
Public Consultation

Proposed revision of breakpoints for meropenem for Pseudomonas spp.  
and Acinetobacter spp.

28th September 2026

Please send comments to the EUCAST Scientific Secretary at Mandy.Wootton@wales.nhs.uk by 31.10.2026.

Background
This year there have been two consultations on the revision of breakpoints for carbapenems. The first (27 Jan. 2026, closed 15 
March 2026) was generally accepted but there was one comment from the Swedish NAC (SRGA), suggesting that the breakpoints 
for meropenem in Pseudomonas spp. and Acinetobacter spp. should not include the S, susceptible standard dose, but only the I, 
susceptible, increased exposure category. The argument was that from Pk/Pd simulations the breakpoint for the low dose (1g x 3 
iv) would only cover isolates with an MIC ≤1mg/L while the ECOFF of both species is 2 mg/L. Therefore, to cover the whole 
wildtype, the high dose (2g x 3 iv) would be needed.

EUCAST accepted this proposal since significant infections with these organisms tend to occur in compartments that are difficult to 
reach and in challenging groups of patients and therefore often need high-dose therapy.

As a consequence, a second consultation was published (15th Mar., closed 19th May) proposing this change.

The latter consultation generated a lot of responses that centred around the following arguments
1. There are no clinical studies that directly compare the two doses in infections cause by P. aeruginosa or A. baumannii.  The 

studies cited in the consultation [1,2] just happened to use the high dose but cannot be taken as evidence that the high dose 
is needed.

2. Several respondents argued that while the high dose is needed in some infections, like pneumonia (VAP/HAP), it may not be 
necessary in compartments that are easier to reach, like the urinary tract.
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3. Also, stewardship aspects were mentioned. It was acknowledged that the change may alleviate the current problem that 
clinicians tend to overuse meropenem because it is the only antibiotic reported S, susceptible, standard dose, for 
P. aeruginosa but it was also argued that the “I” for meropenem may usher doctors to meropenem-vaborbactam or 
ceftolozan-tazobactam.  

EUCAST agrees that in light of these arguments more explanation is needed and decided to publish a second consultation on 
meropenem breakpoints for Pseudomonas spp. and Acinetobacter spp. 

Rationale for the proposal
Although with the traditional target of 40% fT>MIC, an MIC of 2 mg/L can be reached [EUCAST rationale document; Meropenem: 
Rationale for EUCAST Clinical Breakpoints; version 3, January 2024], some studies in animals and humans have suggested that 
the target should be higher, rather 50% fT>MIC [3–5]  One paper cited in the comments to our last consultation [6] gives a simulation 
showing that even for a target of 40% fT>MIC an MIC of 4 mg/L can only be reached by 1g x 3 if prolonged infusion is used.
Therefore, either the infusion times and/or the doses need to be increased. EUCAST acknowledges that there are different dosing 
strategies that provide the same result, i.e., increased exposure of the microorganism. If proven equivalent such strategies may be 
applied instead the one given in the dosing table.
Since there are studies that show a better outcome for patients with complicated infections in critically ill patients when treated with 
2g x 3 instead of 1g x 3 [7], and keeping in mind that infections with P. aeruginosa and A. baumannii tend to belong to these 
categories, a recommendation for the high dose seems appropriate if EUCAST breakpoints should also apply to, e.g., VAP/HAP.
The use of the high dose in the trials mentioned [1,2] and in the recent IDSA guidelines [8]  show that the high dose is generally 
deemed appropriate when infections with P. aeruginosa or A. baumannii are suspected.  However, one needs to acknowledge that 
the CLSI breakpoint for susceptible is lower, 2 mg/L.  
In conclusion, for infections with P. aeruginosa or A. baumannii the high dose is generally preferable although dosing regimens may 
exist that give an exposure similar to the one obtained by 2g x 3.

EUCAST acknowledges that in some infections, such as infections originating from the urinary tract, lower doses may suffice. 
However, this fact is already part of the definition of the “I” (A microorganism is categorised as "Susceptible, Increased exposure" 
when there is a high likelihood of therapeutic success because exposure to the agent is increased by adjusting the dosing regimen 
or by its concentration at the site of infection). Therefore, the suggested breakpoint change already incorporates this situation. It is 
worth mentioning that the comments agreed that in some infections like HAP/VAP the high dose is needed. If EUCAST breakpoints 
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should also be valid for these infections, which are often the more severe manifestations seen with P. aeruginosa  or A. baumannii 
then the high dose needs to be applied for these infections.

Although stewardship aspects are not the main remit of EUCAST, we understand that the redefinition of the “I” had some 
repercussions on the way microbiological reports are interpreted. While it is generally acknowledged that the redefinition clarified 
the meaning of the “I” it is also clear that without proper education this information may be lost.   

As suggested by one comment, the breakpoints for imipenem in Acinetobacter spp. need to be adjusted to 0.001/4 by the same 
justification as for meropenem.

Therefore, the proposal is modified as follows.

Meropenem

Species ECOFF Current breakpoints
(v 16.0, 2026)

New breakpoints
V 17, 2027

Pseudomonas spp. 
(indications other than 
meningitis)

2 2/8 0.001/4

Pseudomonas 
aeruginosa, 
(meningitis), 

2 2/2 2/2

Acinetobacter spp 
(indications other than 
meningitis)

2 2/8 0.001/4

Acinetobacter spp 
(meningitis)

2 2/2 2/2
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Imipenem

Species ECOFF Current breakpoints
(v 16.0, 2026)

New breakpoints
V 17, 2027

Acinetobacter spp. 2 2/4 0.001/4

EUCAST will produce an explanatory document to elaborate on the reason for the change and outline the consequences the new 
breakpoints may have for the laboratory and the clinician. The dosing table will be updated,

Antibiotic agent Standard dose High dose
Meropenem 1g x 3, 30 min infusion 1-2g x 3, 3h infusion

This acknowledges that the dosing of 1g x 3 can reach the desired exposure (40% fT>MIC)  provided a 3h infusion is used.  The 
more aggressive target (50% fT>MIC), which is suggested by some, can only be reached with the highest dose. 
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