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NOTE 

The views expressed in this report are those of the participants in the Consultation for Priority 

Actions on Antimicrobial Resistance in the Western Pacific Region and do not necessarily reflect 

the policies of the Organization. 
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SUMMARY 

The World Health Organization (WHO) declared antimicrobial resistance (AMR) a global 

health threat that requires urgent action to contain. In April 2014, the WHO Antimicrobial 

Resistance: Global Report on Surveillance indicated high proportions of resistance to common 

treatments for bacteria in both the healthcare and community settings in all regions. The report 

highlighted the magnitude of AMR, significant surveillance gaps, a lack of national AMR action 

plans and weak health systems to contain AMR.  

In response, the WHO Regional Office for the Western Pacific held a consultation to identify 

priority actions to contain AMR in the Western Pacific Region, in Manila, Philippines from 

30 July to 1 August 2014. The consultation was attended by 13 Member State representatives, 

three temporary advisors, one observer and the Secretariat. The meeting had three objectives, to 

discuss and identify priority actions in: 

1) regular monitoring of the extent of AMR and the use of antimicrobials to collect 

evidence to inform policy and actions by member states and collation of this information 

through a regional mechanism; 

2) health systems responses, including strengthening regulatory and other actions to reduce 

overuse of antibiotics, improve infection prevention and control, and ensure access to 

and availability of effective, quality antimicrobial agents; and 

3) development and implementation of comprehensive national multi-sectoral plans for the 

containment and prevention of AMR. 

Issues addressed in the meeting included: WHO’s global and regional activities to contain 

AMR; regional and national experiences to monitor AMR; health systems responses including 

pharmaceutical and regulatory issues as well as infection prevention and control; and the 

development of national AMR action plans. 

The group work sessions identified gaps and challenges in the Region at the national and 

regional level. Priority actions to contain AMR were identified along with key milestones and 

indicators to measure progress.  

The key recommendations from the meeting are in three categories: strengthening 

development and implementation of comprehensive national plans to contain AMR and raise 

awareness in multiple sectors; improving surveillance of AMR and monitoring of antimicrobial 

use; and strengthening health system capacity to contain AMR. 
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1.  INTRODUCTION 

1.1 Background 

The Consultation for Priority Actions on Antimicrobial Resistance in the Western Pacific 

Region was held from 30 July to 1 August 2014 in Manila, the Philippines. 

AMR is a global public health threat putting the achievements of modern medicine at risk, 

with many infectious diseases in danger of becoming untreatable and uncontrollable. The 2011 

World Health Day motto 'No action today, no cure tomorrow' and the Sixty-seventh World 

Health Assembly resolution on antimicrobial resistance (WHA67.25) highlighted the need for 

urgent multisectoral action by Member States and stakeholders. 

In 2002, the Regional Committee for the Western Pacific identified AMR as a regional 

priority.  This was re-emphasized in 2011 with resolution RC62.R3 on antibiotic resistance. 

However, AMR remains a public health threat in the Region. As such, this consultation was 

convened to determine priority actions in the Region. 

1.2 Objectives 

The consultation objectives were to discuss and identify priority actions to be implemented 

by Member States and the WHO in the Region:  

(1) regular monitoring of the extent of AMR and the use of antimicrobials to collect 

evidence to inform policy and actions by Member States and collation of this 

information through a regional mechanism; 

(2) health systems responses, including strengthening regulatory and other actions to 

reduce overuse of antibiotics, improve infection prevention and control, and ensure 

access to and availability of effective, quality antimicrobial agents; and 

(3) development and implementation of comprehensive national multisectoral plans for 

the containment and prevention of AMR. 

1.3 Participants 

Thirty-seven participants from 14 countries attended including senior ministry of health 

officials responsible for AMR-related policies and plans; representatives from national medicines 

regulatory agencies; senior government officials responsible for surveillance of drug-resistant 

communicable diseases; and senior  officials from ministries of agriculture and other government 

animal health or agricultural agencies. Seven staff from WHO headquarters and the Regional 

Office provided the secretariat for the consultation. Three temporary advisors and one observer 

also attended. The list of participants is available at Annex 1. 

1.4 Organization and content 

The consultation was held over two and a half days. On day one, after the formal opening, 

a background update was provided by WHO. Regional and national experiences of monitoring 
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AMR were shared, with presentations from Japan, the Philippines and the Asian Network for 

Surveillance of Resistant Pathogens (ANSORP). A working group session was then held on 

regional surveillance of AMR and monitoring of antimicrobial use. 

Day two commenced with a session on health systems responses to AMR. Country 

experiences on pharmaceutical issues, regulations, supply system and rational use of 

antimicrobials were shared from Australia, China and Viet Nam.  Hong Kong SAR (China) and 

Japan shared their experiences in infection prevention and control.  A working group session was 

then held on prioritizing actions for health systems responses to contain AMR in the Region. The 

consultation then focused on the development of national multisectoral policies and strategies, 

with Australia, Cambodia, China and the Philippines sharing their experiences. A working group 

session on progressing development and implementation of national AMR action plans with 

multisectoral approaches was then convened. 

On day three a working group session was held to review and finalise the priority actions, 

milestones and key indicators, which had been identified in previous working group sessions. 

The final session provided a chance to reflect on the consultation, and to conclude with a draft 

list of summary priority actions to contain AMR in the Region. The meeting agenda is available 

at Annex 2. 

1.5 Opening remarks 

On behalf of Dr Shin Young-soo, WHO Regional Director for the Western Pacific, 

Dr Vivian Lin, Director of the Division of Health Systems at the Regional Office, welcomed 

participants. She recounted the development of AMR and public health responses, and called for 

urgent and coordinated action to address AMR. 

The introduction of antimicrobial agents in the 20th century was a significant milestone in 

modern medicine, dramatically reducing the burden of diseases as well as the risk of 

complications resulting from infections. These gains are under threat with the emergence and 

rapid spread of AMR. Drugs that once saved lives are now worthless, and there is a lack of new 

effective antibiotics in the research pipeline. Severe societal and economic consequences of 

AMR include that patients infected with drug-resistant infections are usually sicker for longer 

periods of time, have worse outcomes and require more expensive medicines.  

Although AMR is a natural process, it is also human-induced disaster driven by 

irresponsible and improper use of antimicrobials in humans and animals. With resistance 

increasing, the world is heading towards a post-antibiotic era where people may die from 

common infections due to the ineffectiveness of antibiotics.  

Member States and WHO have made efforts to contain AMR, but AMR remains an 

unresolved public health threat highlighted by data in the WHO Global Report on AMR 

Surveillance published in April 2014. Dr Lin thanked all Member States who supported the 

Sixty-seventh World Health Assembly resolution on AMR and encouraged the 'One Health' 

approach with global actions and solutions adapted to regional, national and local needs. In the 

Region, there has been a re-focus on AMR highlighted by the Regional Committee resolution in 

2011, and the establishment of the AMR cross-divisional working group in the WHO Regional 

Office in 2012.  

Dr Lin pointed out the importance of the consultation in identifying regional specific 

priority actions, with achievable targets, realistic timelines and indicators. She concluded by 

emphasizing WHO’s commitment to working with Member States and all stakeholders to contain 

AMR so that future generations can enjoy the benefits of effective antimicrobials.  
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1.6 Appointment of Chairperson and Rapporteurs 

Dr Jennifer Firman was appointed as Chairperson, Dr Leung Tin-hung as 

Vice-Chairperson. Dr Satowa Suzuki and Mr Cecil Storey were appointed as joint Rapporteurs 

for the meeting. 

2.  PROCEEDINGS 

2.1 Session 1: WHO global and regional efforts on AMR 

2.1.1 WHO global efforts to contain AMR 

Dr Carmem Pessoa-Silva presented WHO 's global efforts to contain AMR. This includes 

the six-point policy package on AMR (2011), and the WHO AMR Strategic and Technical 

Advisory Group (STAG). STAG was established in 2011 to provide advice on a global strategy 

to tackle the growing AMR challenge. A global action plan on AMR is also in development, to 

be submitted to the World Health Assembly in May 2015. Member States were encouraged to 

provide suggestions on the draft global action plan. 

STAG has identified key elements for global and national action plans, which require 

coordination and intersectoral engagement: 

• Hygiene and infection prevention and control; 

• Preservation of antimicrobials; 

• Technical and service innovation; 

• Social mobilization; and 

• Data and knowledge sharing. 

 

In addition, based on the six-point policy package, a country situation analysis on AMR, 

was completed from 2013 to 2014. Results (as of 30 June 2014) showed that 125 (122 Member 

States) countries had completed the survey and most of these countries did not have a national 

plan for AMR. In addition, there are large discrepancies between high-income countries and low- 

and middle-income countries in regard to all elements in containing AMR. These include the 

frequency of antimicrobials sold without a prescription, as well as whether national infection 

prevention and control (IPC) programs are in place. The 2012 road map for global surveillance of 

AMR has four elements:  

(1) to issue a global AMR report (Antimicrobial Resistance: Global Report on 

Surveillance, May 2014); 

(2) development of standards (currently ongoing); 

(3) establishment of collaborative platform; and 

(4) development of sentinel sites. 

 

A key challenge is the development of a collaborative platform. Previous efforts to set up a 

collaborative platform include the 2001 WHO report for global standards. She urged WHO and 

Member States to reflect on how to overcome this challenge. 

Next steps for the development of a global surveillance program include a high level 

technical meeting (Sweden, December 2014) to advise on development of a global plan in 

discussion with 35 invited Member States. This will include obtaining commitments to build 



- 4 - 

 

 

capacities and identify feasible options, for AMR surveillance, and to agree on international 

collaborations to build a global surveillance program, starting with pilot programmes in some 

countries in 2015.   

2.1.2 WHO regional activities on combating AMR 

Dr Klara Tisocki updated on regional action to combat AMR. The Western Pacific Region 

frequently has the highest reported range resistance among the six WHO regions, as highlighted 

in Antimicrobial Resistance: Global Report on surveillance (WHO, 2014). The country situation 

analysis in the Region showed a lack of national plans to contain AMR. Only 5 out of 34 

Member States that responded had a national plan. Other challenges include the lack of 

monitoring of antimicrobial use in humans, and the high frequency of over-the-counter sales of 

antimicrobials without a prescription. 

A web-based survey on antimicrobial surveillance in the Region is ongoing. So far results 

indicate that capacity of national surveillance systems to monitor AMR varies. Different systems 

exist including national networks (e.g. AGAR in Australia), multiple networks within a country 

(e.g. China-MOHNARIN and NICPBP) and a regional network across countries (ANSORP). 

However, there are different challenges at the local and network level for AMR surveillance. At 

the local level, there is insufficient core laboratory capacity to generate reliable data on AMR. At 

the network level, there is a lack of geographical/demographic representation of surveillance 

data, limited analysis and dissemination of AMR data and a lack of surveillance data from 

veterinary, food and environment laboratories.  

Action on AMR is urgently needed. This action depends on political and financial 

commitment, and regional collaboration. Discussion of AMR at the sixty-fifth session of the 

Regional Committee is an opportunity to build commitment and collaboration.  

WHO's work and future plans to contain AMR in the Region are: 

(1) technical support to the development and implementation of comprehensive 

national AMR policies and strategic action plans; 

(2) development of a WHO regional surveillance system for AMR; 

(3) regulatory capacity strengthening to ensure quality and reduce over-the-counter 

sale, overuse and abuse of antimicrobials; 

(4) capacity-building for antimicrobial stewardship (AMS); and 

(5) development of a methodology and indicators to monitor antimicrobial use.  

 

There is a need for clear commitments, targets and indicators to monitor actions to contain 

AMR in the Region, and to link different sectors in a 'One Health' approach.  

2.1.3 Country poster walk-around 

A poster presentation walk-around was held, with Member State participants presenting 

their posters to the group. A detailed discussion was then held on gaps, challenges and best 

practice examples to contain AMR in the Region. Photos from the country poster walk-around 

are available at Annex 3. 
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2.2 Session 2: Monitoring of AMR in the Region 

2.2.1 AMR surveillance: present and future 

Dr Thomas O’Brien presented the history of collecting AMR surveillance data. From 1964 

to 1982, AMR surveillance reflected laboratory interests, limiting surveillance of the emergence 

of resistance.  

The development of WHONET standardized laboratory reporting systems allowed for the 

detection of outbreaks, for example the Escherichia coli ST 131 phenotype and emergence of 

resistance to third generation cephalosporins. The future of AMR surveillance is likely to be 

undertaken by data centres, and will allow for big data collection. The benefits of this approach 

include the ability to discriminate subtyping of resistant strains of bacteria, real-time algorithmic 

analysis, automated alerting of responders and contextual laboratory reporting.  

One possibility is the idea of electronic sensor networks, dispersed globally, to facilitate 

AMR surveillance data collection in real time with algorithms to monitor databases, and to 

automatically alert pre-designated public health responders on AMR outbreaks and threats. The 

laboratory networks would be the sensors for the systems, allowing for automated surveillance 

reporting.  

2.2.2 National surveillance: Japan Nosocomial Infections Surveillance (JANIS) 

Dr Satowa Suzuki presented AMR surveillance systems in Japan, particularly JANIS. 

There are two official national surveillance systems in Japan, the National Epidemiology 

Surveillance of Infectious Disease (NESID) and JANIS. NESID encompasses mandatory 

surveillance of specific infectious diseases in the community based on the Infectious Diseases 

Control Act. JANIS, established in 2000, is an AMR surveillance system based on voluntary 

reporting from clinical laboratories. More than 1000 hospitals are members. JANIS collects data 

from hospital laboratories that have an automated system for bacterial identification and drug 

susceptibility testing. Following conversion of the laboratory data into JANIS data format, the 

data is collected onto a centralised JANIS server for analysis. The outputs from the JANIS server 

include aggregate AMR data by hospital to allow for inter-hospital comparison as well as 

national data for AMR trends and outbreaks. 

Next steps for JANIS are to integrate JANIS with the Japanese Veterinary Antimicrobial 

Resistance Monitoring System as well as to allow for international use of JANIS system. This 

would include minor modifications of the JANIS systems that is still maintained by the Japanese 

Ministry of Health. These modifications could include WHONET data outputs for an AMR 

database at the local, national and regional level.  

Discussion focused on the data collected by JANIS, which is raw data including MIC 

values and RIS interpretations using the CLSI 2012 clinical breakpoint guidelines. The data is 

submitted monthly, and reports are distributed monthly, quarterly and annually. Prior to the 

establishment of JANIS, there was a variation in the guidelines used, however this has since been 

standardized. Dr Suzuki and JANIS was applauded for the quality of the surveillance system and 

the ability to standardize AMR data collection.  

2.2.3 National surveillance: Antimicrobial Resistance Surveillance Program (ARSP)  

Dr Celia Carlos presented the ARSP experience of AMR surveillance over the past 26 

years in the Philippines. Following WHO's call for action, the ARSP was established in 1988 

along with the Antimicrobial Resistance Surveillance Committee. From 1988 to 2009 sentinel 
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sites were set up and isolates collected from clinical specimens of patients. To date there are 22 

ARSP sentinel sites in the Philippines. ARSP holds annual meetings of all sentinel sites for 

presentation of national and regional AMR surveillance reports.  

ARSP also coordinates laboratory training and onsite visits to monitor laboratory quality 

and capacity. Dr Carlos outlined the protocols for AMR data collection, and that the methods for 

isolate identification have been standardised to CLSI guidelines. RITM serves as a reference 

laboratory for specialised testing including alert organism notification and molecular 

epidemiological studies of priority pathogens. The data collection is through WHONET entries 

of culture and sensitivity results.   

Achievements in recent years include the detection of outbreaks of drug-resistant bacteria 

and foodborne diseases, as well as the use of Pulse Field Gel Electrophoresis for foodborne 

disease surveillance. Surveillance data has been used as the basis for treatment recommendations 

for bacterial infections such as gonococcal infections.  

The future priority plans for ARSP are: 

• drafting of the National Action Plan on AMR; 

• improving surveillance of nosocomial infections and vaccine-preventable 

diseases; 

• establishment of antibiotic use surveillance system and to link this to AMR 

data; 

• achieve ISO 15189 certification; and 

• establishment of an integrated foodborne disease surveillance system. 

 

The ARSP lab-based surveillance program also contributes to the promotion of rational 

antibiotic use, and prevention and control strategies in the Philippines.  

2.2.4 Surveillance of AMR in Asian region: the ANSORP Experience  

Dr Doo Ryeon Chung presented the history of the Asian Network for Surveillance of 

Resistant Pathogens (ANSORP), strategies to control AMR and recent AMR data collected in the 

Region. ANSORP was initiated in 1996 with 14 centres in 11 countries and expanded to 112 

centres in 14 countries in 2012. ANSORP is an investigator initiated, nongovernmental network 

that encompasses local ANSORP networks in each country with 4 laboratories in the Republic of 

Korea.  ANSORP headquarters is based at the Samsung Medical Center with an executive 

committee and advisory board.  

The surveillance activities and target organisms studied comprise project-based studies on 

AMR in major bacterial pathogens including hVISA, enteric pathogens, community and hospital 

acquired pneumonia, methicillin resistant Staphylococcus aureus (MRSA), most recently a 

pertussis and an antimicrobial stewardship study in 2014. In the Republic of Korea, macrolide-

resistant Streptococcus pneumonia and the emergence of extensively drug-resistant pneunococcal 

strains have become non-susceptible to all antibiotics except for vancomycin, linezolid and 

tigecycline. There are high rates of hospital acquired MRSA in Asian countries, with the majority 

above 50%. On the other hand community-acquired MRSA prevalence is lower.  

 ANSORP collaborates with iCARE, ISAAR, ABB, APFID and WHO. Also, Campaign 4 

– Save antibiotics for all for life, which started in the Republic of Korea and Thailand, will be 

expanded to additional ANSORP countries.  
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Finally, the Korean Antimicrobial Resistance Surveillance Network (KARS-Net), will 

commence at the end of 2015. KARS-Net is a data warehouse that will enable real-time analysis 

of AMR data collected daily and disseminate reports at regular intervals.  

2.3 Session 3: Health Systems Response to AMR 

2.3.1 CFDA’s Perspective on Rational Use of Antibiotics 

Dr Wang Xiangyu presented China’s special campaign for rational use of antibiotics. The 

Drug Administration Law, Article 71 enforced adverse drug reaction monitoring in China. The 

2013 surveillance report showed that the five most common antibiotics causing adverse drug 

reactions were cephalosporin, quinolone, macrolide, penicillin and nitroimidazole.  

A guideline on technical review of new antibiotics is being introduced in China. The 

requirements of new antibiotics are: 

(1) foundations: microbiology and pharmacokinetics studies; 

(2) pre-clinical study on the rationality for the formula and proportion of the 

compound; 

(3) carefully designed clinical trials of single dose; and 

(4) comparative studies with marketed single drugs or compounds. 

 

Fast track guidelines for new multidrug-resistant tuberculosis (MDR-TB) treatments 

(based on the provisions on Drug Registration, Article 45 (2011)), mean that second line TB 

drugs are applicable for fast track review and approval by the Ministry of Health. This led to the 

2013 approval of cycloserine; a synthetic antibiotic with broad spectrum activity that is 

recommended by WHO’s DOTS-Plus therapeutic strategy.  

Discussion focused the fast drug registration route enabling medication to reach patients 

faster, and more effectively. However, there is a need to control sale and use through regulation. 

Although China has regulations in place for prescribing antibiotics (only through prescriptions in 

hospitals), implementation of the regulations, especially in communities, is a challenge. 

Concerns were raised regarding the financing of fast-track TB drugs, and out-of-pocket expenses 

for patients, especially in countries with universal health coverage. While China Food and Drug 

Administration (CFDA) is only responsible for safety and efficacy of novel therapeutics, 

approval of high quality generic drugs is important to reduce the price of therapeutics.   

2.3.2 Antimicrobial Stewardship in Australia: a national program 

Dr Marilyn Cruickshank presented the fundamentals of a successful antimicrobial stewardship 

(AMS) program and AMS initiatives in Australia. Three key areas are central to control 

antibiotic resistance: (1) infection control; (2) antibiotic stewardship; and (3) surveillance: 

antibiotic resistance bacteria and antibiotic use. 

In Australia, since 2013, AMS is mandatory for the accreditation of hospitals, day 

procedure centres and dental practices. The criteria for AMS (Standard 3.14) for accreditation 

are: 

(1) AMS program is in place; 

(2) prescribers have access to therapeutic guidelines; 

(3) monitoring of antimicrobial use and resistance; and 

(4) demonstration of improvement of AMS programs.  
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AMS programs are different at all levels. If a health service can meet the standards and 

exceed expectations they are given a 'met with merit accreditation'. The highest numbers of 'met 

with merit' accreditation were health facilities with existing AMS and hand hygiene programs. 

However, the criterion of having an AMS program is not met in day procedure and dental clinics. 

Australia’s National Antimicrobial Utilisation Surveillance Program (NAUSP) analyses 

national and individual hospital trends of antimicrobial usage and disseminates the data. This 

allows hospitals to compare themselves and promote improvements.  

Australia’s Antibiotic Awareness week, in November 2014, will be based on a 'One 

Health' approach. The next step is for greater integration of antimicrobial use and AMR 

surveillance data in Australia under a 'One Health' approach. In addition, by 2015 Australia 

hopes to achieve full coverage of active AMS programs in hospitals, and by 2017 within the 

community. 

Discussion highlighted the benefit of attaining hospital executive support and financial 

commitment for AMS programs through regulation by accreditation programs. Having the 

hospital prescription records available on a public website, has dramatically affected prescribing 

habits. The National Prescribing Services (NPS), Australia and the WHO Regional Office are 

developing an AMS training package for countries within the Region.  WHO will support 

Member States to introduce this training, and the Philippines plan to pilot the AMS program.       

2.3.3 Antimicrobial resistance in Viet Nam 

Dr Ngo Thi Bich Ha presented the current situation and future plans of AMR in Viet Nam. 

He introduced the capability of hospitals to perform AMR testing, with only 20 out of 

approximately 1200 with the capacity.  

Viet Nam does not have a national AMR surveillance system; however a few surveillance 

surveys exist. These include the cooperation with the Global Antibiotic Resistance Partnership 

(GARP) to collect antibiotic use and antimicrobial resistance data in some hospitals in 2008—

2009. In addition, the VINARES project collects antibiotic use and AMR data in 15 hospitals.  

Challenges in Viet Nam to contain AMR include poor infection prevention and control, 

misuse and overuse of antimicrobials, over-the-counter sales, limited awareness, lack of 

laboratory capacity to test for AMR and no national database for AMR surveillance. Next steps 

to address these issues are: 

• Development of national action plan 2012—2013 on AMR: approved by the 

Ministry of Health; 

• Establishment of National Executive Board and AMR surveillance 

subcommittees: approved by the Ministry of Health; 

• Establishment of national surveillance network for monitoring AMR; 

• Close cooperation treatment system and preventative medical sector; and 

• Cooperation with WHO, GARP and NGOs. 

 

Viet Nam has a five year AMR surveillance plan 2015—2020, and is running community 

awareness campaigns, training health workers on good prescribing practices, infection control 

and hand hygiene, training technicians about antibiogram tests and training pharmacists on 

evaluating antibiotic use. He concluded the presentation by emphasising the importance of 

preserving antibiotics for future generations.  
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Discussion included country examples of experiences with changing prescribing practices 

of doctors, and regulations to limit pharmaceutical marketing practices. For example, in Hong 

Kong SAR (China) the advertisement of specific drugs for specific medical conditions is 

prohibited, however advertisement remains wide spread in most Member States.  

2.3.4 Infection Prevention and Control Program in Hong Kong SAR (China) 

Dr Wong Tin-yau provided an overview of coordinating mechanisms and strategies for 

containment of AMR in Hong Kong SAR (China) focusing primarily on infection prevention and 

control (IPC). Hong Kong SAR (China) faces the following gaps and challenges:  

• Strengthen overall organization to achieve coordinated concerted efforts; 

• Resolve existing data gaps in AMR surveillance; 

• Mitigate the effects of human resources and physical constraints on IPC; 

• Strengthen collection of antibiotic consumption/use data and implementation of 

territory wide monitoring; and 

• Pending engagement on safe use of antibiotics beyond human medicine. 

 

The designated focal point for AMR is the IPC control branch, which has four main 

strategies for AMR control; (1) surveillance; (2) careful use of antibiotics; (3) IPC; and 

(4) community engagement. The surveillance system has specific monitoring programs for 

specific AMR pathogens of public health importance including MDR-TB, drug resistant HIV and 

resistant Neisseria gonorrhoeae. In addition community acquired-MRSA (CA-MRSA) isolates 

are notifiable since 2007 and other multidrug-resistant organism clusters are subject to voluntary 

reporting. Antibiotic usage is also monitored in the public hospitals. 

In regard to IPC, programs are active in private and public hospitals, and AMS programs 

have been in place in public hospitals since 2005. Regular training and education programs on 

IPC are available for health professionals, and regular updating of the IMPACT guidelines 

manual and mobile application with antibiograms of the hospitals for health professionals to refer 

to on a regular basis.  

Regarding specific interventions to control multidrug-resistant organisms, environmental 

and hand hygiene programs are in place. This includes advocating WHO Five Moments for Hand 

Hygiene and annual activities for World Hand Hygiene Day (5 May). To conclude the 

presentation, he mentioned that an AMR awareness campaign will be rolled out in 2014 to occur 

annually.  

2.3.5 Japan’s policy for IPC 

Dr Keishi Abe presented Japan’s policy for IPC of AMR guided by the motto 'prevent, 

detect and respond'.  Japan has two national surveillance systems for AMR; NESID and JANIS. 

Since 2000, voluntarily reporting to JANIS has increased with the inclusion of hospitals with less 

than 200 beds (initial target was hospitals with more than 200 beds).  

Japan's regulation on prescribing and dispensing of antimicrobials includes a fee schedule 

and guidelines for antibiotic prescriptions. Prescriptions are at the discretion of individual 

physicians. In addition, AMS is emphasized by professional societies, rather than the 

government, to motivate good prescribing practices.  

Japan’s regional network for nosocomial infections, comprised of hospital networks, 

provides IPC support to community hospitals. A top-down approach is used for regulation of 

local governments, however authority is decentralized. Also, a bottom-up approach has been 
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used to incentivise hospitals to establish good IPC programs. The combination of regulation, and 

providing incentives aided implementation of effective IPC programs. 

In conclusion, Japan has the capacity to detect and respond to AMR in a timely manner 

through their two surveillance systems.  Professional autonomy in relation to prescribing 

practices was important to appropriately and promptly deal with individual AMR cases. Finally, 

the regional network for nosocomial infections works well to cooperatively contain AMR.   

Discussions highlighted the WHO IPC core components, the need for IPC programs to be 

setting-specific, and that the three key elements for containing AMR are IPC, along with 

surveillance and AMS.  

2.4 Session 4: National multisectoral policy and priority action on health systems response to 

AMR in the Region 

2.4.1 National Health and Family Planning Commission’s (NHFPC) AMR policy development 

Dr Zhong Yinbo presented China’s policies and activities to control AMR. Although 

abuse of antibiotics is a global problem, NHPFC has always paid attention to the management 

and clinical use of antibiotics and over the past several years the abuse of antibiotics has been 

significantly reduced in medical facilities.  

He outlined seven policies on AMR that were issued from 2002 to 2012: 

• 2002: Temporary Rules for Pharmaceutical Affairs in Health-Care Institutions; 

• 2004: Guiding Principles of Clinical Use of Antibiotics; 

• 2006: Administrative Regulations for Nosocomial Infections; 

• 2007: Administrative Regulations for Prescription; 

• 2009: Notification on Strengthening Management of Clinical Use of Antibiotics; 

• 2009 and 2012: National Essential Drug List; and 

• 2012: Administrative Regulations for Clinical Use of Antibiotics. 

 

With respect to surveillance, the Ministry of Health Center for Antibacterial Surveillance, 

the China Antimicrobial Resistance Surveillance System and the Chinese Monitoring Network 

for Regional Use of Drugs were set up in 2005. The surveillance systems were set up to collect 

information of drug use in medical institutions, and serve as a scientific basis for the formulation 

of relevant policies and regulations.   

Recent AMS activities include, in 2011, the special campaign for rational use in hospitals 

as well as the three goods and one satisfaction activity was launched. He clarified that three 

goods and one satisfaction stood for good service, good quality and good medical ethics results 

in the satisfaction of the patient.  He concluded the presentation by highlighting that the 

nationwide campaign on AMS had already achieved very good results.  

2.4.2 Cambodia: National AMR policy development process 

Dr Bun Sreng presented the development of Cambodia’s national AMR policy. The 

process started with a national workshop on antibiotic resistance in 2011. The AMR working 

group was then established by the Ministry of Health in 2012. In 2013, a country situation 

analysis was conducted and the national AMR policy and two-year strategic plan to combat 

AMR were drafted (based on WHO's six-point policy package). In 2014, two consultative 

workshops (in March and May) were held to review the national AMR policy and strategic plan.  
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Discussions on the national AMR policy and strategic plan acknowledged this positive 

developed and considered the need for budgeting and eventual funding with the support of 

development partners.  

2.4.3 Development of National AMR Strategy for Australia 

Dr Jennifer Firman presented the background and future direction for Australia’s National 

AMR Strategy. The drivers of antibiotic resistance include poor IPC, poor and unrestrained use 

of antibiotics, the collapse of antibiotic research and development, substandard antibiotics and 

globalization and international travel. 

In Australia, there are strong regulatory systems to ensure good quality, safe and effective 

medicines and the majority of antibiotics are available only by prescription. There are national 

standards for IPC and AMS in hospitals as well as some surveillance of AMR and antibiotic use 

in hospitals.  However some gaps remain, primarily in monitoring in the community. The lack of 

a comprehensive national strategy to guide action on AMR and ensure coordinated efforts, is due 

to the lack of national leadership, although this is now changing. An AMR Prevention and 

Containment Steering Committee was established in 2013. In addition, she mentioned that initial 

financial commitments have been made and that the initial AMR strategy, supported by the 

advisory group on AMR, was to improve surveillance, prevent infections and spread of resistant 

infections and improve the appropriate use of antimicrobials in human and animal health.  

Although there are IPC guidelines in place there are gaps in the veterinary practice and in 

animal health. In the surveillance of AMR, surveillance programs for specific diseases were in 

place as well as sentinel site surveillance through the Australian Group on Antimicrobial 

Resistance (AGAR). However there is a lack of a comprehensive, national AMR surveillance 

system. National surveillance of antimicrobial use in human and animal health is carried out 

through the National Antibiotic Utilisation Surveillance Program (NAUSP), Drug Utilisation 

Standing Committee and the Australian Pesticide and Veterinary Medicines Authority. Dr 

Firman emphasized that a greater linkage between surveillance of AMR and antimicrobial usage 

was required in Australia, and more specific antimicrobial use data for individual practices.   

She introduced the Antimicrobial Stewardship in Australian Hospitals, 2011 document and 

pointed out that there is a lack of an equivalent AMS approach in general practice, aged care and 

animal health. Dr Firman explained the ongoing work by NPSMedicineWise in communication 

and education on AMR, highlighting their ‘Resistance Fighter’ public awareness campaign. 

However the challenges she identified were the difficulty in achieving sustained change in 

consumer attitudes and behaviours. 

Discussion focussed on the structure of the AMR strategy. The strategy was turned into a 

discussion paper for public comment in August 2014, and it is a high-level document without 

specific milestones. The linkage of AMR surveillance and antimicrobial use data, referred to as 

the “holy grail” for containment of AMR, and that drug-bug combinations could potentially 

increase resistance of other bacteria. It was complicated to successfully link the two surveillance 

data sets and pilot studies would initially be done to assess the best system to take up nationally.  

National leadership and awareness are key to sustained impact of containment strategies for 

AMR. 

2.4.4 Multi-Sectoral Efforts to Combat Antimicrobial Resistance in the Philippines 

Dr Melissa Guerrero presented drivers of AMR, and an overview of the multisectoral 

efforts to combat AMR in the Philippines. The three drivers of AMR in the Philippines are: 
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(1) prescribers: pharmaceutical products being prescribed inappropriately; 

(2) dispensers: antimicrobials available over the counter without prescriptions; and 

(3) patients: lack of awareness, pervasive practise of self-medication with the least 

effective agents in incorrect dosages. 

 

The Philippines has 26 years of AMR surveillance, with 22 sentinel sites, however what is 

missing is action on combatting AMR. The alarming rates of resistance among various 

pathogens, as reported by ARSP include that the Philippines ranks sixth among 27 identified 

high burden countries of MDR-TB, and that the Philippines has reported resistance to 6 of the 

top 10 antimicrobials, as identified by the IMS Health 2013 report. The Department of Health 

noted the high procurement of restricted antibiotics in a report in 2012.  

In response to the AMR situation in the Philippines, the Administrative Order no 42 

signed in 2014 by President Benigno Aquino mandating the creation of an Interagency 

Committee on AMR.  The Interagency committee’s objective over the next three years is to 

finalize the National Action Plan on AMR in the Philippines for adoption and implementation. In 

addition, the committee will coordinate AMR policies and strategies at the national level 

involving both the public and private sectors including agriculture, trade, health professions, 

academia, NRA, industry, consumers and patient groups. She mentioned that the Interagency 

Committee on AMR first convened in June 2014.  

Dr Guerrero also outlined the National AMS program that is aimed at ensuring rational 

prescribing, dispensing and use of antimicrobials in the country. The program aims to provide 

guidance to clinicians on responsible prescribing, reinforce implementation of IPC measures, 

strengthen rational displacing of antimicrobials and increase the public awareness of AMR.  

The Philippines had created a National Antibiotic Guidelines Committee to develop 

evidence-based guidelines on prescribing of antimicrobials, and will pilot an AMS program in 10 

national hospitals in collaboration with NPSMedicineWise and the WHO Regional Office. Public 

and consumer advocacy plans for AMR involve a one-year phased risk communication plan for 

the public. The targeted messages in the advocacy campaign are; the AMR threat in the 

Philippines, basic IPC measures, management of common coughs and colds and rational use of 

existing antibiotics.  

2.5 Group work 

The group work on days one and two asked participants to identify gaps and challenges in 

containing AMR in Member States in the Region, and to develop recommendations for priority 

regional actions to contain AMR. Participants identified key milestones at years one, three and 

five, and indicators to monitor progress.  

On day three, the recommended priority actions were finalised, and a draft list of priority 

actions was presented. The summary of key gaps and challenges identified by Member States are 

available in Annex 4.  The revised implementation steps, key milestones and indicators to 

monitor the priority actions are available in Annex 5. The key areas addressed in working group 

one, two and three are listed below. 

2.5.1 Day one: regional surveillance of AMR and monitoring of antimicrobial use. Priority 

actions under the following headings were identified: 

(1) the need for AMR surveillance; 

(2) strengthening countries’ capacity for AMR surveillance; and 

(3) monitoring and sharing of antimicrobial consumption and usage of data. 
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2.5.2 Day two: prioritizing actions for health systems to contain AMR in the Region:  

(1) strengthening pharmaceutical systems to ensure access to quality antimicrobials; 

(2) increasing responsible use of antimicrobials; and 

(3) enhancing infection prevention and control. 

 

2.5.3 Day two, second session: progressing development and implementation of national 

AMR action plans with multisectoral approaches: 

(1) awareness; 

(2) development of comprehensive, multi-sectoral national policies on AMR; and 

(3) resource needs for implementation of comprehensive, multi-sectoral national 

policies on AMR. 

 

 

3.  CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

Member States efforts to contain AMR are ongoing, specifically in the three pillars for 

containment: IPC, AMS and surveillance programs. Frequently raised issues throughout the 

consultation were: 

(1) linking AMR and antimicrobial use surveillance data; 

(2) implementation of good prescribing practices among doctors, especially in 

community settings; 

(3) increasing laboratory capacity to test for AMR; 

(4) drafting national AMR plans; 

(5) increasing public awareness on AMR; and 

(6) addressing gaps in surveillance of AMR and antimicrobial use in the animal sector. 

 

The consultation emphasized the increasing health threat of AMR in the Region, and the 

opportunity for action due to high levels of multisectoral interest and momentum to contain 

AMR beyond human health in a 'One Health' approach.  

3.2 Recommendations 

Participants reached consensus on the re-grouping and finalization of the recommended 

priority actions, key milestones and indicators. The recommended, revised draft list of priority 

actions identified by Member States to contain AMR in the Region to be considered for 

endorsement by the sixty-fifth session of the Regional Committee for the Western Pacific are: 

(1) Strengthening development and implementation of comprehensive national plans to 

contain AMR and raise awareness in multiple sectors: 

(a) Increased awareness, leadership and financial commitment to contain 

AMR in all relevant sectors;  

(b) change attitudes and behaviours of the public through intensified public 

education campaigns on AMR and responsible use of antimicrobials.   
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(c) develop and implement comprehensive, multisectoral policies and actions 

for containment of AMR at local and national levels supported by regional 

and global strategies and collaborations.  

(2) Improve surveillance of AMR and monitoring of antimicrobial use: 

(a) develop and implement harmonized standards and methodologies for 

improved monitoring of AMR and antimicrobial use in human and 

emerging pathogens in alignment with the globally agreed approaches, 

and guidance by regional coordinating mechanisms; 

(b) incorporate the use of reliable evidence to inform policy and action 

through coherent, national systems and regional networks to collect, 

analyse, share and disseminate data generated from monitoring of AMR 

and antimicrobial use through these networks; and 

(c) develop and strengthen national surveillance systems including laboratory 

capacity to monitor trends of AMR and antimicrobial use supported by 

regional surveillance networks. 

             (3)   Strengthen health system capacity to contain AMR: 

(a) adapt and institute good practices regarding effective regulation and 

enforcement to ensure availability of effective, safe and quality 

antimicrobials; 

(b) implement AMR programs with full national coverage to improve 

prescribing practices of health care providers and responsible use of 

antibiotics; 

(c) ensure equitable and universal access to ‘prioritised’ antimicrobials by 

strengthening financing and procurement mechanisms for antimicrobials; 

(d) implement IPC programs at all health-care and key congregate settings; 

and 

(e) enhance education in the health-care setting for good hygiene and IPC 

practices, and ensure access to infrastructure such as washing and waste 

disposal facilities. 

4.   CLOSING 

In closing, Dr Lin highlighted the future steps for AMR containment in the Region. 

Member States were encouraged to review the recommended priority actions for AMR, and brief 

delegates in time for discussions at the sixty-fifth session of Regional Committee in October 

2014. 
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Working group I – regional surveillance of AMR and monitoring of antimicrobial use 

discussion and recommendations 

 

Day 2 

4. Session 3: Health systems responses to AMR: 

• Pharmaceutical issues, regulation, supply system and rational use of antimicrobials 
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and AMR awareness campaign:  

• China (Xiangyu Wang) 
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• Viet Nam (Ngo Thi Bich Ha) 

• Infection prevention control 
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• Hong Kong (China) (Wong Tin-Yau, Andrew) 

• Japan (Keishi Abe) 

Working group II –Prioritise actions for health systems response to contain AMR in the  

Western Pacific Region 
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5. Session 4: National multi-sectoral policy and priority actions on health systems response  

to AMR in the Western Pacific Region 

• Country specific examples:  

• China (Zhang Wenbo) 

• Cambodia (Bun Sreng) 

• Australia (Jennifer Firman) 

• Philippines (Anne Melissa Guerrero) 

Working group III – Progressing development and implementation of national AMR  

action plans with multi-sectoral approaches 

 

Day 3 

6. Group work IV :  Summary recommendations and drafting of priority actions 

• Finalize list of priority actions to contain AMR in the Western Pacific Region 

7. Final list of priority actions to contain AMR in WPR (Klara Tisocki) 

8. Next steps (Vivian Lin) 

9. Closing session 
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 ANNEX 4 

 

WORKING GROUP OUTCOMES 

Table 1: Group work one summary of gaps and challenges on surveillance of AMR and 

monitoring of antimicrobial use 

Main gaps and challenges Key actions at national 

level 

Key actions at 

regional level 

A) The need for AMR surveillance 

1. Smaller countries – harder to 

initiate AMR program but potentially 

easier as smaller less complex system 

  

2. No link between research findings 

and policy advocacy, different 

research projects, different 

methodologies and antibiotics tested 

  

3. Lack of national responsibility for 

AMR surveillance 

  

B) Strengthening countries’ capacity for AMR surveillance  

1. Lack of coordinating mechanism 

and standardised protocol for data 

collection; centralised data collection 

platform, analysis and dissemination 

of data captured; other relevant data 

(e.g. food and animal), etc.    

Set up coordinating 

mechanism to address 

the issues 

A regional network 

with harmonisation 

of protocol, 

standards etc. and 

supported by WHO 

2. Laboratory capacity 

- Lack of external reference lab. 

- Lack of expertise or qualified 

personnel; 

- Lack of training & workshop; 

- Lack of facility; 

- Lack of quality assurance (e.g. 

standard operating 

procedure); 

Capacity building at 

national level 

 

WHO leadership and 

support (e.g. capacity 

building); 

Regional reference 

laboratories/instituti

ons providing 

technical training, 

quality assurance, 

etc.   

Limited resources (e.g. computer data 

capturing system) 

Political commitment 

and community support 

WHO leadership and 

support 

C) Monitoring and sharing of antimicrobial consumption and usage data 

1. Standard methodology for 

monitoring usage. 

 

 

Agreement on 

common regional 

methodology  

2. Lack of data around antimicrobial 

usage in agricultural sector . 

Collaboration of 

government agencies 

within countries  

Sharing of 

information across 

regions (e.g. FAO; 

OIE) 
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3. Monitoring of API in importation 

and exportation of antimicrobials. 

-Coordination across 

regulatory and 

government agencies 

-Develop capacity for 

testing (in some 

countries) 

Guidance from WHO 

on range of 

antimicrobials to be 

monitored (e.g. list of 

critically important 

antimicrobials) 

4. Private sector vs. public sector Identifying incentives to 

ensure comprehensive 

reporting (e.g. rapid 

feedback; accreditation 

and regulatory standard 

 

5. Hospital vs. community sector -Collaboration across 

medical agencies 

-National antibiotic 

guidelines 

 

6. Capacity for data collation and 

analysis (e.g. Philippines; Vietnam) 

Build infrastructure and 

capacity for sustained 

data analysis 

 

Use existing data 

collection networks 

as a foundation for 

further work 

7. Reporting of data (e.g. compliance; 

use of data for policy) 

  

8. Discrepancies between 

procurement, sales and dispensing 

data 

  

9. Limited knowledge of prescribing 

indications 

  

10. Linkage of AMR data with usage 

data 

  

11. Managing patient expectation and 

health literacy around AMR 

  

 

Table 2: Group work two summary of gaps and challenges on prioritising actions for health 

systems response to contain AMR in the Western Pacific Region 

Main gaps and challenges Key actions at national 

level 

Key actions at 

regional level 

A) Strengthening pharmaceutical systems to ensure access to quality antimicrobials 

1. Lack of technical staff/weak 

regulatory capacity to monitor 

quality of antimicrobials 

  

2. “Lax” enforcement of regulations   

 



 

Annex 4 

 

3. New challenges in assessment of 

quality of herbal/traditional 

medicines 

  

4.Bulk chemicals – grey area with 

respect to jurisdiction of China FDA 

  

5.Challenges in establishment of 

links with  regulatory authorities of 

other countries such as 

establishment of a catalogue of 

antimicrobials exported by China to 

the USA & other countries (including 

language used in catalogue) 

  

6.Lack of tracking systems for APIs   

7. Existence of illegal drugstores   

8. Smuggling of counterfeit drugs 

across borders (common challenge) 

  

9. ASEAN Common Technical 

Document – not being enforced 

equally among countries 

  

B) Increasing responsible use of antimicrobials 

1. National guideline availability 

specific for country 

Guidelines are purchased 

Complying to guidelines if the 

guideline was available 

No auditing tool to monitor 

compliance 

Audit guideline usage 

and  

Highlight when not to 

use antibiotics 

Regulation on 

prescribing and 

dispensing 

Train prescribers at all 

levels (students, doctors 

etc.) 

 

 

2. Expectation of patients Reassurance to patients 

Education and increase 

awareness 

Promote delayed 

prescription 

Region specific 

awareness campaign 

3. Pressure from drug companies 

(patient and prescribers) 

Restricting visits by 

companies and 

restricting marketing to 

HCW 

Promote ethical 

behaviour of prescribers 

Declare conflict of 

interest by  

 

4. Delay of laboratory capacity to 

deliver results 

Improve infrastructure 

and training 

 

5. Use of antibiotics in animals Separate the types of 

antibiotics used in 

human and animals 
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6. Monitory benefit on the sale of 

antibiotics across all sectors 

Promoting health care 

reform 

Regulate important of 

antibiotics 

Separate dispending and 

prescribing (reduce 

monitory benefits) 

Improve financing 

mechanisms to prevent 

purchasing by patients 

 

C) Enhancing IPC 

1. Lack of awareness in healthcare 

workers and the general public 

Health promotion and 

education campaign 

targeting HC and the 

general public; 

 

Exchange of practice 

among regional level; 

2. Lack of support/allocated 

resources from the government 

Advocate to policy 

makers for support and 

resources 

Link of infection 

control and agenda 

at regional level 

WHO agenda item 

(IPC) to highlight 

importance of the 

issue for MS 

3. Lack of IPC programs due to 

insufficient strategies, facilities 

(overcrowding-often dependent on 

financial structure) and measures 

for IPC at the national level 

 

Lack of resource centre 

Build a strategy and 

consider adoption of 

core 

components/foundations 

as proposed by WHO (8 

elements) for MS to build 

on 

Sharing of best 

practise among MS at 

the regional level 

(forum/meetings) 

Table 3: Group work three summary of gaps and challenges on progressing development 

and implementation of National AMR action plans with multi-sectoral approaches 

Main challenges, gaps, needs Key actions at national 

level 

Key actions at 

regional level 

A) Awareness 

1. Politicians – want to be seen as 

successful; how much money actions 

will save; look good and responsible.  

Communicate with 

messages that encourage 

politicians to act 

 

2. Low awareness among politicians 

same reasons as in the community; 

competing priorities. 

  

3. Healthcare professionals can earn 

extra from prescribing in some 

settings (primary care) and do not 

experience AMR effects like 

colleagues see treatment failure in 

major hospitals. 

Enforcement of ethical 

code of practice and 

guidelines. 

Make information 

available for primary care 

physicians to see the link 

between prescribing and 
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AMR. 

Address financial 

incentives. 

Train early – implement 

systems to enforce 

behaviour. 

Assessment of quality of 

care 

4. Patient expectation of treatment.   

5. Lack of data about costs and types 

of infections. 

Highlight costs of 

infections and costs of 

antibiotics 

 

6. Lack of understanding about how 

antibiotics work by community. 

Education of children in 

schools – integrate with 

other subjects e.g. biology, 

art 

 

7. Poverty prevents access to 

medical care -so OTC and counterfeit 

drugs. 

  

 

B) Development of comprehensive, multi-sectoral national policies on AMR 

1. Lack of active, comprehensive 

national programs and policies to 

combat AMR. 

  

2. Insufficient HR/financial and 

technical resources. 

Current international atmosphere 

for “one health” approach is 

essential. 

Efficient use of national 

resources, education, to 

define activities of targets 

and timelines for 

implementation of national 

plans 

International 

agencies (e.g. 

WHO) are 

supposed to 

provide 

inventories and 

technical materials 

to implement the 

national plan 

created by each 

country. 

3. Budget systems are different in 

countries by countries. (e.g. two-

year fiscal cycle). 

Political climate can be changed for a 

short period of time. 

  

4. Translation of central 

governments’ plan into a local action 

may not be easy. 

  

5. Insufficient funding for awareness 

raising in local levels. 

 Strategic support: 

need to be 

coordinated 

between multiple 

sectors in local, 

national and 

international level. 
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6. Funding resource is based on each 

ministry. Even in the same ministry, 

sectionalism can occur. Political 

Leadership between ministries is 

necessary but not sufficient to make 

a true coordination possible. 

  

 

 

7. Difficulty to monetize costs 

incurred by AMR, which affects 

multiple sectors.  

 Develop a tool to 

access the total 

costs. 

C) Resource needs for implementation for comprehensive, multisectoral national 

policies on AMR. 

1. Insufficient HR/financial and 

technical resources. 

Current international atmosphere 

for “one health” approach is 

essential. 

 

  

Efficient use of national 

resources, education, to 

define activities of targets 

and timelines for 

implementation of national 

plans. 

International 

agencies (e.g. 

WHO, FAO, OIE) 

are supposed to 

provide 

inventories and 

technical materials 

to implement the 

national plan 

created by 

countries. 

2. Budget systems are different in 

countries by countries. (E.g. two-

year fiscal cycle). 

Political climate can be changed for a 

short period of time. 

  

3. Translation of central 

governments’ plan into a local action 

may not be easy. 

  

4. Insufficient funding for awareness 

raising in local levels. 

 Strategic support: 

to be coordinated 

between multiple 

sectors in local, 

national and 

international level. 

5. Funding resource is based on each 

ministry. Even in the same ministry, 

sectionalism can occur.  

Political leadership between 

ministries is necessary but not 

sufficient to enable coordination. 

  

6. Difficulty to monetize costs 

incurred by AMR, which affects 

multiple sectors.  

 Develop a tool to 

access the total 

costs 

7. Insufficient HR/financial and 

technical resources. 

Current international atmosphere 

for “one health” approach is 

essential. 

efficient use of national 

resources, education, to 

define activities of targets 

and timelines for 

implementation of national 

plans 

International 

agencies are 

supposed to 

provide 

inventories and 

technical 
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materials to 

implement the 

national plan by 
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  ANNEX 5 

 

REVISED IMPLEMENTATION STEPS OF PRIORITY ACTIONS  

IDENTIFIED BY MEMBER STATES 

Listed are the revised implementation steps, key milestones and indicators identified by Member 

States during the Consultation to monitor progress on the priority actions. The revisions were 

circulated and discussed with Member States following the Consultation.  

Table 4: Implementation steps for strengthening development and implementation of 

comprehensive national plans to contain AMR and raise awareness in multiple sectors 

1. Increase awareness, political leadership and financial commitment on AMR in all relevant 

sectors. 

Year 1: Convene national AMR working groups and have high 

level multi-sectoral national and international meetings. 

Identify resources required for adequate national AMR plans. 

Indicators: 

Percentage of Member States 

with designated budget for 

AMR plan and national 

coordinating mechanism. 

Percentage of Member States 

with active implementation of 

national AMR plan. 

 

Year 3: Develop a national AMR plan. 

Year 5: Develop legislation on multi-sectoral AMR plans and 

develop funding mechanism. 

2. Increase AMR awareness and change attitudes and behaviours of the general public through 

public education campaigns on AMR. 

Year 1: Undertake a needs assessment survey and develop 

national campaign strategies. 

Indicators: 

Percentage of Member States 

reaching the milestones. Year 3: Campaign implemented. 

Year 5: Evaluate, revise and update strategies and campaigns. 

3. Prioritise AMR on the national agenda of key stakeholders. 

Year 1-3: Establish national coordinating mechanism. 
Indicators: 

Inclusion of AMR in post 

2015 millennium develops 

goals. 

Inclusion of AMR on agenda 

of international forums 

(APEC, ASEAN). 

Year 5: Develop a national action plan for AMR. 
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4. Establish and implement comprehensive, multi-sectoral policies and actions for containment 

of AMR at local and national levels supported by regional and global strategies and 

collaborations. 

Year 1: Define feasible policies and actions at all levels and 

identify participating Member States within the regional 

collaborative network. 

Indicators: 

Percentage of Member States 

with defined policies and 

actions. 
Year 3-5: Monitor and implement AMR strategy. 

 

Table 5: Implementation steps for improving surveillance of AMR and monitoring of 

antimicrobial use 

1. Develop and strengthen laboratory capacity, establish harmonized standards and 

methodology as well as quality assurance for AMR surveillance testing. 

Year 1: Identify national laboratory focal points and 

champions for AMR surveillance. 

Indicators: 

Percentage of Member States 

identifying focal points. 

Percentage of Member States 

establishing minimum 

laboratory capacity for AMR 

surveillance. 

Percentage of Member States 

in the regional AMR 

surveillance system. 

 

Year 3: Establish internal and external quality assurance of at 

least one reference laboratory through regional support from 

established AMR networks in the region (establish minimum 

capacity to test for key AMR pathogens). 

Year 5: Establish a regional AMR surveillance system. 

2. Set up a coordinating network to collect, analyze, share and disseminate AMR surveillance 

data at the national and regional level. 

Year 1: identify national focal points. Indicators: 

Percentage of Member States 

reaching the milestones. 

Regional AMR surveillance 

coordinating mechanism is in 

place. 

Year 3: Establish national coordinating mechanism. 

Year 5: Establish regional coordinating mechanism. 
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3. Conduct a situational analysis of antimicrobial use in humans and animal husbandry and 

monitor antimicrobial use using harmonized standards and methodologies. 

Year 1: Baseline report from Member States on existing data 

on antimicrobial use in all relevant sectors and establishment 

of a methodology working group for monitoring antimicrobial 

use. 

Indicators: 

Percentage of Member States 

completing the baseline 

report. 

Percentage of Member States 

adopting common 

methodology and monitoring 

antimicrobial use. 

Percentage of Member States 

in the regional reporting 

system. 

Year 3: Agree on common methodology, adopt methodology 

and build capacity to monitor antimicrobial use in Member 

States. 

Year 5: Implementation of monitoring of antimicrobial use in 

human, animal husbandry and agriculture sectors and 

establishment of a regional reporting mechanism. 

4. Generate and link AMR surveillance and antimicrobial use data with additional 

epidemiological and economic data to assess the health impact, economic burden and increase 

awareness and influence policy. 

Year 1: Develop tools to assess the prevalence and economic 

burden of AMR. 

Indicators: 

Development of the tools. 

Percentage of Member States 

adopting the tools. 

Percentage of Member States 

having a report on AMR 

prevalence and economic 

burden. 

Year 3: Assess the impact of AMR at national level through 

use of tools. 

Year 5: Share findings at national and regional level on AMR 

economic burden and prevalence to increase awareness and 

influence policy. 

 

Table 6: Implementation steps for strengthening healthy system’s capacity to contain AMR 

1. Strengthen financing and procurement mechanisms for antimicrobials to ensure equitable and 

universal access for all. 

Year 1-3: Conduct situational analysis of the supply chain 

(including API) of antimicrobials and ensure effective 

regulation for production and dispensing of antibiotics 

(including API). 

Indicators: 

Percentage of Member States 

that have completed the 

situational analysis 

Establishment of the regional 

mechanism. 

Year 5: Establish regional mechanisms to monitor and ensure 

security of the supply chain for antimicrobials. 
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2. Conduct situation analysis on regulatory systems for antimicrobials in all relevant sectors and 

between Member States to strengthen regulatory capacity and enforcement. 

Year 1: Review work that has been conducted by existing 

bodies (APEC, ASEAN). 

Indicators: 

Report published on situation 

analysis. 
Year 3-5: Establish national coordinating mechanism to 

strengthen regulations and regulatory capacity in multiple 

sectors. 

3. Review and strengthen existing guidelines and increase political commitment to the 

procurement of quality antimicrobials with a monitoring mechanism and clear and transparent 

guidelines for procurement. 

Year 1: Review existing guidelines Indicators: 

Percentage of Member States 

reaching the target milestones. 
Year 3: Update existing guidelines. 

Year 5: Monitor and implementation of guidelines by Member 

States. 

4. Implement AMS programs with full national coverage by increasing awareness and training 

of health-care professionals to improve prescribing practices and responsible use of 

antimicrobials. 

Year 1: Establish standard module for AMS and convene AMS 

committees. Survey knowledge of health-care professionals on 

AMS. 

Indicators: 

Percentage of Member States 

with AMS programs, AMS 

committees and AMS in 

medical education programs. 
Year 3: National AMS awareness campaign and incorporate 

AMS in basic and continuing medical education. 

Year 5: Develop hospital policies to improve responsible and 

prudent use of antimicrobials including standardizing a code of 

conduct on AMS. 
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5. To develop and /or strengthen strategy and implementation of IPC programs in health-care 

facilities. 

Year 1: Country Situational Analysis on IPC. Indicators: 

Report on Country Situational 

Analysis on IPC. 

Survey data to reflect 

knowledge, attitude and 

practices among health care 

workers and policy makers. 

Number of Member States 

with IPC plans. 

Percentage of hospitals and/or 

institutions with IPC 

programs in place. 

Regular reports on the state of 

the local goals (outcomes and 

processes) and strategies and 

the impact of the IPC 

activities. 

Year 3: Exchange of different country experiences and 

formation of national and hospital/institutions plan for IPC 

with inclusion of WHO 8 Core Components for IPC 

programmes. 

Year 5: Implementation and monitoring. 
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WHO Global Efforts to Tackle AMRWHO Global Efforts to Tackle AMR

� Regional Consultation on Priority Actions for Antimicrobial 

Resistance in the Western Pacific Region

� 30 July – 1 August 2014, WPRO, Manila, Philippines 

Carmem Lúcia Pessoa-Silva, MD, PhD

Pandemic and Epidemic Diseases (HSE/PED), WHO Headquarters, Geneva

pessoasilvacl@who.int

2 WHO Global Efforts to Tackle Antimicrobial Resistance 

2011 World Health Day policy package
Call for action

2011 World Health Day policy package
Call for action

1. Comprehensive national plans with 

accountability and broader sectoral 

engagement, including civil society

2. Strengthening surveillance & lab capacity

3. Access to essential medicines of assured 

quality

4. Rational use of medicines in all sectors

5. Infection prevention & control

6. Innovation, R & D for new tools

Main follow up actions:

� Raising awareness  and political 
engagement

� Country situation assessment

� Development of a global AMR 

surveillance program

3 WHO Global Efforts to Tackle Antimicrobial Resistance 

Raising awareness and political engagementRaising awareness and political engagement

� Collaboration with multiple partners and fora

– AMR as a global issue

– Complex nature, need for action by multiple partners

– World Economic Forum Report 2013

– Tripartite collaboration OIE-FAO-WHO

� Collaboration with Member States & discussions at WHO 

governing bodies' meetings

4 WHO Global Efforts to Tackle Antimicrobial Resistance 

WHO Member States reaction after WHD 2011WHO Member States reaction after WHD 2011

� May 2013 Governing body meetings 

– Call for a report by the Secretariat on AMR

� WHO AMR Strategic &Technical Advisory Group (STAG) established:

– To advise on a global strategy to tackle the growing AMR challenge

– 1st meeting held on 19-20 September, 2013

� AMR STAG advised on the development of a global action plan

� WHA 2014: Massive support for resolution 

– Member States to develop / strengthen national action plans

– WHO to lead the development of a broad-based global action plan for 

submission to World Health Assembly in May 2015

5 WHO Global Efforts to Tackle Antimicrobial Resistance 

Global & National action plans: key elements
As per advice by the Strategic & Technical Advisory Group

Global & National action plans: key elements
As per advice by the Strategic & Technical Advisory Group

Coordination 
&

Intersectoral 
engagement

Hygiene and 
Infection 

prevention 
and control

Preservation 
of 

antimicrobials

Technical 
& service 
innovation

Social 
mobilization

Data & 
Knowledge 

sharing

6 WHO Global Efforts to Tackle Antimicrobial Resistance 

Country situation assessment (I)Country situation assessment (I)

Objectives 

� To foster policy dialogue and development of national plans

� To provide WHO information to guide its support to Member States 

Method

� Short questionnaire based on the WHD policy package
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7 WHO Global Efforts to Tackle Antimicrobial Resistance 

Countries with rapid assessment  (125 countries)

Rapid country situation assessment
As of 30 June 2014: 125 countries (122 MS) completed the survey

Rapid country situation assessment
As of 30 June 2014: 125 countries (122 MS) completed the survey

Country situation assessment (II)

8 WHO Global Efforts to Tackle Antimicrobial Resistance 

Is there a national AMR action plan to tackle AMR?

Preliminary results
Is there a national AMR action plan to tackle AMR?

Preliminary results

19
14

33

15

65

80

5 7
12

HIC LMIC All countries

Yes No Don't know

Country situation assessment (III)

9 WHO Global Efforts to Tackle Antimicrobial Resistance 

How frequently are antimicrobials sold without prescription? 

Preliminary results
How frequently are antimicrobials sold without prescription? 

Preliminary results

0

11 11
8

40

48

2

12
14

24

11

35

5

12

17

HIC LMIC All Countries

Always Frequently Occasionally Never Don't know

Country situation assessment (III)

10 WHO Global Efforts to Tackle Antimicrobial Resistance 

Is there a national Infection Prevention and Control program?

Preliminary results
Is there a national Infection Prevention and Control program?

Preliminary results

27

37

64

3

26
29

9

23

32

HIC LMIC All Countries

Yes No Don't know

Country situation assessment (IV)

11 WHO Global Efforts to Tackle Antimicrobial Resistance 

Development of a global surveillance program (I)Development of a global surveillance program (I)

Road map (defined in 2012)

1. Issue a global AMR report

2. Development of standards 

3. Collaborative platform

4. Sentinel sites

12 WHO Global Efforts to Tackle Antimicrobial Resistance 

Development of a global surveillance program (II)Development of a global surveillance program (II)

Road map (defined in 2012)

� Issue a global AMR report

1. Development of standards 

2. Collaborative platform

3. Sentinel sites
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13 WHO Global Efforts to Tackle Antimicrobial Resistance 

*National data means data obtained from official sources, but not that data necessarily are representative for the population or country as a whole

Available National Data* on Resistance for Nine

Selected Bacteria/Antibacterial Drug Combinations, 2013

WHO: Antimicrobial Resistance. Global report on surveillance 2014

14 WHO Global Efforts to Tackle Antimicrobial Resistance 

Development of a global surveillance program (III)Development of a global surveillance program (III)

2-3rd of December 2014: high level technical meeting hosted 

by the government of Sweden to: 

� Obtain high level commitments to build capacities needed for 
appropriate AMR surveillance

� Identify feasible options for AMR surveillance to be able to estimate 
magnitude and burden, guide action/interventions and to monitor 

trends 

� Agree on international collaboration to build global AMR surveillance 

possibly starting with piloting in a limited amount of countries.

15 WHO Global Efforts to Tackle Antimicrobial Resistance 

THANK YOU!THANK YOU!

http://www.who.int/drugresistance/en/
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WHO regional activities on 
combating AMR

WHO regional activities on 
combating AMR

Regional Consultation on Priority Actions for Antimicrobial 

Resistance in the Western Pacific Region
30 July – 1 August 2014, WPRO, Manila, Philippines 

Klara Tisocki, Essential Medicines and Health Technologies, 

WHO, Western Pacific regional Office 

AMR - a health security riskAMR - a health security risk

� AMR identified as a global health security risk

� AMR has an impact on the health of global populations, 
food safety, the environment and the economy 

� The prevention and control of AMR is complex 

o requires active multi-sectorial collaboration among: 

human health care, public health, 

animal health, agriculture

food safety, food production, and 

environmental protection sectors.

1st report by WHO summarising 
globally collected data on current 

situation on AMR for selected 
pathogens

April 2014

Bacteria Commonly Causing Infections 
in Hospitals and Communities

Staphylococcus aureus
(Wound infections,blood stream infections)

Resistant to Region No. of  
countries with 
national data 

No. of WHO 
regions with  

50 % resistance 
or more 

Range of 
reported 

%  of 
resistance 

methicillin 
“MRSA” 

World 83 5/6 0.3-90

SEAR 3 10-26

WPR 16 4-84

Western Pacific Region (WPR) frequently showing highest range 
for % resistant amongst regions

Bacteria Commonly Causing Infections 
in Hospitals and Communities

Escherichia coli  
(urinary tract infections, blood stream infections)

Resistant to Region No. of  
countries with 
national data 

No. of WHO 
regions with  

50 % resistance 
or more 

Range of 
reported 

%  of 
resistance 

3rd gen. 
cephalosporins 

World 84 5/6 0-82

SEAR 5 16-68

WPR 13 0-77

fluoroquinolones World 90 5/6 3-96

SEAR 5 32-64

WPR 16 3-96

Bacteria Mainly Causing Infections 
in the Community

Shigella species
(Diarrhoea,“bacillary dysenteria”)

Resistant to Region No. of  
countries with 
national data 

No. of WHO 
regions with  

25 % resistance 
or more 

Range of 
reported 

%  of 
resistance 

fluoroquinolones World 34 2/6 0-47 

SEAR 0 n/a

WPR 4 3-29
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Neisseria Gonorrhoeae

Detection of decreased susceptibility to 3rd generation cephalosporin and 
treatment failures up to 2010

Rapid assessment of country situation in the 
Western Pacific region

Rapid assessment of country situation in the 
Western Pacific region

A short questionnaire survey tool was sent to countries 

to get a rapid assessment of awareness, practices and 

policies about AMR

• Consolidation of data is ongoing at global level, 

• Individual country profile compiled from rapid 

assessment in the  Western Pacific Region will be 

sent back to countries for approval in August 2014

Countries with a National AMR Action Plan 
(updated within last 5 years)

n=34

Yes, 5

No, 27

Don't know, 

2

No 

response, 

3

Countries That Have Monitored Antimicrobial 
Use in Humans Within the Last Five Years

n=32

0

2

4

6

8

10

12

14

16

18

Yes No

Frequency Over the Counter Sales of 
Antimicrobial without a Prescription
Frequency Over the Counter Sales of 
Antimicrobial without a Prescription

HONG KONG (CHINA)

(CHINA)

MALAYSIA

VIET NAM

Frequency Over the Counter Sales of 
Antimicrobial without a Prescription
Frequency Over the Counter Sales of 
Antimicrobial without a Prescription
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Antimicrobial surveillance activities in 
the Western Pacific Region  (ongoing web-based survey) 

Antimicrobial surveillance activities in 
the Western Pacific Region  (ongoing web-based survey) 

• Capacity of national surveillance systems to monitor antibiotic resistant is 

very variable

• Different systems exist e.g. 

• Nationwide networks: Australia- AGAR, Philippines – ARSP;    
Rep. Korea - KONSAR

• Multiple networks within a country; China – MOHNARIN,   

NICPBP
• Regional Network across countries:  ANSORP (14 countries) 

• Challenges/Gaps: 
• Local level: Insufficient core capacity of laboratories to generate 

reliable data to support AMR containment strategies  

• Network level: lack of geographic/ demographic representation; 
poor analysis of accumulated data and poor dissemination of 

results to public  and health authorities

Subnational, national or regional networks for AMR surveillance in the 

Western Pacific Region 

Subnational, national or regional networks for AMR surveillance in the 

Western Pacific Region 

Country or territories Programme name Contact organization

Asia Region Asian Network for Surveillance of Resistant Pathogens (ANSORP) Samsung Medical Center

Australia Australian Group on  Antimicrobial Resistance (AGAR)

Australian Group on Antimicrobial Resistance, 

Royal Perth Hospital

*Cambodia NAMRU-2 U.S. Naval Medical Research Unit-2

China

Ministry of Health National Antimicrobial Resistant Investigation 

Net (MOHNARIN) Ministry of Health, Zhejiang University

China CHINET

Hua Shan Hospital, Shanghai Medical 

University, Institute of Antibiotics

China-Hong Kong

(SAR) Hong Kong Antibiotic Stewardship Program (ASP)

Hong Kong Hospital Authority, 

Centre for Health Protection

China-Province  of Taiwan Taiwan Surveillance of Antimicrobial Resistance (TSAR) National Health Research Institute

*Federated States  of 

Micronesia Federated States of Micronesia Surveillance Network FSM Department of Health and Social Affairs

Japan Japan Nosocomial Infections  Surveillance (JANIS) National Institute of Infectious Diseases

Malaysia

National Surveillance of Antimicrobial Resistance Programme 

(NSAR) Institute for Medical Research

Mongolia National Laboratory Network

National Center for Communicable Diseases, 

Health Sciences University of Mongolia

New Zealand ESR Antibiotic Reference Laboratory

Institute of Environmental Science 

and Research Ltd (ESR)

Philippines Antimicrobial Resistance Surveillance Program (ARSP) Research Institute for Tropical Medicine

Republic  of Korea

Korea Antimicrobial Resistance 

Surveillance Program (KARMS)

Korea National Institute of Health,

Center for Infectious Diseases

Republic  of Korea

Korean Nationwide Surveillance 

of Antimicrobial Resistance (KONSAR) Yonsei University College of Medicine

Republic  of Korea

Korean Network for Studies on 

Infectious Diseases (KONSID) Samsung Medical Center

Singapore

The Network for Antimicrobial 

Resistance Surveillance (NARS-Singapore) Tan Tock Seng Hospital

Viet Nam Viet Nam Resistance Project (VINARES) National Hospital for Tropical Diseases
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Types of laboratories in AMR surveillance networksTypes of laboratories in AMR surveillance networks

Gaps

AMR on the Agenda in the Western PacificAMR on the Agenda in the Western Pacific

1982 WHO Consultation group for surveillance of antimicrobial resistance

2002 WPR/RC53.R5 Antimicrobial Resistance

2010 WPRO cross-divisional Antimicrobial Resistance Working Group 

2011 WPR/RC62.R3 Antimicrobial Resistance  

2014 Regional consultation of priority Actions on AMR 

2014 AMR  Regional Committee Agenda  October 2014 

Need for actions on AMR Need for actions on AMR 
Work ongoing/planned in the Western 

Pacific regions 
Work ongoing/planned in the Western 

Pacific regions 
� Technical support to the development/ implementation of  

comprehensive national AMR policies and strategic action 
plans 

o ongoing:  Cambodia, Philippines, Vietnam  national AMR managenet
structure in place, policy developed;

o planned:  support LMIC countries for detailed AMR situation analysis and 
national policy/action plan development

� Development of WPRO  Regional surveillance system (ongoing)  

o Ongoing: Link with global level work on surveillance – global standards

o Planned: Consolidate existing data form active networks in the region 
with focus  on selected bacterial pathogens 

o Ongoing Capacity building/ networking to ensure quality of surveillance 
data between national surveillance networks (ongoing:  web-based 
survey of networks in the region)  
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Work ongoing/planned in the Western 
Pacific regions 

Work ongoing/planned in the Western 
Pacific regions 

� Regulatory capacity strengthening to ensure quality and 
reduce OTC sale / overuse/ abuse of antimicrobials 

o Ongoing:  disease specific activities malaria/ tuberculosis;  technical 
support to monitor quality of antimicrobials sold (Cambodia Japan 
collaboration) 

� Capacity building for Antimicrobial stewardship (AMS)

o Ongoing Concise training pack  for hospital managers on how to 
establish AMS in their hospitals  - ( training package completed; to be 
pilot tested in Philippines, roll-out in other countries   Philippines 
Australia NPS collaboration planned)

o Detailed training pack to for AMS teams planned  (NPS Australia) 

� Development methodology to monitor antimicrobial use  
consumption and other indicators of use (planned) 

Thank you!  Thank you!  

Annex 6



11/10/2014

1

AMR Surveillance    

Present and Future

Thomas F O’Brien, MD 

Department of Medicine    

Brigham and Women’s Hospital 

and Harvard Medical School   

Boston MA 02115 USA

1964-1982

MAINFRAME 

COMPUTER

PUNCHCARDS  

WORKSHEETS 

SCANNERS

COMPUTER-

GENERATED 

HISTOGRAMS

DISCRIMINATING

ß-LACTAMASES

IN ANIMAL AND

HUMAN ISOLATES 

OF

Salmonella

Typhimurium

Variety

Copenhagen
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1982 – 2014
WHO

PERSONAL COMPUTERS

DISKETTES

LIS  TRANSLATIONS 

(Baclink)

INTERNET

AUTOMATED       

CLUSTER-DETECTION 

(SatTScan) 

A. baumannii, 2003-2005

Resistance profile =ACFGLNT
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Start: 10/2/04 End: 12/29/05

ACFLNGT = Non-susceptible to 7 antimicrobials

A=Ampicillin, C=Cefotaxime, F=Ceftazidime, L=Levofloxacin, 
N=Nitrofurantoin, G=Gentamicin, T=Trim/Sulfa

Patients with isolates of 

Escherichia coli resistant to 

ciprofloxacin or levofloxacin at 

Center X  2012-2013

ST 131

Phenotype Number of patients each month 2007-2013 at a US hospital 

with an E. coli isolate non-susceptible to ciprofloxacin, 

resistant to ceftriaxzone and with ceftazidime MIC < 2mcg/ml

ST 131 phenotype 

4

27

2014 -
DATACENTERS 

BIGDATA

DISCRIMINATING SUBTYPING

REAL-TIME ALGORITHMIC ANALYSES  

A GLOBAL MICROBIAL SENSOR NETWORK

AUTOMATED ALERTING OF RESPONDERS

CONTEXTUAL  LABORATORY REPORTING

ELECTRONIC  SENSOR NETWORKS

SENSORS  ARE  DISPERSED  WIDELY       

SENSORS  SEND  DATA  TO  A  DATABASE

ALGORITHMS  MONITOR  DATABASE  FOR  EVENTS

AND AUTOMATICALLY ALERT PRE-DESIGNATED RESPONDERS
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Japan Nosocomial Infections Surveillance 

Satowa Suzuki M. D., Ph. D

Department of Bacteriology II/ JANIS management office

National Institute of Infectious Diseases, Japan

Japan and its health care system
•Population: 127,770,000
•Health care systems

oHealth care cost 7% of Gross Domestic Products 
oUniversal health insurance coverage
oHigh accessibility ( # of hospital, about 7500)

• Less centralized medical resources
oLimited human/financial resources for hospital infection control in each hospital
oMore than 500-1000 clinical microbiology laboratories

oHospital labs;hospitals with more than 200 beds usually run their own lab
oThree major commercial labs, small local commercial labs; small hospitals (<200 beds), clinics  

AMR Surveillance systems in Japan National surveillance (Official)
• National Epidemiological Surveillance of Infectious Disease

– Based on Infectious Diseases Control Act
– Mostly for infectious diseases in community
– Symptomatic case of VRSA, VRE, (sentinel: MRSA, MDRP, PRSP, MDRA) infection
– Health Service Bureau

• Japan nosocomial Infections surveillance (JANIS)
– Voluntary base
– AMR surveillance, SSI, ICU(device surveillance), NICU
– Health Policy BureauResearch based surveillance

• The Three Academic Societies Joint Antimicrobial Susceptibility Surveillance Program
Japan Nosocomial Infections Surveillance 

•Established  in 2000
•Organized by...Health Policy Bureau, Ministry of Health Welfare and Labour
•Management office located in ...Department of Bacteriology II, National Institute of Infectious Diseases
•Annual budget 38,000,000 JPY (380,000 USD)

•System maintenance 35%, staff cost 35%, 
•Program renewal, code maintenance 20%
•Newsletter, others 10%

Division Measurement

Clinical Laboratory

(CL)

Prevalence of major antimicrobial 

resistant bacterial 

(isolates base)

Antimicrobial Resistant Bacterial 

Infections

(ARBI)

Incidence of antimicrobial resistant 

bacterial infections

(patients base)

Surgical Site Infections

(SSI)

Incidence

of surgical site infections

(patients base)

Intensive Care Unit

(ICU)

Incidence of device-associated infections 

(CRBI, VAP, UTI) in ICU

(patients base)

Neonatal Intensive Care Unit

(NICU)

Incidence of all infections in NICU

(patients base)

Automated system for bacterial identification  and drug susceptibility test
Hospital medical 
record systemConvert hospital data into JANIS data format

Data submission for JANIS Clinical Laboratory Division

1 sample = 1850 byte fixed length text data

• Hospital ID, Patient ID (+ Age, Sex) 

• Date of sampling

• Type of sample specimen (Urine, Blood…etc.)

• Bacterial species (up to 5 isolates per sample)

• Antimicrobial susceptibility 

• Use JANIS codes 

JANIS Data format

Target: Hospital labs

Upload to 

JANIS server
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JANIS analysis program
• Data check

• Processing duplicated samples

• Antimicrobial resistance by 

Bacteria species. 

• Isolation rate of AMR

Hospital A Hospital B Hospital C
Within 48hr…

National dataShowing nationwide epidemic of multidrug resistant E. coliAntibiogram for any selected bacteria species and antimicrobial agentHospital A Hospital B Hospital CAggregated data by Hospital Boxplot for inter-hospitalcomparison WardAWardBWardCPatient-Isolate Tracing tool
Feedback information for JANIS member hospitalsInter-hospital comparison

From when? In which ward?
Available within 48hr after data submission

What we can know from JANIS Open Report (CL)Based on data from 4.6 million samples, 3.6 million samplesSubmitted from 745 hospitals across Japan (2013 annual report). 
0

50

100

150

200

250

300

350

400

0%

20%

40%

60%

80%

100%

2008 2009 2010 2011 2012 2013

Year

No. of patietns with S. aureus and

Methicillin-resistant S. aureus(MRSA), 

JANIS 2008-2013

No. of patients with MRSA/hospital

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

2008 2009 2010 2011 2012 2013

VCM

TEIC

LZD

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

2008 2009 2010 2011 2012 2013

TEIC

VCM

Enterococcus faecalis

Enterococcus faecium
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Total

2007 2008     2009    2010    2011     2012    2013    2014

System renewalProportion of JANIS member hospital by hospital bed size, 2014
• Expanding target hospital〜2013 hospitals more than 200 beds2014   All hospitals
• Incentive of fee scheduleParticipation of JANIS CL division became a requirement to receive the incentive
• Strengthen cooperation with commercial laboratories

Number of participating hospitals from 2000 to 2014Start recruitingHospitals <200 beds 
Estimated number of JANIS member hospital2014 → 2015 → 2016  1300 3000？ 5000？Challenges: Data quality controlAutomated data checking systemInquiry to hospital (Email, telephone)Hospital visiting 

Next Step….
• JANIS-JVARM 

integration

JVARM 

Japanese Veterinary Antimicrobial 

Resistance Monitoring System

JANIS analysis program JVARM analysisprogramCopy+ minor 
modification

Human
E. coli

Cattle
E. coli

Annual report in same format

• International use of JANIS 

systemJANIS analysis program JANIS system for other countriesCopy+ minor 
modification

Maintained  by 
Japan MOH

JVARM data

WHONET 

output

Hospital data
National  data

Regional data

Hospital data
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National AMR Surveillance –

the  Antimicrobial Resistance 

Surveillance Program (ARSP) 

experience

CELIA C. CARLOS, M.D., FPPS, FPIDSP, FPSMID

Head, Antimicrobial Resistance Surveillance Program

Head, Laboratory Research Division

Research Institute for Tropical Medicine

Department of Health

Objective of Presentation

∗ To  describe the establishment of the 

ARSP and its contributions to the 

prevention and control of antimicrobial 

resistance in the Philippines during its 26 

year existence

ARSP – Antimicrobial Resistance Surveillance Program

Why did we initiate AMR Surveillance?

∗ Call for action made by the World Health Organization (see 
group picture of 1 of the organizational meetings of WHO 
WPRO in Hongkong) 

∗ To establish a Systematic,

on-going collection,

analysis, interpretation and 

dissemination of AMR data

(Use information for action!)

Background

∗ 1988: ARSP of the Department 
of Health (DOH) was 
established with the creation 
of the Antimicrobial Resistance 
Surveillance Committee (Dept. 
Order No. 339J) on Dec. 1, 1988 
– to have a rational basis for 
the selection of antimicrobial 
agents by having up-to-date 
information on the 
susceptibility of the more 
important bacteria to these 
agents

How Did We Set Up the Laboratory-

Based Surveillance?

� Advocacy for resources from funding agencies  

especially during the first 15 years of the program 

� Origin of isolates – 22 bacteriology labs housed in 

tertiary care hospitals mostly under the DOH in 14    

regions nationwide (sentinel sites)

� Sentinel sites – gradually set up over a period of 21 

years (1988-2009) due to limitations in resources

� Source of isolates – from clinical specimens of 

patients

Laboratory training and onsite 

visits

• 1-2 months minimum  lab & data management training 
in accordance with a standard protocol

• Laboratory supplies for 1 year and as needed thereafter 
for difficult to procure supplies

• Monitoring visits (initially  monthly -> less frequent) - (with follow-up of 
items for improvement), with monitoring visit reports, exit conferences with 

hospital director and pathologists
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NATIONAL CAPITAL REGION (8 sites)NATIONAL CAPITAL REGION (8 sites)NATIONAL CAPITAL REGION (8 sites)NATIONAL CAPITAL REGION (8 sites)

Lung Center of the Philippines

National Kidney Institute

Rizal Medical Center

San LazaroHospital

Philippine General Hospital

UST Hospital

Far Eastern University Hospital

RITM

22 ARSP Sentinel Sites
The Republic of the 
Philippines

LUZON (6 sites)LUZON (6 sites)LUZON (6 sites)LUZON (6 sites)

Baguio General Hospital

MarianoMarcos Memorial and Medical Center

Cagayan Valley Medical Center

Jose B. LingadMemorial Regional Hospital

Batangas Regional Hospital

Bicol Regional Training and Teaching Hospital

VISAYAS (4 sites)VISAYAS (4 sites)VISAYAS (4 sites)VISAYAS (4 sites)

Corazon Locsin MontelibanoMemorial Hospital

Gov. Celestino Gallares Regional Hospital

Vicente Sotto Memorial Medical Center

Eastern Visayas Regional Medical Center

MINDANAO (4 sites)MINDANAO (4 sites)MINDANAO (4 sites)MINDANAO (4 sites)

Zamboanga City  Medical Center

Northern Mindanao  Medical Center

Davao Medical Center

CotabatoMedical Center

How Did We Set Up Laboratory-

Based Surveillance?

� Isolate collection and reporting – all aerobic bacterial 
isolates from aerobic CS but reports focus on organisms 
of public health importance

� Method of isolate identification – standardized using a 
common protocol, CLSI for AST, EQAS

� Specialized testing at the ARS Reference Lab at RITM
1. continuous quality improvement – through identification  

of errors in local laboratory testing with targeted feedback;

2. alert organism notification (including the confirmation in

2011 of the country’s first producer of the highly important

NDM-1  carbapenemase

3. molecular and epidemiological studies of priority 

pathogens (including MRSA, ESBL producers).

How Did We Set Up Laboratory-

Based Surveillance?

� Summary reports –ARSP Annual Report

� Performance indicators (more recently)

1. On time submission of regular data

2. Completeness of demographic data

3. Concordance in identification at 

genus, species level

4. AST deviation

How Did We Set Up Laboratory-

Based Surveillance?

�Continuous trainings and updates to reference lab 
staff and sentinel sites

�Adoption of updated lab and data management 
methods

�Annual meeting of all sentinel sites for 
presentation of national and regional reports, 
discussion of achievements, problems, and plans, 
awarding of outstanding medical technologist

Computerization of Data

Computerized data 
entry of culture and 

sensitivity results of 
>90% of 37,629 CS 
data as of 2013

ARSP RESULT FORM

IDENTIFICATION

SUBTYPE

ANTIMICROBIAL 
SUSCEPTIBILITY 
PATTERN
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Data Generated by Bacteriology 

Laboratories

1. Demographic data

2. Identity of bacterial pathogen

3. Antimicrobial susceptibility or 
resistance pattern of the bacteria

4. Bacterial subtype – serotype, 
molecular subtype for selected 
microorganisms

Percentage MRSA by Site, 

DOH-ARSP, 2013

Most common isolates by specimen type, 

January – December, 2013

Staphylococcus aureus

Acinetobacter baumanii

Yearly Resistance Rates, All Institutions, 

ARSP, 2004-2013

Program achievements

1. Detected outbreaks/potential outbreaks – e.g. outbreaks 
of drug-resistant bacteria, foodborne 
disease outbreaks

•ARSRL performed 

confirmatory testing on 
bacterial isolates referred by 

SS which made possible early

detection of epidemics of  
infectious diseases in the   

sentinel sites such as typhoid 

fever, meningococcemia (in  
CAR), cholera (region VI), 

Serratia marcescens (BGH)

etc.

Program achievements

2. Under the auspices of the WHO Global Foodborne Infections 

Network (GFN) and the PulseNet International, the ARSP 

initiated the implementation of a foodborne disease surveillance 

which aims, to analyse and interpret data on foodborne diseases

in humans and on foodborne pathogens in all stages of the food

production chain through the use

of internationally accepted 

subtyping tests such as 

serotyping and Pulse Field 

Gel Electrophoresis 

(PFGE)-> regulatory action
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Role of PFGE in tracking 
down international 
outbreaks of foodborne 
diseases

Ex. In 2007, Demonstration of 
the outbreak strain of 
Salmonella Tennessee from a 
brand of  peanut butter 
imported by the Philippines 
from the U.S. -> product recall 
by FDA

Program achievements

3. Culture and Susceptibility data and analyses was used to 
develop and evaluate programs and policies such as the 
preparation of Clinical Practice Guidelines, appropriate 
antibiotic policies 

ARSP annual reports 
from 1988-2013 
distributed to relevant 
stakeholders

Program achievements

∗ reports provided to clinicians, medical societies, infection control 
personnel, public health authorities through publications, lectures, 
annual reports

Journal of the Philippine

Society for Microbiology

and Infectious Diseases

Clinical Infectious Disease Journal The Medical Observer, 2008

Philippine CAP 

Guidelines, 2004

Philippine UTI 

Guidelines (PSMID), 

1998 and 2004

Philippine National Drug 

Formulary

ARSP data used as basis for treatment 

recommendations for gonococcal infections

1996 – Dept. Circ 23-B

ceftriaxone

cefixime, 
fluoroquinolones

2003 – A.O. 5A 

ceftriaxone

cefixime
78(159)*
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4. Implementation of Quality Assurance activities 

•Accreditation of microbiology laboratories for the national 

health insurance program of the gov’t (PhilHealth Circular No. 
15, s 2006

•participation in national and international external quality 

assurance programs including:

� WHO EQAS Antimicrobial Susceptibility Testing and 

Serotyping of Salmonella
�WHO GASP quality assurance program for Neisseria gonorrhoeae

�Pulse Net Asia Pacific: Platform for Inter-laboratory Comparison 
Work Group

�Hong Kong Institute of Medical Laboratory Sciences Quality 
Assurance Program (HKIMLS)

�CDC-coordinated WHO External Quality Assurance Scheme for 
Antimicrobial Susceptibility Testing (already extant)

5. Securing the commitment of sentinel site staff which 
made possible its 26  years of continued existence.

Priority plans

• Participate actively in the 
technical working group 
drafting the National
Action Plan on AMR  
following the signing in
April 2014 of  an
Administrative Order 42 by
the President creating an 
Interagency Committee on
AMR that will formulate
and oversee the
implementation of a
comprehensive national
AMR plan

Priority plans

∗ Improve surveillance of nosocomial infections and vaccine 
preventable diseases

∗ Work with the Natl Center for Pharmaceutical Access and 
Promotion, DOH in the establishment of an antibiotic use 
surveillance and link AMR data to antibiotic use data

∗ Achieve ISO 15189 certification of the ARSRL and later on of 
the ARSP sentinel sites

∗ Work for the establishment of an integrated foodborne 
disease surveillance involving the Departments of Health, 
Agriculture and the Interior and Local Government

∗ Lobby for regular funds for ARSP 

Conclusions

∗ The ARSP demonstrated how a lab-based 

surveillance program in a developing country setting 

can contribute to the promotion of rational antibiotic 

use and consequently, also contribute to the 

prevention and control of antimicrobial resistance in 

the Philippines.

∗ The ARSP will continue to be in the frontline of AMR 

control activities in the Philippines and perhaps, even 

in the Western Pacific region.

Annex 6



11/10/2014

1

Surveillance of Antimicrobial Resistance
in Asian region : The ANSORP Experience

Doo Ryeon Chung, MD, PhD

Professor of Medicine
Division of Infectious Diseases, Samsung Medical Center, 

Sungkyunkwan University School of Medicine, Seoul, Korea 
Director of Infection Control Office, Samsung Medical Center

Project Lead
the Asia Pacific Foundation for Infectious Diseases, Seoul, Korea

ANSORP
(Asian Network for Surveillance of Resistant Pathogens)

Asia’s effort to combat AMR
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APFID* CARES the future of health in Asia since 1996

1996
Initiation of 

ANSORP

Foundation 
of ARFID1999

26   Investigators

14   Centers

12   Cities

11   Countries/areas

2006
Evolution of 

ANSORP

66   Investigators

43   Centers

24   Cities

14   Countries/areas

Reorganization
of APFID2010

2012
Expansion of 

ANSORP

202   Investigators

112   Centers

64   Cities

14   Countries/areas

Collaboration
with APEC2011 ~History of ANSORP & APFID

1999Establishment of ABB / IDRI 2010Reorganizationof ANSORP
Characteristics of ANSORP

• Character of the network

- Investigator-initiated  

- Hospital-based 
- Not-for-profit, non-governmental network

• Study

- AMR in community & hospital pathogens 

- Major infectious diseases 

- Antimicrobial uses in Asian region
- Sentinel, episodic surveillance

- Collecting bacterial isolates & clinical information

Japan
3 centers
3 cities

China
35 centers
13 cities

Taiwan 
(Taipei China)

8 centers
8 cities

Hong Kong
1 center

Thailand
5 centers
4 cities

India
2 centers
2 cities

Sri Lanka
6 centers
4 cities

Vietnam
8 centers
3 cities Philippines

8 centers
5 cities

Indonesia
1 center

Singapore
4 centers

Malaysia
12 centers
10 cities

Saudi 
Arabia
1 center

Korea
19 centers

9 cities
As of Feb 2013

Asian Network for Surveillance of Resistant Pathogens 
(ANSORP)
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Headquarter

Organizer : Jae-Hoon Song
Headquarter : Samsung Medical Center

Executive CommitteeExecutive Committee

Advisory BoardAdvisory Board

Local Network Organizers (LNO)

ANSORP Member Hospitals

Principal Investigator
& Co-investigator(s)

Local ANSORP Networks (LAN)

IDID Clin MicroClin Micro ID-PedID-Ped

Structure of ANSORP 
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Pneumococcal
resistance

among clinical

isolates 

Pneumococcal
resistance

among carriage

isolates

Pneumococcal
resistance

among invasive

isolates

hVISA

Community-

acquired 

pneumonia

Enteric

pathogen

CA-

MRSA

Hospital-

acquired 

pneumonia

Pneumococcal
resistance

study

Pneumococcal
resistance

study

Pertussis

study

Project-based studies on AMR in major bacterial pathogens since 1996

Surveillance activities of ANSORP 

2013

Antimicrobial

Stewardship study

APEC project

2014

High prevalence of macrolide resistance in Asian countries

Macrolide-resistant Streptococcus pneumoniae

Antimicrobial resistance in Asia

Erythromycin resistance 50-70%

Erythromycin resistance > 70% Erythromycin resistance 30-50%

Erythromycin resistance < 30%

Song JH, ANSORP. Antimicrob Agents Chemother. 2012;56:1418-1426; Reinert RR,et al. Antimicrob Agents Chemother. 2005;49:2903-2913. 

Sahm DF, et al. Otolaryn Head Neck Surg. 2007;136:385-389;Jacobs MR, et al. Antimicrob Agents Chemother. 2010;54:27162-2719.  

Harimaya A, et al. J Infect Chemother. 2007;13:219-223; Liebowitz LD, et al. J Clin Pathol. 2003;56:344-347.
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Song JH, ANSORP. Clin Infect Dis. 1999;28(6):1206-1211;
Song JH, ANSORP. Antimicrob Agents Chemother. 2004;48(6):2101-2107;
Kim SH, ANSORP. Antimicrob Agents Chemother. 2012;56(3):1418-1426.

*Based on the CLSI breakpoint for erythromycin : R, ≥ 1 mg/L
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Macrolide resistance

Changing trend in Asia (1996-2009)

46.1

53.1

72.7%

1996-1997

2000-2001

2008-2009

2012-2013

10

Song JH, ANSORP. J Antimicrob Chemother. 2004;53(3):457-463;
Kim SH, ANSORP. Antimicrob Agents Chemother. 2012;56(3):1418-1426. 

Pneumococci carrying both ermB & mefA in Asia
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30.7

mefA ermB ermB+mefA

21.6

49.2

19.6

29.6

Serotype of 

isolates carrying 

ermB & mefA

2000

- 2001

2008 

- 2009

19F 69.0 61.3

23F 4.2 1.4

6B 0 1.4

14 9.9 3.8

19A NA* 16.4

6A 1.4 9.8

Others 15.5** 5.9

* NA, not available

** Others include serotype 19A (2000-2001)

Macrolide resistance

11
Kim SH, ANSORP. Antimicrob Agents Chemother. 2012;56(3):1418-1426;
Kang CI, et al. J Clin Microbiol. 2014;20:869-871

Antimicrobial resistance in non-PCV type strains in Asia

Distribution of serotypes in resistant 

isolates in Asia (2008-2009)
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Emergence of XDR pneumococcal strains

in Korea

� Extensively drug-resistant (XDR) 

� serotype 11A

� ST8279

� Non-susceptible to all 

antimicrobials except vancomycin, 

linezolid and tigecycline

11A    8279

11A    8279

13/28  8279

11A    8279
NT     8279

11A    3598

Serotype  ST

AMR and serotype

12
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MRSA in Asian countries 

Song JH, Hsueh PR, Chung DR, et al. J Antimicrob Chemother 2011

77.6%

65.0%

56.8%

57.0%

38.1%

22.6%

86.5%

74.1%

MRSA (%) / HA-S. aureus infection

Korea

Taiwan

HK

Philippines
VietnamThailand

Sri Lanka

India

2004 - 2006 Distribution of MRSA in Asian countries

Chen H, et al Antimicrob Agents Chemother 2010;54:1842-7

HA-MRSA

ST239 (CC8)-III-t037

ST239 (CC8)-III-t037

ST239 (CC8)-III-t037

ST5-II-t002

ST368 (CC8) -III-t425

ST239 (CC8)-III-t037

ST239 (CC8)-III-t037
ST5-II-t002

ST5-II-t002

ST5-II-t002

ST239 (CC8)-III-t030
ST239 (CC8)-III-t037
ST5-II-t002

ST239 (CC8)-III-t037
ST22 (CC22)-IVh-t032

Ghaznavi-Rad E, et al. J Clin Microbiol 2010;48:867–872

ST22 (CC22)-IV
Sam IC, et al. Diagn Microbiol Infect Dis 2008;62:437–439

Geng W, et al. FEMS Immunol Med Microbiol 2010;58:356–362

ST239 (CC8)-III-t037
Hsu LY, et al. J Clin Microbiol 2005;43:2923–5

ST22 (CC22)-IV

D’Souza N, et al. J Clin Microbiol 2010;48:1806–11

ST5-II-t002
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Song JH, Chung DR, et al ANSORP data

ST5 -II-t002

MRSA in Asian countries

15.6%

34.8%

8.5%

2.5%

30.1%
4.3%

38.8%

30.1%

MRSA (%) / CA-S. aureus infection

Korea

Taiwan
HK

Philippines
VietnamThailand

Sri Lanka

India

China

6.9%

Song JH, Hsueh PR, Chung DR, et al. J Antimicrob Chemother 2011

Distribution of MRSA in Asian countries

ST59-IV (IVa,V)-t437

CA-MRSA

ST30-IV (IVa)-t019

ST30-IV (IVa)-t019

ST72-IVa-t324

ST59-IV (IVa)-t437

ST59-IV (IVa)-t437

ST30-IV (IVa)-t019

ST59-IV (IVa)-t437

ST772 (CC1)-IVa-t657

ST239 (CC8)-III-t037

ST239 (CC8)-III-t037

ST239 (CC8)-III-t037

ST239 (CC8)-III-t037

ST5-II-t002

ST5 -II-t002

ST59-IV (IVa, V)-t437
ST338 (CC59)-IV (V)-t437

ST30-IV (IVa)-t019

ST80

ST30-IV

Chen H, et al Antimicrob Agents Chemother 2010;54:1842-7

Song JH, ANSORP. J Antimicrob Chemother. 2011;66:1061-1069; 

Ghaznavi-Rad E, et al. J Clin Microbiol 2010;48:867–872

Sam IC, et al. Diagn Microbiol Infect Dis 2008;62:437–439

Geng W, et al. FEMS Immunol Med Microbiol 2010;58:356–362

Hsu LY, et al. J Clin Microbiol 2005;43:2923–5
D’Souza N, et al. J Clin Microbiol 2010;48:1806–11

Wang JL, et al. PLoS ONE 5(3): e9489
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ST59

ST30-IV (IVa)-t019

Antimicrobial resistance in Asia
HAP / VAP

Chung DR, Song JH, et al. Am J Respir Crit Care Med 2011;184:1409-1417

Antimicrobial resistance in Asia
Carbapenem-resistant Acinetobacter spp.

Extremely high prevalence of carbapenem resistance in Asian countries
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International Symposium on 
Antimicrobial Agents and Resistance

Committed to the future of health in Asia

Take prescribed antibiotics only.

Take antibiotics exactly as prescribed.

Don't take left-over antibiotics.

Don't take antibiotics for the common cold.

Korean Antimicrobial Resistance 
Surveillance Network (KARS-Net)

• Governmental funded network

• ID physicians and clinical microbiologists

• 22 tertiary hospitals

• End of 2015

• Data warehouse-based real-time analysis

• Reports at regular intervals

Acknowledgement
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Wang Xiangyu
Deputy Division Director

DIC, CFDA
July 30, 2014

� This presentation only represents the 
author’s own opinion.

� the reference materials of this PPT are all 
publicized documents.

� Adverse Drug Reaction Monitoring

� Guidelines on Technical Review of Antibiotics

� Fast Track for the Treatment of Multi Drug-
resistant TB 

� Drug Administration Law, Article 71:

“  The State applies a system of report on adverse 
drug reaction. Drug manufacturers, drug 
distributors and medical institutions shall make 
constant investigations into quality, therapeutic 
efficacy and reactions of the drug produced, 
distributed and used by them. When serious 
adverse drug reactions possibly induced by drug 
use are discovered, they shall, without delay, 
report the matter to the local drug regulatory 
departments and administrative departments for 
health.”  

� Provisions on Reporting and Monitoring 
Adverse Drug Reactions

� National Annual Report on Adverse Drug 
Reactions

� Newsletters for Adverse Drug Reactions

Surveillance on the Adverse Drug Reaction Caused by 
Antibiotics

� cephalosporin
� quinolone
� macrolide
� penicillin
� nitroimidazole

Reports on Irrational Use of Antibiotics:
cefazolin, levofloxacin, amoxicillin sodium, quinolone, 
gatifloxacin, cefoperazone and sulbactam sodium, 
clindamycin, acyclovir, cefradine, ceftriaxone sodium, 
etc.
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Guidelines on the Technical Review of Compound 
Preparations Containing β Lectam Enzyme 
Inhibitors

� various formulas and proportions of compound 
preparations of β lactam enzyme inhibitor and 
cephalosporin or penicillin antibiotics

� compounds may be a two-blade sword for drug 
resistance. On one hand, it may effectively deal 
with drug resistance, on the other hand, a blind 
development may worsen the situation.

� foundations

� pre-clinical study on the rationality for the 
formula and proportion of the compound

� carefully designed clinical trial protocols

� comparative study with marketed single 
drugs or compound

� epidemiological investigations

� antimicrobial spectrum or activity

� pharmacokinetic study

� subtype of the enzyme produced by drug-
resistant strain

� pharmacodynamics study

� toxicology study

� clinical trial

� Provisions on Drug Registration, Article 45

The State Food and Drug Administration may implement special 
review and approval in cases of the following applications:
……
(3) new drugs for the treatment of diseases such as AIDS, 
malignant tumors and rare diseases, etc. with significant clinical 
advantage; and
(4) new drugs for the treatment of diseases, for which effective 
therapeutic methods are not available.
For drugs specified in the previous clause, applicants may apply 
for special review and approval in the process of drug 
registration. The Center for Drug Evaluation of the State Food 
and Drug Administration shall organize expert meetings to 
discuss and determine whether or not to conduct special review 
and approval for the drugs.

� Multidrug-resistant TB, a notifiable disease 
that places a threat to the public health of 
China.

� 1.3 million patients, accounts for 14.3% of 
the world.

� National Plan on TB Prevention

� Rules on the Special Review and Approval of 
New Drugs

� Principles and Procedures on Drug Technical 
Review

Cycloserine Capsule approved in 2013

� A synthetic drug with a broad antimicrobial 
spectrum, recommended by WHO’s DOTS-
Plus therapeutic strategy.

� Based on multi-dosage pharmacokinetics 
study and bioequivalence study, the generic 
cycloserine was approved in 2013, serving as 
one key second-line TB drug for China.
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Contact Information

Wang Xiangyu
wangxyu@cfda.gov.cn
0086-10-88330804

Thanks!
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AMS in Australia

A national program
Dr Marilyn Cruickshank

Director National HAI Program

Chair, Antimicrobial Standing Committee

• Infection Control

• Antibiotic stewardship

• Surveillance

• Antibiotic-resistant bacteria

• Antibiotic usage

• Control of antibiotic resistance is like a three-legged stool – if you take away 
one of the legs – the whole thing falls over!

Antibiotic resistance – the three keys to 

control

The road to national AMS

2008 – National AMS Forum 

2009 – National AMS Advisory Committee of clinical experts

2011 – National AMS Forum / Publication “AMS In Australian Hospitals”

2012 - Establishment of the AMS Jurisdiction Network

2012 - Antibiotic Awareness Week

2013 – National Safety and Quality Health Service Standards

2013 - National antimicrobial prescribing survey (NAPS)

2014 - AMS Clinical Care Standard 3

Elements of an AMS program

• Template - Summarises current evidence about AMS programs and their 

implementation in hospitals

• Best practice

• Practical strategies

• Sample resources

• Core elements of AMS

• Education 

• Web based modules for new prescribers

• Seminars for ID/Micro trainees

• Workshops AMS for nurses

• Implementation 

• Workshops

AMS in different settings 

National Safety and Quality Health Service 
Standards

Mandatory accreditation from January 2013

• Hospitals

• Day procedure centres

• Dental practices

Criterion for AMS (Standard 3.14)

1. AMS program in place

2. Prescribers have access to therapeutic guidelines: antibiotics

3. Monitoring of antimicrobial usage and resistance 

4. Demonstrate improvement

Annex 6



11/10/2014

2

Getting started

• Safety and Quality Improvement 
Guide for Standard 3

• Hospital and day procedure guide 

• Small hospital guide

• Accreditation Workbooks 

Met with Merit

Health service accreditation 
March-December 2013

Hand Hygiene AMS

Surveillance

Governance
Environmental 

cleaning

Aseptic

Technique

AMS

Patient

communication

Not Met
Health service accreditation 

March-December 2013

M0nitoring usage 

National Antimicrobial Utilisation Surveillance 

Program (NAUSP)

1. NAUSP 08/09 includes Australian data from July 2008 to June 2009

2.  DANMAP 2008 rates represent 2008 usage

3.  NETHMAP 2009 rates represent 2007 usage

4.  SWEDRES 2009 rates use numerator data from 2009 and denominator data from 2008

Volume based-

observing trends in 

quantities of 
antimicrobials used

Top 20 antimicrobials in 2013

0 200 400 600 800 1000 1200 1400

Clotrimazole

Fluconazole

Meropenem

Ampicillin

Bactrim (trimethoprim-sulfamethoxazole)

Benzylpenicillin

Nystatin

Amoxycillin

Ciprofloxacin

Gentamicin

Azithromycin

Vancomycin

Doxycycline

Flucloxacillin

Cephalexin

Tazocin (piperacillin-tazobactam)

Amoxycillin-clavulanic acid

Metronidazole

Cephazolin

Ceftriaxone

National antimicrobial prescribing survey

quality-based: 

observing the 

appropriateness of 
antimicrobial 

prescribing

National antimicrobial prescribing survey
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2014 – a ‘One Health’ approach

Antibiotic Awareness week

• Posters

• Powerpoint presentations

• Pocket cards
• Fact sheets

• Quizzes and crosswords

• Tweets

• Collaboration with ECDC

The Clinical Care Standard for AMS
Tackling AMR at the patient level

Nine (9) statements describing best practice for managing a person 

who has, or is suspected of having a bacterial infection, regardless of 

setting.

• For patients: describes the care they can expect to receive 

throughout the patient journey.

• For clinicians: gives clear guidance about what they need to do.

• For health services: systems are in place to support all clinicians in 

providing the care that is expected.
14

Supporting documents
Fact sheets for consumers and clinicians

Indicator specifications

15

AMS Clinical Care Standard

Future …..integration AMS and AMR

100% Hospitals (public and private), day procedure units, dental practices

• will have active AMS program in place by end 2015

• Reviewed for proress every 18 months to 2 years through accreditation program

Community

• AMS  programs in place by 2017 through accreditation

National

• AURA

• One Health approach – Agricultural report due September 2014

AMS

AMS AMS

AMS

AMS AMS

AMS

AMS

AMS

AMS

AMS

AMS

AMS
AMS

AMS

AMS

AMS

AMS

AMS

AMSAMS

AMS

AMS

AMS

AMS
AMS

AMS

AMS

AMS

AMS

AMS

Annex 6



1

Antimicrobial resistance in Vietnam

Medical Service Administration

Ministry of Health of Vietnam 

• Population: about 90 millions

• Number of hospitals: ≈ 1200

+ 40 National hospitals

+ 65 Provincial Hospitals

+ > 100 Private Hospitals

• In the whole country, there are about 20

hospitals which have capacities for accurate

and reliable antibiogram.

Introdution

Policy makers

Health-care 

workers

General public

Situation of AMR in Vietnam

AMR awareness scale

• There is few surveys on AMR, such as:

�Medical Service Administration:

Survey the reality of antibiotic use in nosocomial

infection at some hospital’s ICUs.

�Co-operation with GARP:

Collect and report on antibiotic use and antimicrobial

resistance in some Vietnam hospitals 2008-2009.

�VINARES project:

Survey antibiotic use and AMR in 15 hospitals in whole

country.

Situation of AMR in Vietnam

Antibiotic use  

MSA’s research  in 2009-2010 at 19 hospitals in HN, HCM, HP

Unappropriate use of antibiotic is 74% and appropriate one is 26% 

(similar to results of Kollef et al.  in 1998 (73.3%)) 

Hospital infection: Ventilator associated pneumonia 

(VAP), Septiceamia, Non-VAP,…

Type of hospital infections & common 

isolated bacteria

Negative gram bacteria, include Acinetobacter spp, 

Klebsiella pneumonia, Pseudomonas aeruginosa,

E. coli

MSA’s research  in 2009-2010 at 19 hospitals in HN, HCM, HP
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The rate of AMR in hospital pneumonia (by machine or not)

Cephalosporins and quinolons: the rate of resistance > 70%

Antimicrobial resistance (AMR)

MSA’s research  in 2009-2010 at 19 hospitals in HN, HCM, HP

Bacteria’s resistance

MSA co-operated with GARP: 2008 - 2009

Strains strains isolated (%)

Escherichia coli 4489 13

Staphylococcus aureus ss. aureus 2592 8

Pseudomonas aeruginosa 2171 6

Klebsiella pneumoniae ss. pneumoniae 2298 6

Acinetobacter baumannii 1689 5

Staphylococcus, coagulase negative (including 

epidermidis)

1343 4

Streptococcus pneumoniae 1304 4

Klebsiella sp. 1073 3

Moraxella (Branh.) catarrhalis 882 3

Enterococcus faecalis 865 3

Acinetobacter sp. 848 3

Streptococcus viridans, alpha-hem. 702 2

Haemophilus influenzae 641 2

Enterobacter sp. 443 1

Enterococcus sp. 409 1

Common Bacteria Isolated from specimens

Ceftazidime
(M)

Ceftazidime
(D)

Cefotaxime
(M)

Cefotaxime
(D)

Imipenem
(M)

Imipenem (D) Amikacin Gentamicin
(M)

Gentamicin
(D)

Tobramycin Ciprofloxacin SXT

56.8

45.1

4

57.9

4.3
2.8

11.9

45.5

48.8

38.9

51.8

72.5

51.7

35

16.7

49.5

2.5 2.3

7.9

36.5

43.6

28.4

44.9

64.6

59

49.4

0

63

0.7

4.3

15.3

34.9

57.6

47.5

62.1

75.5

64

56.3

16.7

68.7

5.8
3.9

13.5

41.9

57

33.3

65.2

73.3

Proportion of resistance of E. coli
All isolates N=4483 Blood isolates N=584 Urine isolates N=1191 ICU N=521

� Poor infection prevention and control practices

� Misuse, overuse and antibiotics used to treat infections

caused by not bacteria

� Buy antibiotic without physician’s prescription

� Population’s awareness of antimicrobial resistance is

limited

� Capacity of laboratories are not adequate and weak

� No national database on AMR in human and animals

husbandry

Challenges of AMR in Vietnam

� Propagating widely the dangers of drug – resistance

bacteria

� Encouragement people just use of antibiotic when

having physician’s prescription

� Strengthening activities of infection hospital control

� Monitoring the antibiotic’s use in community and

health facilities

� Enhancing capacity of laboratories: personal,

equipments, technique for susceptibility testing of

antibiotics

Solutions
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� National action plan for 2013-2020 on antimicrobial resistance

have approved by MoH (Decision No 2174/QD-BYT dated

June 21, 2013)

� National Executive Board and AMR Surveillance

Subcommittees approved by Ministry of Health for AMR

surveillance

� Establishment a national surveillance network for monitoring

AMR

� Closely co-operation between treatment system and preventive

medical sector

� Co-operating with WHO, GARP, NGO’s to contain AMR

Solutions

� There are 9 Sub-committees:

� AMR Surveillance in Hospitals

� AMR Surveillance in Communities

� AMR Surveillance on Tuberculosis

� AMR Surveillance on HIV/AIDS

� Infections control

� Education, research, communication on AMR

� International co-operation on AMR

� Inspecting and monitoring on buying and selling antibiotic in

the market

� AMR Surveillance in food and animals site

AMR Surveillance Subcommittee

AMR surveillance plan for 5 years 

from 2015 to 2020

• Raise awareness of communities about AMR.

• Training for doctors for Good practice prescription.

• Training for technicians about antibiogram test.

• Training for healthcare workers about infection

control and hand hygiene.

• Training for pharmacists about evaluation of

antibiotic use.

Solutions

Priority action for AMR awareness campaign

We need to preserve this 
resource by working 

together 

Combating 
antimicrobial resistance: 
No action today, no cure 

tomorrow

Antibiotics are 

a precious resource
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Infection Prevention and Control 
(IPC) Program in HKSAR

Dr Wong Tin-yau, Andrew

Head, Infection Control Branch

Centre for Health Protection, 

Department of Health, Hong Kong, China

1. To strengthen overall organization to coordinate concerted effort  

2. To resolve the existing  data gaps in AMR surveillance in HK

• Development of central and standardized information 

database 

• Rectification of the  variation in methods: inconsistent 

standard and protocols across different hospitals 

• Coordination  and promotion of inter-sectoral cooperation

3. To mitigate the effects of manpower and physical constraints on 
the  infection prevention and control

4. To strengthen collection of   antibiotic consumption/ utilization 
data and implementation of territory wide monitoring

5. Pending engagement on safe use of antibiotics beyond human 
medicine

Gaps and Challenges

Controller, CHP

Infection 
Control 
Branch*

Emergency
Response &
Information

Branch

Public 
Health

Services
Branch

Public Health
Laboratory
Services
Branch

Surveillance
&

Epidemiology
Branch

Programme Management & Professional Development Branch

Major coordinating 
mechanisms for AMR
Scientific Committee on 

Infection Control 

• Health Protection 

Programme on 

Antimicrobial Resistance

* Designated focal point of AMR

* Comprehensive Strategy is in place

Four major strategies for 
AMR control

1) Surveillance,

2) Careful use of antibiotics,

3) Infection control, and 

4) Community engagement
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Control of MDRO

Surveillance system
• Department of Health 

– Certain public health important AMR like MDR-TB, drug-
resistant HIV and resistant Neisseria gonorrhoeae were 
under specific surveillance program 

– CA-MRSA notifiable since 2007

– MDROs clusters in healthcare settings subject to 
voluntary reporting

– Diagnostic laboratory services including confirmation and 
characterization

• Public & Private Hospitals

– Regular surveillance of  major MDROs 

• Antibiotic usage monitored in the public hospitals

Prevention

• Infection Control Structure is in place in both public and 
private hospital systems

• Promulgation of Antibiotic Stewardship Programme

• Training and education

• IMPACT Guidelines 

• Community Programmes
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Hospital Chief Executive

Hospital Infection Control Committee

Infection Control Officer

Infection Control Nurse
Infection Control Link Person

e.g. Nurse, doctor , health 

assistants etc.

Microbiologist

Infectious Disease Physician

responsible

supportive

Team set up in every public and 
private hospital

Hospital Infection Control Team

Interventions to control MDROs 
e.g. MRSA 
• Environmental Hygiene  

– Standardization of color coding 
scheme for cleaning equipment; 
provision of training program to 
cleansing 

staff with periodic auditing and 
assessment;

– Hydrogen peroxide vaporization

• Hand Hygiene 
• Antibiotics steward program 
• Admission screening
• Dedicated use of non-critical 

patient care equipment
• Skin bio-load reduction using 2-

4% chlorhexidine gluconate bath
• Patient / carer education

Infection Control Resources
• Infection Control Corner, Centre for Health Protection 

(CHP)

http://www.chp.gov.hk/en/guideline_infection/346.html

• Hong Kong Training Portal on Infection Control and 
Infectious Disease 

http://icidportal.ha.org.hk/sites/en/default.aspx

• Scientific Committees, CHP

http://www.chp.gov.hk/en/bsc/101/110.html

• CHP Webpage

http://www.chp.gov.hk/

Thank You!!
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Japan’s policy for

Infection Prevention and Control

Ministry of Health, Labour and Welfare

Japan

1

Japan’s policy against AMR
• Prevent 

– Lecture of containing nosocomial infections
– The Regional Network for Nosocomial Infections
– Standard Precaution, Pathogen-specific precaution
– The Expert Committee for Nosocomial Infections
– Prescription regulation

• Detect 
– National Surveillance Systems・ NESID(National Epidemiological Surveillance of Infectious Disease)・ JANIS(Japan Nosocomial Infections Surveillance)

• Respond 
– Hospital audit by regional network, national/private universities’ network
– R&D of new antibiotics 2

Today’s Focus
① Surveillance systems

① Prescription regulation

② The Regional Network for 
Nosocomial Infections

3

Today’s Focus
① Surveillance systems

① Prescription regulation

② The Regional Network for 
Nosocomial Infections

4

Two National Surveillance systems for AMR
• NESID (National Epidemiological Surveillance of Infectious Disease)

– Reporting system for designated pathogens including AMR pathogens in Infectious Diseases Control Law
– Mandatory
– Mostly for infectious diseases in community
– VRSA, VRE, (sentinel: MRSA, MDRP, PRSP, MDRA)

• JANIS (Japan Nosocomial Infections Surveillance)
– Specified for AMR in Hospitals
– Voluntary base with incentive of preferential medical fee schedule
– AMR surveillance, SSI, ICU(device surveillance), NICU

5

・ Hospital

- Doctors diagnosing patients with designated pathogens in law・ Local Health Center

- analysis of clinical and epidemiological information of patients   ・ Public Health Institute of Local Government

- analysis of Pathogen information・ Local Government 

- Special District / City / Prefecture・ National Institute for Infectious Diseases (NIID)・ Central Government (Ministry of Health, labour and Welfare)

report feedback

report

feedback

feedback

report

Appropriately 

providing 

information to 

the public and 

Healthcare 

professionals 

Reporting Flow of NESID

6
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Automated system for bacterial identification  and drug susceptibility test
Hospital 
medical record 

system

Date 20110224ID 254566877sp ID 1300Drug A 245MICA ４Drug B 225MICB 16JANIS Data format

Automated system for converting hospital data into JANIS data format
Data submission for JANIS Clinical Laboratory Division

Reporting Flow of JANIS

7

Division Clinical 

Laboratory

Antimicrobial-

Resistant

Bacterial 

Infections

Surgical 

Site 

Infections

Intensive 

Care Unit

Neonatal 

Intensive 

Care UnitFrequency of reporting monthly monthly half year half year annualyJANIS Open Report (for public) Monthly ＿ ＿ ＿ ＿ ＿Quarterly/Half year ○（ Quarterly） ○（ Quarterly） ○（ Half year） ○（ Half year） ＿Annual ○ ○ ○ ○ ○JANIS Feedback Report (for member hospitals) Monthly ○ ○ ＿ ＿ ＿Quarterly/Half year ○（ Quarterly） ＿ ○（ Half year） ○（ Half year） ＿Annual ○ ○ ○ ○ ○
8

Data submission and feedback

JANIS Open Report
9

>900 beds500-899 beds200-499 beds200> beds
Division No. of Participating Hospitals

Clinical Laboratory (CL) 931

Antimicrobial Resistant Bacterial Infections

(ARBI)
720

Surgical Site Infections (SSI) 590

Intensive Care Unit (ICU) 164

Neonatal Intensive Care Unit (NICU) 103

As of February 2014

• Voluntary based with incentive of fee schedule
• Annual recruit of new participant
• Target was limited to hospitals with more than 200 beds until 2013
• From 2014, started recruiting hospitals with less than 200 beds

Representativity; Proportion of JANIS member hospital
10

Participating Hospitals

468

371

525

612

514
574 564

605 601

686 679
734 723

808 802

931

260

190

392

476

384
433 427

455 438

505 489
528 517

577 566

720

52 51

302
357 347

394

301
340 323

378 359
414 395

469 454

590

91 61
159

184 178
203

141 153 136 161 146 158 142 152 145 164

14 12

95 107 103 112 111113 89 95 90 98 88 96 92 103

722

853

783

865
817

867 847

951 940
1000 986

1087 1079

1305

0200400600800100012001400 検査部門 全入院患者部門 SSI部門ICU部門 NICU部門 参加医療機関数CL

ICU

ARBI

NICU

SSI

Total

2008     2009    2010    2011     2012    2013    2014

11

Number of participating hospitalsfrom 2000 to 2014

�MRSA/S. aureus 50%

�VRE/Enterococcus spp. 0.3%

�MDRP/Pseudomonas aeruginosa 2%

Carbapenem resistant P. aeruginosa/P. aeruginosa 17%

�MDRA/Acinetobacter spp. 0.4%

�Enterobacteriaceae

Fluoroquinolones resistant E. coli/E. coli                     35%

3rd generation cepharosporine resistant E. coli/E. coli   18%

3rd Cep. Resistant K. pneumoniae/K. pneumoniae 5%

Resistance rate of major AMR pathogens Regarding hospital acquired infection in Japan (2013) 
12
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Today’s Focus
① Surveillance systems

① Prescription regulation

② The Regional Network for 
Nosocomial Infections

13

Current Regulation on prescribing and dispending of antimicrobials
• Fee schedule provides a certain guideline for 

antibiotic prescription.

• Physicians’ professional autonomy is 

maintained. 

• Thus, prescription of antibiotics is at the 

discretion of each physician.

• Importance of stewardship is now 

emphasized by professional societies. 

14

Today’s Focus
① Surveillance systems

① Prescription regulation

② The Regional Network for 
Nosocomial Infections

15

The Regional Network for Nosocomial Infections
The Regional Network for Nosocomial Infections

� Hospitals shall establish day-to-day (“peacetime”) 

mutual network, in case of outbreaks.

� University hospitals, National Hospital Organization, 

Hospitals accredited by professional societies, and 

other tertiary hospitals in communities are 

supposed to be “strongholds” for the regional 

networks.

Infection control 
committee

Overview of regional networks

Difficult to deal with 

nosocomial infection 

outbreaks, unlike infection 

control teams in tertiary 

hospitals

Hospitals networks

Infection 
control 
team

Stronghold hospitals（（（（more than 300 beds）））） Consultation to regional specialistssupport

Health office
Local government

Support for the 
networks

Middle class or small hospital 
in communities （（（（with less than 300 beds））））

Day-to-day 
(“peacetime”) 

networks

Infection 
control 
team

Infection 
control 
team

Infection 
control 
team

Infection 
control 
team

How is

the Central Government 

engaged in 

the regional networks?

Regional Network for Nosocomial Infections
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① Regulation to Local Government ⇒ Top down approach

Central Government issued NOTICE to Local Government stipulating 

following conditions;

� Local governments shall establish and support the 

Regional Networks for Nosocomial Infection based on their 

specific conditions.

� Local governments shall establish and strengthen 

laboratories in order to appropriately detect causative 

organism of nosocomial infections.② Incentive to Hospitals ⇒ Bottom up approach

National Health Insurance covers following items;

� Hospitals set up Infection Control Division.

� Hospitals regularly hold a regional conference with other 

hospitals to contain nosocomial infections cooperatively.

Regional Network for Nosocomial Infection

Conclusion
• Japan can Detect and Respond AMR in a timely 

manner with the data of NESID and JANIS.

Consequently, the resistance rate of some major   

AMR pathogens are low. (e.g. VRE, MDRA)

• As for prescription, professional autonomy is 

important to appropriately and promptly deal with 

individual AMR cases.

• The Regional Network for Nosocomial Infections 

works well to cooperatively contain AMR. 20

21

Thank you 
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NHFPC’s Policy in Response to AMR

ZHONG YINBO

Zhejiang University

31 JUL, 2014 

Disclaimer
This presentation only represents the author’s own opinion1111

The reference materials of this PPT are all publicized documents2222
Summary

• The abuse of antibiotics and bacterial resistance is a common 

problem that the whole world is facing

• NHFPC has always been paying high attention to the 

management of the clinical use of antibiotics

• During the past several years, the abuse of antibiotics has 

been reduced significantly in medical institutions and the 

bacterial resistance was curbed 

Policies
• In 2002, issued “Temporary Rules for Pharmaceutical Affairs 

in Healthcare Institutions”

• In 2004, issued “Guiding Principles of Clinical Use of 

Antibiotics”

• In 2006, issued “Administrative Regulations for Nosocomial

Infections”

Policies
• In 2007,  issued “Administrative Regulations for Prescription”

• In 2009, issued “Notification on Strengthening Management 

of Clinical Use of Antibiotics”

• In 2009 & 2012, issued “National essential drug list”

• In 2012, issued “Administrative Regulations for Clinical Use of 

Antibiotics”

Surveillance
• In 2005, established “MOH Center for Antibacterial 

Surveillance ”、 “China Antimicrobial Resistance Surveillance 

System” and “Chinese Monitoring Network for Rational Use of 

Drug”

• To collect information of drug use in medical institutions, and 

to serve as the scientific basis for the formulation of relevant 

polices and regulations
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Activities
• From 2011, launch “special campaign for rational antibiotic 

use in hospitals” and “’Three Goods and One satisfaction 
‘activity” every year 

– “Three Goods and One satisfaction” means “Good service, Good 
quality, Good medical ethics, and Satisfaction of Patient”

• To reinforce the management of clinical use of antibiotics in 
medical institutions, and to curb bacterial resistance 
effectively, and to improve healthcare quality and patient 
safety

• Currently, the nationwide special campaign for rational use of 
antibiotics have achieved remarkable results
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Cambodia: National AMR policy 
development process

National Working Group on Antimicrobial 

Resistance (AMR)

Cambodian Delegation

• Dr. BUN Sreng Deputy-Director, Department of Communicable 

Disease Control (CDC)

• Dr. YANG Daravuth Deputy-Director, Department of Drugs and Food 

(DDF)

• Ass.Prof. CHUOP Sokkheng Head of National Lab, National 

Institute of Public Health(NIPH)

• Dr. TAN Phannara Deputy-Director, Department of Animal Health and 

Production, Ministry of Agriculture, Forestry, and
Fisheries

Department of Communicable Disease 

Control (CDC)

Rational behind

• Global Strategy for 
Containment of 
Antimicrobial Resistance in 
2001

• Inappropriate use of 
antimicrobials in Cambodia 
and evidence of resistance 

– Resistance to antimalarial

drugs (artemisinin) along 
Cambodia-Thai border

– Multi-drug resistance 

tuberculosis (MDR-TB) 

– Many species of bacteria 

against commonly used AB

Department of Communicable Disease 

Control (CDC)

WHO guidance

Involvement of Different Stakeholders 

in the Process of the Development

• Central departments & national programmes

• Teaching and research institutions  

• National hospitals

• Associations 

• Pharmaceutical companies

• Other sectors: Agriculture, Information, Interior, Defense, 

Education, Economic &  Finances

• Development partners (WHO, Pasteur Institute, US CDC, 

Institute of Tropical Medicine Antwerp, FAO, …)

Department of Communicable Disease 

Control (CDC)

AMR Working Group 
(Nomination Letter of the Ministry of Health)

Department of Communicable Disease 

Control (CDC)
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Methodology of Development of CSA, 

National Policy & Strategy

• Review existing 
publications

– Laws & policies

– Peer-reviewed scientific 

articles

• Interview key informants 
related to 6 points  of 
WHO policy package

• Conduct national 
consultative meetings

Department of Communicable Disease 

Control (CDC)

2nd Consultative Workshop to Review  

National AMR Policy and Strategy Plan to 

Combat AMR, Phnom Penh, 29-30 May 

2014

Process of Development of AMR Policy

Department of Communicable Disease 

Control (CDC)

November 2011
A National Workshop on Antibiotic Resistance in 

Cambodia

September 2012
Establishment of an AMR Working Group by 

Ministry of Health

April-July 2013
Conduct a Country Situation Analysis (CSA) and 

Develop a Policy and a National Strategic Plan 

to Combat AMR

March  2014

1st Consultative Workshop to Review on 

National AMR Policy and Strategy Plan to 

Combat AMR

March  2014
2nd Consultative Workshop to Review on 

National AMR Policy and Strategy Plan to 

Combat AMR

Draft AMR Documents

Department of Communicable Disease 

Control (CDC)

National Policy to Combat AMR (Draft)

General objectives:

NPCAR provides general 

directions & framework 

for combating AMR at 

all levels of health care 

systemv

Department of Communicable Disease 

Control (CDC)

Specific objectives

• Coordination, good 
governance, & 

accountability

• Resources

• Educate stakeholders & 

public & define roles & 

responsibilities of 

different stakeholders

• Lab capacity

• Quality essential 

medicines

• Rational drug use

• Infection prevention & 

control

• Research 

General objectives:

• Develop a comprehensive 

national plan

• Strengthen surveillance & lab 

capacity

• Ensure uninterrupted access 

to essential medicines of 

assured quality

• Regulate & promote rational 

drug use of medicines

• Enhance IPC

• Foster innovations & 

research & development of 

new tools

Annex 6



1

Anna Melissa S. Guerrero, MD, MPH (HTA)

National Program Manager

National Center for Pharmaceutical Access and Management

Department of Health Philippines

Policy Areas

(1) Committing to develop a master plan to
combat antimicrobial resistance

(2) Strengthening surveillance and 
laboratory capacity

(3) Ensuring uninterrupted access to 
essential medicines of assured quality

(4) Promoting rational use of medicines 
in patient care and animal husbandry

(5) Enhancing infection prevention and 
control

(6) Fostering innovations and research to 
develop new tools and drugs

During the 62nd WHO regional
Committee Meeting in October 2011,
the Philippines committed to adopt and
implement the six-point policy package

to combat AMR in the country

Prevention 
and 

Control of 
AMR

3

Commitment to a national 
policy/ comprehensive  and 

sustainable action plan 

Strengthening Surveillance and 
Laboratory Capacity

Sustainable access to safe, 
effective and quality 

antimicrobials

Ensuring rational use of 
antimicrobials both in human 

and veterinary health

Improving Infection prevention 
and control measures in 

hospitals and communities

Fostering research and 
development

• Pharmaceutical products 
are being prescribed 
inappropriately.

• STG non-adherence: 
Prescribing of broad-
spectrum antibiotics and 
of prolonged duration of 
prophylaxis. 

� Dispensing of antimicrobials without prescriptions

� Pharmacists, who  are  supposed  to educate the 
consumers, act as prescribers of antimicrobials

� Loose dispensing of antimicrobials

� Drugstores operating without the supervision of a 
pharmacist, leaving all the dispensing duties to 
pharmacy assistants who most likely did not have 
adequate training on medicines and in counseling 
patients.

� Pervasive practice of self-medication with the least 
effective agents in incorrect dosages 

� Antibiotics are considered risk-free by patients who 
often under-treat leading to  the development of 
resistant organisms

� Practice of recycling prescriptions and prescription 
sharing among friends, neighbours and relatives.

� Widespread lack of patient awareness that drug 
regimens should be completed
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� Very alarming rates of 
resistance among various 
pathogens

� Escherichia coli

� Klebsiella spp.

� Pseudomonas aeruginosa

� Acinetobacter spp. 

� Streptococcus pneumonia

� Staphylococcus aureus

� Neisseria gonorrhea MDR-TB (resistance to Rifampicin and isoniazid): 
The Philippines ranks 6th (i.e. after China, India, Russia, Pakistan, and South 
Africa) among 27 identified high-burden countries

9

Philippine Pharmaceutical Market 2013 
= Php 138,634,295,138 

(USD 3.19 billion)

Total 2013 Value Sales of Antimicrobials 
= Php 18,870,239,260
(USD 434.50 million)

Source: IMS Health 2013

Financing of medicines is

largely out-of-pocket (88%) 
because of limited SHI
inpatient coverage and no 
outpatient drug benefit in the
standard Philhealth package.

DOH with basic drug coverage for 
several vertical programs:
- EPI and elderly vaccination
- MCH – FP commodities
- Tuberculosis
- Malaria
- HIV/AIDS
- Leprosy
- Rabies
- Some neglected diseases
- Primary outpatient medicines 

for low-income populations 

(Compacks)

10

 CEPHALOSPORINS & COMBS

 BROAD SPECTRUM PENICILLIN

 MACROLIDES & SIMILAR TYPE

 FLUOROQUINOLONES

 OTH B-LACTAM EX PEN,CEPH

 ANTITUBERCULAR PRODUCTS

 ANTIVIRALS EXCL ANTI-HIV

 SYST ANTIFUNGAL AGENTS

 MEDIUM&NARROW SP/PENICILL

 OTHER ANTIBACTERIALS

 TRIMETHOPRIM COMBS

 TETRACYCLINES & COMBS

 AMINOGLYCOSIDES

 CHLORAMPHENICOLS + COMBS

 ANAEROBICIDES

 RIFAMPICIN/RIFAMYCIN

 CARBENICILLINS & SIMILAR

27 %

26.4 %
12 %

Source: IMS Health 2013
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 BROAD SPECTRUM PENICILLIN

 CEPHALOSPORINS & COMBS

 ANTITUBERCULAR PRODUCTS

 TRIMETHOPRIM COMBS

 MACROLIDES & SIMILAR TYPE

 FLUOROQUINOLONES

 ANAEROBICIDES

 MEDIUM&NARROW SP/PENICILL

 ANTIVIRALS EXCL ANTI-HIV

 CHLORAMPHENICOLS + COMBS

 RIFAMPICIN/RIFAMYCIN

 SYST ANTIFUNGAL AGENTS

 TETRACYCLINES & COMBS

 OTHER ANTIBACTERIALS

 AMINOGLYCOSIDES

 OTH B-LACTAM EX PEN,CEPH

 CARBENICILLINS & SIMILAR

40 %

19%

5.4 %

7.6 %

7.3 %

7.1%

5 %
3.3 % 2.6 %

Source: IMS Health 2013

GENERIC NAME SALES VOLUME SALES VALUE

AMOXICILLIN 324,183,944 984,805,370

CLAVULANIC ACID+AMOXICILLIN 176,131,039 2,023,247,991

CEFALEXIN 133,727,091 625,325,198

SULFAMETHOXAZOLE+TRIMETHOPRIM 94,090,240 273,213,562

METRONIDAZOLE 64,516,049 83,905,549

CLARITHROMYCIN 54,895,099 895,187,403

CEFUROXIME AXETIL 49,056,978 1,198,555,328

PYRAZINAMIDE+ISONIAZID+ETHAMBUTOL+RIFAMPICIN 41,650,300 400,705,644

CIPROFLOXACIN 39,403,756 553,535,340

CEFACLOR 35,004,010 241,456,890

12Source: IMS Health 2013
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GENERIC NAME QUANTITY No. OF DOH
HOSPITALS 
PROCURING

# OF ARSP-
ACCREDITED
HOSPITALS

No. OF NON-
ARSP-

ACCREDITED
HOSPITALS

Cefepime
500mg vial
1g vial
2g vial

16,835 27 13 14

Meropenem
1g vial
500mg vial

94,667 38 18 20

Ertapenem
1g vial

2710 7 5 2

Levofloxacin
5 mg/mL, 100 mL vial
250 mg tablet
500 mg tablet
750 mg tablet

62,908 31 13 18

Piperacillin + 
Tazobactam
2g + 250mg vial

4g + 500mg vial

135,961 39 17 22

Vancomycin
500 mg vial

18,812 23 13 10

13

Administrative Order no 
42 s. 2014 was 
signed by HE 
President Benigno 
Aquino  in April 
2014 mandating the 
creation of a duly 
constituted body 
(Interagency 
Committee on AMR) 
that will formulate 
and oversee the 
implementation of 
a comprehensive 
national AMR plan.

Department of Health (DOH)
Food and Drug Administration (FDA)
Department of Agriculture (DA)
Department of Trade and Industry (DTI)
Department of Science and Technology (DOST) - Philippine 
Council for Health Research and Development (PCHRD)
Department of Interior and Local Government (DILG)

National Consumer Affairs Council (NCAC)

� Objectives of the ICAMR:
- Finalize the National Action Plan on AMR for country 

adoption and implementation

- Coordinate AMR policies and strategies at the national level 
involving both the public and private sectors – agriculture, 
trade, health professions, academia, NRA, industry, 
consumer and patient groups

� First convened in June 2014

16

17

Government / Public Sector

� National Center for Pharmaceutical 
Access and Management (NCPAM)

� Food and Drug Administration (FDA)

� National Center for Disease Prevention 
and Control (NCDPC)

� National Center for Health Promotion 
(NCHP)

� National Center for Health Facility 
Development (NCHFD)

� Bureau of Health Facilities and 
Services (BHFS)

� National Epidemiology Center (NEC)

� Research Institute for Tropical 
Medicine (RITM)

Private sector

� Drugstores Association of the 
Philippines (DSAP)

� Philippine Pharmacists Association 
(PPhA)

� Philippine Chamber of Pharmaceutical 
Industry (PCPI)

� Pharmaceutical Healthcare Association 
of the Philippines (PHAP)

� Philippine Medical Association  (PMA) 
and its professional medical societies

� Philippine Hospital Infection Control 
Society (PHICS)

� Philippine Hospital Association (PHA)

� National Consumer Awareness 
Council (NCAC) 

� NGOs and patient groups

18

NATIONAL

ANTIBIOTIC 

GUIDELINES

GOOD 

PHARMACY

PRACTICE

HOSPITAL

AMR CONTROL 

STRATEGY

PUBLIC 

/CONSUMER

ADVOCACY
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� To provide guidance to clinicians across different
health care settings (i.e. community, hospital) on the
judicious and responsible prescribing of
antimicrobials and other infection control measures

� To reinforce the implementation of infection
prevention and control measures across all levels of
healthcare settings

� To strengthen the capability and competence of
dispensers on rational dispensing of antimicrobials

� To educate the public on the risks of AMR and their
role in the fight against AMR

19

� Creation of a National 
Antibiotic Guidelines 
Committee

- first meeting and 
orientation in July 2014

� Development of 
evidence-based 
guidelines on 
antimicrobial is in 
hospitals and the 
community settings

20

� Pilot AMR Stewardship Program in 10 national government 
hospitals and selected private hospitals in partnership with 
NPSMedicineWise Australia and WHO-WPRO.

1. Institutionalize hospital clinical governance in the area of AMR

2. Reinforce efforts of Drug Therapeutics Committees (DTCs) and 
Infection Control Committees (ICCs) in promoting  rational and 
cost-effective use of antibiotics

3. Create systems and tools for antibiotic prescription monitoring

in hospital settings

4. Interdisciplinary management of AMR in hospitals – pharmacists, 

nurses, IDS experts and other major specialties

21

� Develop national standards on GPP first focusing 
on the responsible dispensing and use of 
antimicrobials with the FDA and the PHL 
Pharmacists Association

� Output: Development of a GPP Manual and 
institutionalization of GPP trainings in community 
and hospital pharmacies

22

� Create a one-year phased risk-communication plan for the 
public

� IT-based dashboards as a source of information on the 
spread of resistant pathogens in different areas of the 
country

� Targeted messages on the following:
- AMR threat in the PHL

- basic infection prevention and control measures
- management of common cough and colds
- judicious use of existing antibiotics

� Use quadri-media for dissemination
- IEC materials
- Cinema/TV placements
- Radio advertisements

- Social media: Facebook, Twitter, blogs

23
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