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included in the PCR panel. Time to targeted therapy was significantly
shorter in the PCR group compared to culture group (0 vs. 1 day,
p=0.003). Time to de-escalation was numerically faster in the PCR com-
pared to control group (2 vs. 3 days, p=0.061). Fewer PCR patients received
MRSA agents (34% vs. 55%, p=0.001). Rates of escalation, prior antibiotic
use, and adverse outcomes were similar. Conclusion: The BioFire
FilmArray Pneumonia Panel provides faster results and may aid in opti-

mizing therapy in pediatric patients with LRTL
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Table 3. Anti bials and outcomes
Variable Control Group (n=108) | PCR Group (n=172) | P value

Time to targeted therapy, days (IQR) 1(0-3) 0(0-2) 0.003
MRSA agent, n (%) 59 (55) 55 (34) <0.001
MRSA agent duration, days (IQR) 5(4-6) 4(3-7.5) 0.361
Anti pseudomonal agent, n (%) 31(28) 66 (38) 0.121
Anti pseudomonal agent duration, days 8(5.511) 9615 0274
(IQR)

Atypical agent, n (%) 4(4) 6(3) 1.00
Atypical agent duration, days (IQR) 6(5-7) 5(@3-7) 0610
Time to de-escalation, days (IQR) 324 2(1-5 0.061
Total ion (in vitro st

PCR, clinical change), n (%) 1747 s0(7) 071
Escalation based on in vitro

susceptibilities, n (%) 1417 (78) 17.(57) 0.074
Escalation based on PCR, n (%) 9 (30)

Escalation based on clinical change, n (%) 4/18 (22) 4(13) 0.435
C. Diff infection within 90 days, n (%) 1(1) 1(1) 1.00
New resistance, n (%) 4(4) 8(5) 0772

Detected Organisms by Culture (Figure A) / by Biofire® PCR (Figure B)
Figure A:
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Barriers to Patient Safety in Ambulatory Surgical Centers: Lessons
Learned from an Outbreak of Mycobacterium fortuitum Joint
Infections
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Background: Procedures performed at Ambulatory Surgical Centers
(ASCs) have been increasing in type and volume for over a decade.
Similarly, outbreaks in ASCs are increasingly detected, but ASCs face
unique challenges to Infection Prevention and Control (IPC). In 2023,
Tennessee state and local health departments (HDs) responded to an out-
break of 14 Nontuberculous mycobacteria (NTM) periprosthetic joint
infections in an ASC, unveiling gaps in IPC practice and significant barriers
to resolving them. Method: Cases were detected through third-party clini-
cal laboratory reporting. HD Infection Preventionists (IPs) conducted on-
site infection control assessments using qualitative observation, verbal
interview, and CDC’s Infection Control Assessment and Response
(ICAR) and Association of perioOperative Registered Nurses (AORN)
checklist tools. A citizen complaint triggered an independent survey per-
formed by the state’s regulatory body. Result: ICAR revealed there was no
Water Management Plan (WMP) for the building or ASC suite. Areas with
lapses in IPC practice included aseptic technique, instrument handling,
and environmental services (EVS). There was no surveillance mechanism
for tracking surgical site infections. Complications were tracked via paper
provider surveys but could not be produced when requested. Regulatory
survey identified additional violations related to biohazardous waste and
unlicensed performing of pediatric procedures.

The facility IP and the sterile processing department lacked specialized
training in their respective areas. The IP had no knowledge of reportable
disease requirements. The outbreak was reported by the clinical laboratory
only after five cases had been detected at a separate facility where revisions
were performed. Conclusion: Major barriers to IPC best practice included
lack of subject matter expertise and the complexity of multi-stakeholder
ownership and operation. A healthcare management corporation holding
the facility license was responsible for ASC operations, employment of
non-physician staff, and adherence to state and federal regulations. An in-
dependent orthopedic group employed surgeons, and a third healthcare
system owned the building and contracted EVS. As a result, the licensee
was not capable of addressing building water management, and the facility
IP had no authority over EVS or the physicians’ group to require compli-
cations reporting. Public health action was delayed by the ASC not report-
ing the outbreak, despite NTM being reportable in Tennessee. This delay
was likely due to lack of knowledge around reportable diseases and poor
surveillance and follow-up. Once all stakeholders met, compliance with
recommended interventions improved. Public health authorities should
consider supporting ASC IP education opportunities, engaging varied
stakeholders during outbreaks, and enhancing surveillance within this
setting.
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Early Detection of a Carbapenemase-producing organism Outbreak
Using Whole Genomic Sequencing
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Background: In June of 2024 the Cincinnati Health Department
Communicable Disease Prevention and Control Unit investigated an out-
break of Carbapenemase-resistant Pseudomonas aeruginosa (CRPA)
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