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The thresholds and definitions below are intended to be a guideline, and are based on expert opinion except as noted otherwise. States and local jurisdictions may have their own requirements for reporting and outbreak definitions.

	Condition	Comment by vii0: Can we delete this since the condition is above
	
	Acute Care Hospitals
	Long-Term Acute Care Hospitals and Long-Term Care Facilities with Ventilated Patients
	Long-Term Care Facilities (LTCF)
	Critical Access Hospitals
	Dialysis Facilities

	Outpatient

	CRE
	Threshold for facility to do additional investigation
	In regions with high prevalence or endemic KPC1:
For facilities that perform phenotypic or molecular testing: 1 non-KPC CP-CRE (if molecular testing performed)  or 2 or more CP-CRE (if only phenotypic testing performed or if KPC-CRE) of same species in a 4 week period in patients on the same unit or with a common exposure
For facilities that do not perform mechanism testing: 2 or more CRE of same species in a 4-week period in patients on the same unit or with a common exposure*.  

In a region with lower prevalence KPC2:
For facilities that perform phenotypic or molecular testing: 
1 CP-CRE
For facilities that do not perform mechanism testing: 2 or more CRE of the same organism in patients on a shared unit within a 4 week period 

In regions with very low KPC prevalence3:
1 CRE (CP, non-CP, or unknown CP)
	1 1 CRE (CP, non-CP, or unknown CP)

	1 1 CRE (CP or non-CP in patient not previously known to be infected or colonized)


	
	Threshold for reporting to PH
	In regions with high prevalence or endemic KPC1:
For facilities doing phenotypic or molecular testing: 1 non-KPC CP-CRE  or 2 or more CP-CRE of same species in a 4 week period in patients with common exposure (e.g., shared unit or device).
No mechanism testing: 2 or more CRE of same species in patients with a common exposure during a 4 week period.  

In regions with lower prevalence KPC2:
For facilities that perform phenotypic or molecular testing: 
1 CP-CRE
For facilities that do not perform mechanism testing: 2 or more CRE of the same organism in patients with a common exposure over a 4 week period

In regions with very low KPC prevalence3:
1 CRE (CP, non-CP, or unknown CP)
	1 CRE (CP, non-CP, or unknown CP)
	1 CRE (CP or non-CP in patient not previously known to be infected or colonized)

	
	Outbreak definition
	≥2 cases of CRE of same genus and species (or mechanism, if mechanism testing performed) in a 4-week period with evidence of or suspicion for transmission (e.g., common procedure, overlap on same unit)


CP=carbapenemase-producing; non-CP = non carbapenemase-producing
*Note: Some facilities might have a higher baseline and require more than 2 cases to trigger additional investigation.  Additionally, facilities in regions with high KPC-Klebsiella prevelance might have a lower threshold for investigating non-K. pneumoniae CRE, which could carry less common carbapenemases, compared to carbapenem-resistant K. pneumoniae.  
1High prevalence or endemic regions are defined as areas where KPC-CRE are routinely identified (e.g., on average, acute care facilities in these regions would identify CRE regularly and have more than one CRE case per month week). 
2Regions with lower prevalence KPC are defined as areas where KPC-CRE are identified with some regularity but remain rare (e.g., on average, acute care facilities in these regions have had one or more cases in a calendar year, but would not have had more than one case in a month).  
3Regions with very low prevalence KPC are defined as areas where KPC-CRE are seldom identified (e.g., on average, acute care facilities in these regions have not had a CRE case or have have only had a few CRE cases over several years).

Points for consideration:
· For all prevalence levels and all facilities, CRE cases include both colonized and infected patients.
· Mechanism testing for CRE is available at 50 state public health laboratories and 7 local health departments. Facilities that do not regularly send isolates for mechanism testing should request mechanism testing for CRE that meet the following criteria 1) isolated from patients with a history of hospitalization outside the U.S. in the 6 months prior to culture collection, 2) resistant to all antibiotics tested at the clinical laboratory, 3) part of a suspected cluster of two or more patients (i.e., 2 isolates that meet the criteria for further investigation by a facility).  In areas with high prevalence or endemic KPC-Klebsiella, consideration 3 might be used for non-Klebsiella CRE only.
· Colonization with CRE can be prolonged and only a fraction of colonized patients will have a positive clinical culture. The threshold for investigation of 2 CRE on the same unit was selected for greatest sensitivity. CRE epidemiology is heterogeneous throughout the U.S. and for some facilities in KPC endemic settings, this threshold might prove too burdensome.  In this case, facilities should know their baseline CRE prevalence and choose a threshold for investigation that represents a rise above the baseline and that carefully balances sensitivity with specificity. 
· Non-KPC CRE remain rare throughout the U.S. and identification of any non-KPC CP-CRE should result in a public health investigation as described in the CDC Interim Guidance for a Public Health Response to Contain Novel or Targeted Multidrug-resistant Organisms . 
· Screening tests to identify asymptomatic carriers are available free of charge through the Antimicrobial Resistance Laboratory Network .  
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