR-GNB. Inclusion of

The surveillance definition of MDR requires the availability
of a large number of susceptibility testing results for the correct classification of isolates [11]. If monitoring and comparison of the prevalence of MDR-GNB is to be an aim for ongoing surveillance activities collecting routine microbiology
AST data, the optimal strategy for detecting MDR organisms
from such data needs to be established. Current surveillance
activities tend to request the AST results for a limited subset of
antibiotic classes listed by the expert MDR classification algorithm [12].
Table 2

MDR-GNB percentages based on the EARS-Net, Routine and ARPEC sets (see Table 1 for definitions of the sets)
Total no. of
isolates

E. coli
K. pneumoniae
P. aeruginosa
All GNB

375
176
134
685

MDR isolates
% MDR based on EARS-Net set
(95% CI)

% MDR based on Routine set
(95% CI)

% MDR based on full ARPEC set
(95% CI)

9.3 (6.6–12.7)
13.6 (8.9–19.6)
24.6 (17.6–32.8)
13.4 (11.0–16.2)

28.5 (24.0–33.4)
27.3 (20.8–34.5)
n/a
27.4 (24.1–31.0)

31.2 (26.5–36.2)
29.6 (22.9–36.9)
28.4 (20.9–36.8)
30.2 (26.8–33.8)
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Fig. 2 Number and percentage of isolates identified correctly or
incorrectly as MDR based on individual pathogen–antibiotic class
combinations (PACCs). The white stacks correspond to isolates neither
resistant to the PACC nor identified as MDR on the basis of the ARPEC
set (see Table 1 for definitions). The total number of isolates for each

bacterial species are shown underneath. 3/4GC third- or fourth-generation
cephalosporin, QUIN fluoroquinolone, AMG aminoglycoside, CPM carbapenem. For P. aeruginosa, only cephalosporins with antipseudomonal
activity were considered

additional frequently tested and reported antibiotic classes increased the detection of MDR E. coli and
K. pneumoniae (from 30% detected by the EARS-Net
set to 90% based on the Routine set for E. coli and from
46 to 92% for K. pneumoniae). This was in contrast to
P. aeruginosa, for which the ARPEC set included only
one additional antibiotic class compared with EARS-Net
reporting.
(3) A small number of individual PACCs currently represent the typical method for reporting antimicrobial resistance surveillance internationally. Disappointingly,

resistance detected in individual PACCs was not reliable in detecting MDR isolates. This was especially
marked for E. coli isolates, for which resistance to
higher-generation cephalosporins, for example, had a
sensi tivity of only 36% for detecting MDR.
Escherichia coli is the GNB with the largest number
of antibiotic classes in the MDR classification algorithm and in ARPEC reporting. This may increase the
detection of many different resistance combinations,
especially if multiple different resistance phenotypes
occur.

Table 3 Detection of MDR-GNB when specific PACC antimicrobial susceptibility testing results are assumed to represent MDR status. The
percentage of isolates misclassified as MDR or not MDR based on PACC results is compared with MDR based on all ARPEC antibiotic categories
(see Table 1)
MDR classification

E. coli

Third- or fourth-generation
cephalosporins
Fluoroquinolones
Aminoglycosides
Carbapenems
K. pneumoniae Third- or fourth-generation
cephalosporins
Carbapenems
P. aeruginosa Antipseudomonal
cephalosporins
Carbapenems

No. of MDR correctly Sensitivity of PACC in
identified
% (95% CI)

No. of not MDR
correctly identified

Specificity of PACC in
% (95% CI)

41/114

36.0 (27.2–45.5)

254/259

98.1 (95.6–99.4)

46/115
48/116
2/117
44/52

40.0 (31.0–49.6)
41.4 (32.3–50.9)
1.7 (0.2–6.0)
84.6 (71.9–93.1)

255/258
253/259
245/245
123/135

98.8 (96.6–99.8)
97.7 (95.0–99.1)
100.0 (98.5–100.0)
91.1 (85.0–95.3)

11/52
34/38

21.2 (11.1–34.7)
89.5 (75.2–97.1)

122/122
96/102

100.0 (97.0–100.0)
94.1 (87.6–97.8)

33/38

86.8 (71.9–95.6)

96/105

91.4 (84.4–96.0)
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Some of the challenges may be explained by the fact that
surveillance collects data primarily generated to inform clinical decision-making: approaches to AST are likely to be guided by the need to optimally inform patient therapy rather than
by the need to generate a complete AST dataset for MDR
classification. This type of selective AST based on clinical
needs could introduce bias when these data are interpreted
for public health purposes [28]. Bias could be magnified when
laboratories engage in so-called first- and second-line testing:
some antibiotic classes are evaluated only when resistance to
antibiotics included in a first-line panel is detected [16].
Several limitations need to be considered when interpreting
the ARPEC data. ARPEC does not cover all antibiotic classes
recommended in the recent expert proposal [11]. It is, therefore, possible that some isolates identified as not MDR in
ARPEC would, in fact, be MDR if AST data for all relevant
classes were available. It is also possible that antibiotic classes
tested for some of the reported isolates were suppressed during ARPEC data entry. This seems unlikely, given the relative
uniformity of reporting for each species by each laboratory.
The actual percentages of MDR-GNB reported in this
study should be interpreted with caution, as hospitals
reporting to ARPEC were tertiary institutions with a patient
population not representative of patients in other inpatient
settings and potentially at higher risk of MDR-GNB [20,
21]. Pooling of data prohibits the identification of any differences between individual participating centres, some of which
may have had higher or lower than average MDR-GNB percentages. Finally, the burden of MDR-GNB cannot be estimated because data are presented as resistance percentages
rather than infection prevalence or incidence [29].
All isolates represent neonatal or paediatric blood
cultures. The antibiotics used to treat bloodstream infections in neonates and children may differ from treatment
choices for adults. This could be reflected in the antibiotic classes selected for AST, potentially limiting the
transferability of the results to isolates from adults.
However, most laboratories process microbiological
samples from both adult and childhood patients. It is
unlikely that AST strategies will be relevantly different
for neonatal and paediatric isolates in these settings.
Surveillance of antimicrobial resistance patterns and trends
is necessary to target interventions to reduce the selection and
spread of resistant bacteria, and often relies on routine samples
collected as part of on-going clinical care. The limitations and
biases associated with the use of routine microbiology data in
surveillance have been widely discussed [8, 28, 29].
Resistance percentages of individual PACCs and the EARSNet set currently in use in Europe do not, on the whole, provide reliable MDR estimates. This study shows that, if MDR
surveillance is to be added to the task list of on-going international surveillance, interpretation of the new algorithm will be
limited by the variability in AST strategies in microbiological
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laboratories. MDR-GNB detection could be immediately improved by added surveillance of antibiotic classes already
widely tested as part of clinical care. As demonstrated, a larger
percentage of MDR-GNB isolates is likely to be identified
with such an approach.
Acknowledgements The authors thank all contributors to the ARPEC
bacteraemia antimicrobial resistance data collection. The contributors are
as follows: C. Berger, MD, University Children’s Hospital Zurich,
Zürich, Switzerland; S. Esposito, MD, PhD, E. Danieli, MBiol and R.
Tenconi, MD, Pediatric Clinic 1, Department of Pathophysiology and
Transplantation, Fondazione IRCCS Ca’ Granda Ospedale Maggiore
Policlinico, Milan, Italy; L. Folgori, MD, Department of Pediatrics
(DPUO), University of Rome Tor Vergata, Bambino Gesù Children’s
Hospital, IRCCS, Rome, Italy; P. Bernaschi, MD, Unit of
Microbiology, Laboratory Department, Bambino Gesù Children’s
Hospital, IRCCS, Rome, Italy; B. Santiago, MD and J. Saavedra, MD,
PhD, Pediatric Infectious Diseases Division, Gregorio Marañón Hospital,
Madrid, Spain; E. Cercenado, PharmD, Servicio de Microbiologia y
Enfermedades Infecciosas, Gregorio Marañón Hospital, Madrid, Spain;
A. Brett, MD and F. Rodrigues, MD, Infectious Diseases Unit and
Emergency Service, Hospital Pediátrico de Coimbra, Centro Hospitalar
e Universitário de Coimbra, Coimbra, Portugal; M. Cizman, MD, PhD,
Department of Infectious Diseases, UMC Ljubljana, Ljubljana, Slovenia;
J. Jazbec, MD, PhD, Children’s Hospital, UMC Ljubljana, Ljubljana,
Slovenia; J. Babnik, MD and Maja Pavcnik, MD, PhD, UMC
Ljubljana, Ljubljana, Slovenia; M Pirš (Pirs), MD, PhD and M. Mueller
Premrov, MD, PhD, Institute of Microbiology and Immunology, Medical
Faculty, University of Ljubljana, Ljubljana, Slovenia; M Lindner, PhD
and M. Borte, MD, Hospital St. Georg, Leipzig, Germany; N. Lippmann,
MD and V. Schuster, MD, University Hospital Leipzig, Leipzig,
Germany; A. Thürmer, MD and F. Lander, MD, University Hospital
Dresden, Dresden, Germany; J. Elias, MD and J. Liese, MD, MsC,
University Hospital Würzburg, Würzburg, Germany; A. Durst, MD and
S. Weichert, MD, University Hospital Mannheim, Mannheim, Germany;
C. Schneider, MD and M. Hufnagel, MD, University Medical Center
Freiburg, Freiburg im Breisgau, Germany; A. Rack, MD and J. Hübner,
MD, University Hospital München, Munich, Germany; F. Dubos, MD,
PhD and M. Lagree, MD, Pediatric Emergency Unit and Infectious
Diseases, Université Lille Nord-de-France, UDSL, CHRU Lille, Lille,
France; R. Dessein, Laboratory of Microbiology, Pathology-Biology
Center, Lille-2 University, UDSL, CHRU Lille, Lille, France; P.
Tissieres, MD, PhD, Pediatric and Neonatal ICU, AP-HP, Bicêtre
Hospital, France; G. Cuzon, MD, PhD, Department of Bacteriology,
AP-HP, Bicêtre Hospital, France; V. Gajdos MD, PhD, Pediatric
Department, Antoine Béclère Hospital, Assistance Publique–Hôpitaux
de Paris, Paris Sud University, Clamart, France; F. Doucet-Populaire,
Laboratory of Microbiology and Infection Control, Antoine-Béclère
Hospital, Assistance Publique–Hôpitaux de Paris, Paris Sud University,
Clamart, France; V. Usonis, MD, PhD, Vilnius University Clinic of
Children Diseases, Vilnius, Lithuania and Children’s Hospital, Affiliate
of Vilnius University Hospital Santariskiu Klinikos, Vilnius, Lithuania; V.
Gurksniene, MD, and Genovaite Bernatoniene, MD, Children’s Hospital,
Affiliate of Vilnius University Hospital Santariskiu Klinikos, Vilnius,
Lithuania; M. Tsolia, MD, PhD and N. Spyridis, MD, PhD, Second
Department of Paediatrics, National and Kapodistrian University of
Athens School of Medicine, Athens, Greece; E. Lebessi, MD, PhD and
A. Doudoulakakis, MD, Department of Microbiology, BP. and A.
Kyriakou^ Children’s Hospital, Athens, Greece; I. Lutsar, MD, PhD
and S. Kõljalg, MD, PhD, University of Tartu, Tartu, Estonia; T.
Schülin, MD, PhD, Department of Medical Microbiology, Radboud
University Medical Center, Nijmegen, The Netherlands; A. Warris,
MD, PhD, Department of Paediatric Infectious Diseases, Radboud
University Medical Center, Nijmegen, The Netherlands.

846

Eur J Clin Microbiol Infect Dis (2017) 36:839–846

Compliance with ethical standards
Funding The ARPEC project was co-funded by DG Sanco through the
Executive Agency for Health and Consumers (grant number ARPEC
Project A 2009-11-01). The funder had no role in the study design, data
collection or data analysis.
Conflict of interest JAB’s husband is the senior corporate counsel at
Novartis International AG, Basel, Switzerland, and holds Novartis stock
and stock options. MS chairs and APJ is a member of the Department of
Health Expert Advisory Committee on Antimicrobial Resistance and
Healthcare Associated Infection (ARHAI). All other authors have no
conflicts of interest to declare.
Ethical approval and informed consent The study was assessed
against the National Research Ethics Service BDefining Research^ leaflet
by the Joint Research Office at the lead centre (St George’s, University of
London, UK) and was found not to constitute research. The local research
ethics committee confirmed that formal evaluation was not required.
Participating centres were instructed to seek local ethical approval if legally required in their setting and were asked to confirm this at the time
they submitted data. Informed consent was not required as all collected
data were fully anonymised, and there was no contact with patients and/or
their families and no interventions or changes to treatment and management were made.

Open Access This article is distributed under the terms of the Creative
Commons Attribution 4.0 International License (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

10.

11.

12.
13.

14.

15.

16.

17.

18.

19.

20.

References
21.
1.

2.

3.

4.

5.
6.

7.
8.

9.

Pulcini C, Bush K, Craig WA et al (2012) Forgotten antibiotics: an
inventory in Europe, the United States, Canada, and Australia. Clin
Infect Dis 54(2):268–274
de Kraker ME, Davey PG, Grundmann H (2011) Mortality and
hospital stay associated with resistant Staphylococcus aureus and
Escherichia coli bacteremia: estimating the burden of antibiotic
resistance in Europe. PLoS Med 8(10), e1001104
Falagas ME, Bliziotis IA, Kasiakou SK et al (2005) Outcome of
infections due to pandrug-resistant (PDR) Gram-negative bacteria.
BMC Infect Dis 5(1):24
Giske CG, Monnet DL, Cars O et al (2008) Clinical and economic
impact of common multidrug-resistant gram-negative bacilli.
Antimicrob Agents Chemother 52(3):813–821
Hawkey PM (2015) Multidrug-resistant Gram-negative bacteria: a
product of globalization. J Hosp Infect 89(4):241–247
Conlan S, Thomas PJ, Deming C et al (2014) Single-molecule
sequencing to track plasmid diversity of hospital-associated
carbapenemase-producing Enterobacteriaceae. Sci Transl Med
6(254):254ra126
World Health Organization (WHO) (2014) Antimicrobial resistance: global report on surveillance. WHO, Geneva
O’Brien TF, Stelling J (2011) Integrated multilevel surveillance of
the world’s infecting microbes and their resistance to antimicrobial
agents. Clin Microbiol Rev 24(2):281–295
Giske CG, Cornaglia G; ESCMID Study Group on Antimicrobial
Resistance Surveillance (ESGARS) (2010) Supranational surveillance of antimicrobial resistance: the legacy of the last decade and
proposals for the future. Drug Resist Updat 13(4–5):93–98

22.
23.

24.

25.

26.
27.
28.

29.

Bax R, Bywater R, Cornaglia G et al (2001) Surveillance of antimicrobial resistance—what, how and whither? Clin Microbiol
Infect 7(6):316–325
Magiorakos AP, Srinivasan A, Carey RB et al (2012) Multidrugresistant, extensively drug-resistant and pandrug-resistant bacteria:
an international expert proposal for interim standard definitions for
acquired resistance. Clin Microbiol Infect 18(3):268–281
European Centre for Disease Prevention and Control (ECDC)
(2010) Reporting protocol. EARS-Net 2010
Department of Health and Department for Environment Food &
Rural Affairs (2013) UK five year antimicrobial resistance strategy
2013 to 2018. Department of Health, London
National Healthcare Safety Network (NHSN) (2014) Multidrugresistant organism & Clostridium difficile infection (MDRO/CDI)
module. Centers for Disease Control and Prevention (CDC), Atlanta
European Centre for Disease Prevention and Control (ECDC) and
European Medicines Agency (EMA) (2009) The bacterial challenge: time to react. ECDC, Stockholm
Heginbothom ML, Magee JT, Bell JL et al (2004) Laboratory testing
policies and their effects on routine surveillance of community antimicrobial resistance. J Antimicrob Chemother 53(6):1010–1017
Wimmerstedt A, Kahlmeter G (2008) Associated antimicrobial resistance in Escherichia coli, Pseudomonas aeruginosa,
Staphylococcus aureus, Streptococcus pneumoniae and
Streptococcus pyogenes. Clin Microbiol Infect 14(4):315–321
Smith AJ, Lockhart DE, Tyers A et al (2010) A survey of the
identification and susceptibility testing of anaerobes in diagnostic
microbiology laboratories in Scotland, UK. J Antimicrob
Chemother 65(4):805
Counts JM, Astles JR, Tenover FC et al (2007) Systems approach to
improving antimicrobial susceptibility testing in clinical laboratories in the United States. J Clin Microbiol 45(7):2230–2234
Bielicki JA, Lundin R, Sharland M et al (2015) Antibiotic resistance
prevalence in routine bloodstream isolates from children’s hospitals
varies substantially from adult surveillance data in Europe. Pediatr
Infect Dis J 34(7):734–741
Bielicki JA, Sharland M, Johnson AP et al (2016) Selecting appropriate empirical antibiotic regimens for paediatric bloodstream infections: application of a Bayesian decision model to local and
pooled antimicrobial resistance surveillance data. J Antimicrob
Chemother 71(3):794–802
(2012) Antibiotic Resistance and Prescribing in European Children.
15/11/2012
European Committee on Antimicrobial Susceptibility Testing
(EUCAST). European Society of Clinical Microbiology and
Infectious Diseases (ESCMID). Home page at: http://www.eucast.
org/. Accessed 5 Sept 2016
British Society for Antimicrobial Chemotherapy (BSAC). Susceptibility
testing method—latest version. Available online at: http://bsac.org.
uk/stewardship-surveillance/susceptibility/methodologylatestversion/.
Accessed 5 Sept 2016
Clinical and Laboratory Standards Institute (CLSI). Subcommittee
on Antimicrobial Susceptibility Testing (AST) (2013) Standards.
Available online at: http://www.clsi.org/standards/micro/sub-ast/.
Accessed 5 Sept 2016
Comité de l’antibiogramme de la Société Francaise de Microbiologie
(CASFM) (2011) Recommandations 2011. Paris, France
Comité de l’antibiogramme de la Société Francaise de Microbiologie
(CASFM) (2012) Recommandations 2012. Paris, France
Rempel OR, Laupland KB (2009) Surveillance for antimicrobial
resistant organisms: potential sources and magnitude of bias.
Epidemiol Infect 137(12):1665–1673
Schwaber MJ, De-Medina T, Carmeli Y (2004) Epidemiological
interpretation of antibiotic resistance studies—what are we missing? Nat Rev Microbiol 2(12):979–983

