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Housekeeping

« This webinar is being recorded and will be shared on The Global Health Network platform.

- To automatically translate the speech to subtitles in your chosen language, navigate to the
Closed Captions function and select your language.

« Due to the number of participants your video and microphone have been disabled.

« Please use the Chat function to introduce yourself or to report any technical issues.

« Please use the Q&A function to post your questions and comments. You may do so

anonymously.




Panel & Agenda

Welcome address and opening remarks
Ohemu Godwin Pius

Brief Overview of the AMR Knowledge Hub of The Global Health Network
Adam Dale

Mobilizing Grassroots Movements: Engaging Communities to Tackle AMR
Dr. Alun Davies

Advocacy for Bold Commitments: The Role of Political Leadership in
Strengthening AMR Resilience
Kome Otokunefor PhD

Data Driven Antibiotic Stewardship
Prof. Esmita Charani

Closing remarks
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Engaging communities to
tackle AMR

Alun Davies
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I I l e ' i I D b a I I I e a I I I l Mesh is an online network for people working in community engagement with global health research

This is a collab , open access k ledge hub where ¢ practitioners, researchers, health workers and others can
network, share resources and discuss good practice. Join today!

Network's hub and

Priorities for social and ;{lgg Weblna r Community Engogement in Health Research
%’v in Latin America and the Caribbean

behavioural research on mpox b
Advancing Bioethics

knowledge communi .- | [
for community e B B

13th November 2024 12th December 2024 7th November 2024

engagement

e 0
ey 1A Y -
3 AP | >
A Practical Guide to Planning
an Engagement Strategy for

your Global Health Research
Funding Application

e

CEl Online Course CEl Planning tool
7th May 2024 12th July 2024




Goals for community/public engagement with
AMR?

* Raise public awareness
 Empower individuals

* To encourage Community-driven behaviour
change

 AMR policy-change

* To foster collaborative action
* Mitchel et al 2019, and 2020;




Responsive dialogues

* Deliberative discussions about AMR
research evidence to develop
solutions

* Improve understanding, attitudes and
behaviour

 Empower the public — solutions
 Contribute to policy-making

Responsive
Dialogues

Delivering Policies and
Actions on AMR

Antimicrobial resistance (AMR) is one An estimated 700,000 people die a
of the world’s biggest health threats, year because of AMR, many in low-
affecting people everywhere. Drugs, such  and middle-income countries.

as antibiotics, which advanced medicine
in the 20th Century are becoming less
effective and new ‘super-bugs’ for which
there are no treatments are emerging.

Covid-19 highlights this huge problem

further: many patients are receiving

antibiotics to help control secondary \
bacterial infections, potentially leading to
Across the globe, 28.3 million people increases in antimicrobial resistance.

could be pushed into extreme poverty by
drug resistance by 2050, with particularly
high impact on livelihoods and food
security in low-income countries in Asia
and Africa.

Policy makers are working hard to tackle

the immense problem of drug resistance in
their countries. One approach that can help
is Responsive Dialogues, which draws on the
growing field of deliberative practices.

70% Y28.3milion| 165%

of bacteria are people globally could increase in specialist
resistant to certain be pushed into extreme | - anipjgtic use in LMICs
antibiotics in several poverty by drug in 15 years?
LMICs! resistance by 2050

Photo credit: Steve Irel

This pamphlet summarises the Responsive Dialogue

framework developed by Wellcome. It illustrates To get a free Drug Resistant Infectic
how Responsive Dialogues can be used to generate Responsive Dialogue Toolkit, ema
solutions that are grounded in local realities and responsivedialogues@wellcome.

embrace ideas and views from the public. 12



Responsive Dialogues in Thailand and

Malawi

* Thailand —

» Regional and national conversations - 248
participants

* Improved understanding and attitudes

« Communication strategies, local action plans
and educational materials

* Policy contribution ;:?i;‘:i;fﬁ?ii?i?E""’"e’“e“’w““m espeneie
* Malawi - Worked with Women’s groups
* Increased communication on daily hygiene
* InSta”ation Of IOW-teCh hygiene faCiIitieS in ;u‘j'?:"’.‘:;”;;.r‘;;;iz‘;&?ﬁfn’.‘ZL’!?LTI?!J‘?LiZt;‘”i’féifliifi?;:l12'51”5213’:?11';EC'L'LL'LZ,‘L?H‘,L‘;“. """"" i
schools 7
* MoH committed to scaling-up the interventions

13



Fishy Clouds - a puppet show to engage
Thai communities

« Community drama
» Scientists at the Mahidol Oxford Research Unit
* Farmers
* Theatre group

* 12 community shows — to 1500 people

* Increased interest in public health and
science

* Enjoyable and engaging approach
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Superheroes against SUPERHERDES

superbugs - India AGAINST SUPERBUGS
Alliance '

* Engaging school children

 Children developed plays, posters and comics to
engage their peers
* Impact
« AMR understanding
* Installation of hygiene equipment
* AMR in school programmes
» Researcher workshops

REPORT



CE4AMR - Handbook

« Community-centered approaches

 Step-by-step strategy planning
process

 Real works case studies

ANT(SM]CR BIAL
RESHSTANCE

CEAAMR



Youth Against
Antimicrobial Resistance

Kenya, Nepal, Vietnam & Thailand

17



Project objectives:

Understand AMR awareness
2. Develop a learning framework

3. Create engagement platforms for
children and youth involvement

4. Co-create AMR messages and
engagement activities

18



Involving children and youth

Youth advisory board:

» Representatives from 4 countries
Youth working groups:

* 5 groups of 10-12 young people
Wider young public:

» Taking part in data collection .g;
YOUTH AGAINST
ANTIMICROBIAL RESISTAN

* Involved in engagement activities



Youth Involvement
IN:

Survey

Designing engagement activities
Interactive sessions with scientists
Evaluation

Messaging, web and social media
materials

* Reaching 523,955 people




Collaborative development
of an AMR learning
framework

* \With science teachers, scientists and
curriculum developers
* Review of school curricula
* Prioritised AMR content

» Developed age-appropriate AMR learning
outcomes

* All materials available through Mesh and
TGHN

Ele J

[ 7

A CONCISE ANTIMICROBIAL RESISTANCE
LEARNING FRAMEWORK
FOR CHILDREN AND YOUNG PEOPLE

21



An Introduction and Practical Guide to Community
Engagement and Involvement in Global Health Research

NIHR | Nt instutefor e ;. NIHR | Notontesiut fo
Health and Care Researt | Health and Care Research
AN R
4’

Module 1: Understanding Community
Engagement and Involvement (CEIl)
in Health Research

'NIHRN. CETTN,

Module 2: Justifying CEIl, Considering
Stakeholders and Engaging
Policymakers

: B
' NIHR [

Module 3: Ethical CEI

for CEI CEI

' :sh : Authors
NIHR | e e \

* Gill Black

» Rodrick Sambakunsi
* Robin Vincent

* Alun Davies

* Noni Mumba

* Helen Latchem

N I H R National Institute for “%\
Health and Care Research ‘Z\_:\

Module 6: CEl Partnerships,
Relationships and Project Planning

Module 7: Evaluation of CEI
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Dr. Kome Otokunefor



SUIIIIIINnnnnnn R nnnnnnnnnnnnnnn “;@

The Role of Political
Leqdershlp in Strengthening
AMR Resilience

Otokunefor, Kome PhD
Associate Professor of Molecular and Medical

Microbiology
University of Port Harcourt
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* Antimicrobial Agents

* Anfimicrobial Resistance (AMR)
* AMR Consequences

* AMR Resilience

*One Health Approach

* Why Political Leadershipe

* Advocacy
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Antimicrobial Agents

« Chemical substances, synthefic or e
natural

r . / ‘ \:'r.
- Act against bugs (kill or stop growth) ”.’“ ‘ N A

%

- .
g

W .

* Used in
* Prophylaxis
* Therapy

» Growth promoters Plate 1: Antimicrobial Agents
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Antimicrobial Agents

C Treatment O Treatment

g Prophylaxis — Prophylaxis
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Antimicrobial Resistance (AMR)

* Ability of bugs to withstand the
action of anfimicrobial agents

* Renders antibiotics ineffective

« Often develop rapidly following
the infroduction of the drug 4
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Antimicrobial Resistance (AMR)

1950 1972 2001 2010
Tetracycline Vancomycin Oxazolidinones Ceftaroline

1960 1996 2005 2019
Methicillin Levofloxacin lipopepties lipiaromutilines

1953 1985 2003 2014
Erythromycin | Imipene and Daptomycin Phenazines and
1943 197 Ceftazidime 2000 2008  Diarylquinolines , o,
Penicillin Gentamycin I pleuromutilins Onward
XDR & PDR

Figure 1: Timeline for the Development of Antimicrobial Resistance (Aslam et al., 2024)




Antimicrobial Resistance - Consequences
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AMR causes today -
’ d# N EU/EEA
E 33,000
deaths per year
P .
U U\ from influenza, g ey 3
e HIV/AIDS, bactorts resistand
e < snd bkl tolastin IN BRAZIL,
lEcoc. 20i8) 1 RUSSIA AND
¥ tourists wi p between
56,000 * v BB 40% mason
new-born deaths ' golesis
per year drug-resistant
[B1, 2017) [OECD, 2018)




Antimicrobial Resistance - Consequences
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IN EUROPE
390,000

deaths per year

[AMR Review, 2014]

deathspervear $100tn  The two most affected regions
in lost global production
between
23:46“22&2%? IN AFRICA IN ASIA
4.1 million 1 47 million

A deaths per year

\ ‘ [AMR Review, 2014]
e

deaths per year
' [AMR Review, 2014]




Antimicrobial Resistance - Consequences
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Deaths attributable to AMR every year by 2050

America
.. 317,000

4,150,000

N

Latin
America
392,000
Mortality per 10,000 population
Number of deaths 5_6 7 8 9 10 5

Source: Review on Antimicrobial Resistance



Antimicrobial Resistance - Resilience
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« Capacity of a system to respond to surprises AND maintain vital

functions

* Responses could include
* Cope
* Adapt
* Transform

- Aimed at managing disturbances
» Continue to ensure effective therapy

* Maintaining or improving economic, social, and environmental

health and Well—beini



Resilience - T
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Resilience - Capaci’ry
IHIINNNNNNnnNnnNnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnan
* Absorptive Capacity
 Ability to absorb disruptions

* Adaptive Resilience

» Capacity to adjust the system proactively or reactively to
change

* Transformability
* Ability to create a new system



Resilience — Absorptive Ca qcity""

IINNNnnnnnnnnnnnnninInnIarnnnnnnnnnnnnnnnnnnn

*Netherlands search and destroy policy targeting
MRSA

s Implemented from the late 1980s

*Involved active screening, isolation and
decolonisation

*Resulted in lower resistance rates compared to other
countries



Resilience — Absorptive CaBacitX",
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Figure 1: Trend in methicillin-resistant Staphylococcus aureus (MRSA) rates for seven countries,
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Antibacterial use
in humans

Human to human
transmission in open
community, patients,

farm workers and other

high risk groups

One Health Approach

Animal contact with humans

Human contact with farm animals, food

congmption and companion animals

Resistance in

humans Food sources,
‘ \ habitat, bathing ‘
Drinking water
Loss of Loss of
resistance SGVA Aure resistance

\lossof

resistance

Antibacterial contamination
(wastewater, factories, pollution)

Antibacterial use
in animals

Animal to animal
transmission



Necessity for One Health Approach
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Figure 2: Visits of MRSA positive patients to the outpatient clinic.



Resilient System

I

Food Safety Technology Transfer | Improved Outbreak
Surveillance and Management
Monitoring Protocols

Disease Healthier Access to Clean Zero Hunger
Prevention Populations Water
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Why Political Leadership?

*Response must be systemwide

*Silo’s cannot holistically address the issues

» Globally coordinated governance

* Monitoring is crucial: - Local, National, International

* International Collaborations - Funding
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Guidance
UK 5 Year Antimicrobial Resistance
Strategy 2013 t0 2018

Sets out actions to slow the development and spread of
antimicrobial resistance with a focus on antibiotics.

& GOV.UK b [Q

From: Department of Health and Social Care
Published 10 September 2013

Last updated 15 October 2024 — See all updates
. & GOV.UK + Menu
Policy paper
UK 20-year vision fOI' antimicrobial Home > Health and socialcare > Public health > Health p (AMR)

Home > Health and socialcare > Public health > Health protection > Antimicrobial resistance (AMR)

) resistance
Policy paper
How the UK will contribute to containing and controlling UK 5-year action plan for antimicrobial
antimicrobial resistance (AMR) by 2040. resistance 2019 to 2024

Ambitions and actions for the next 5 years, supporting the

From: Department of Health and Social Care e e : .
20-year vision for antimicrobial resistance (AMR).

Published 24 January 2019

& Get emails about this page .
From: Department of Health and Social Care

Published 24 January 2019

| This was published under the 2016 to 2019 May Conservative

| This was published under the 2016 to 2019 May Conservative government




Focus of United Kingdom 2024-2029 NAP

I

Reducing the need for, e IPCandIM
and unintentional » Public Engagement and education
SY(ele ViR e Welplilnglleifelelle] ¢ Sirengthened Surveillance

Optimising the use of * Antimicrobial Stewardship and Disposal
antimicrobials * AMR workforce

* Innovation and influence
* Using Information for Action
e Health Disparities and Health Inequalities

Investing in innovation,
supply and access

Being a good global

oartner * AMR Diplomacy




Details of United Kingdom 2024-2029 NAP
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Reducing the need for, and unintentional Optimising the use of antimicrobials
exposure to, antimicrobials

Informed interventions ¢ Clinical decision support

* The built environment * Appropriate prescribing and disposal
* Waste minimisation and effective Behavioural interventions

waste management

2. Public engagement and education @ 5. AMR workforce

1. Infection prevention and management @ 4. Antimicrobial stewardship and disposal

* Public awareness and campaigns ¢ Health and social care training
* Use of educational settings ¢ Health and social care workforce
* Engagement guide * Health and social care governance
. Strengthened surveillance ) : \Slit;g:‘n?g”ggggﬁeaﬁ?;\;’:iigﬁ:nd skills
Optimising surveillance and response Confrontlngl
Surveillance to inform interventions AMR: the UK's
second 5-year
. Innovation and influence national action

AMR solutions plan (2024 to
Subscription models 2029)
Overcoming market barriers
Improvement and adoption

. % ; 9. AMR diplomacy
. Using information for action @ B e
Evidence generation and use e Access and stewardship
.
.

DGO G

e e e e O

e o

Research networks Antimicrobial use in farming

) - . " Standards for manufacturing
. Health disparities and health inequalities and waste management

Data on health inequalities ¢ Advocacy and engagement
Health inequalities toolkit
Health inequalities interventions

Investing in innovation, supply and access Being a good global partner

® ®

e e o @




Fallouts of United Kingdom Political will on AMR
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The Veterinary Medicines Regulations 2013 (VMR) set out the controls on the EnCOUrOge greOTer inveSTme nT in

marketing, manufacture, distribution, possession, and administration of R & D
veterinary medicines and medicated feed. The Veterinary Medicines

(Amendment etc.) Regulations 2024 make changes to the VMR to ensure
continued availability of safe and effective veterinary medicines in the UK.
These Regulations are now in force.

Support and promote
appropriate use

Public Health

England Protecting and improving the nation's healt 20 ] 6 DOVOS
Declaration

Jyebinppes Improve access to high quality
To: Local Authority Chief Executives 23 October 2019 prod U C-I-S an d man UfCI C-I-U rl N g

Directors of Public Health PHE Gateway Number: L2019-108

Dear colleagues

We are pleased to report that there has been a reduction in prescribing of antibiotics in
primary care and a clear shift toward more targeted prescribing across England. Many Local
Authorities and Health and Wellbeing Boards, have taken decisive action in this field and so
can share in the credit for this achievement. Thank you very much for your efforts, this is a
great outcome for all.

Reduce environmental pollution
when manufacturing

With World Antibiotic Awareness Week (18-24 N ber) and Europ: tibioti
Awareness Day (18 November) approaching, we would like to suggest some actions to build
upon this success.

Good infection prevention and control in schools is key to reducing the spread of infectious
diseases in the wider community. We therefore encourage you to make sure that local schools
know where to find PHE's advice and resources on this matter. It would also be useful to draw




A Global Picture

I

Overall antimicrobial resistance governance scores B Policy design

Highest Lowest
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78™ UNGA High Level Meeting on AMR

26 September 2024

* Borderless nature of drug-resistant
infections

* Quadripartite Organisations

*Need for a political declaration on AMR ))m

* Multisectoral engagement
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Key Points of 2024 AMR Declaration

*Reduce estimated AMR deaths by 10% by 2030

*Set up sustainable national financing to help at least 60% of
countries have funded national action plans (NAP).

* Develop global multisectoral action
* Encourage countries to report quality surveillance data

« Call for 95% of countries to annually report on implementation
of NAPs



Advocacy
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Who should
be
informed?

How will
they heare

How will
Who will do the
the information
informing? be passed
one




A Collective Responsibility
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Increased Rational Infection Control Antimicrobial
Collaboration Drug Use & Prevention Surveillance
National l Ban on OTC
Policy v Antibiotic
Al Essential oo Educat
ssentia s e . . ucate
YOURSELF - Dt Lt Antlrtncroblal e
HERE Resistance
AMR / ~ rao
Committee Drug/ Vaccine
New AMR Std. Treatment Hand Immunization
Programmes Guidelines Hygiene Coverage




In a Nuishell

I

*The current gains in AMR policies are not accidental

*These gains are a reflection of years of advocacy and
“telling the AMR story”

*SMmall deliberate steps have culminated in the current state
of things

* This momentum MUST be maintained

* All hands need to be on deck
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TOGETHER WE STOP AMR
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Data driven antibiotic stewardship
WAAW 2024

Esmita Charani, MPharm, MSc, PhD

FRPSGB, Associate Professor, University of
Cape Town

Wellcome Trust Career Development
Fellow




Research Landscape

Inequity in funding

Inequity in AMR funding between R&D for new
drugs and optimising existing ones

Skew towards tech development, not much on
implementation

Policy, strategy not invested in — NAPs have big
gaps in operationalisation

Contextual and culture and behavioural drivers
under investigated

E. Charani et al., Optimising antimicrobial use in humans-review of
current evidence and an interdisciplinary consensus on key priorities

for research, The Lancet Regional Health - Europe (2021)
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An analysis of existing natlonal action plans for @' @
antimicrobial resistance—gaps and opportunities in ;
strategies optimising antibiotic use in human populations
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Lancet Global Health, 2023

192 countries assessed for eligibility

70 countries ineligible

R 51 countries have no NAP

19 countries have NAPs in
development

A

122 countries identified as having an NAP
46 HICs
S8LMICs
18 least-developed countries

14 excluded
—» 13 NAPs not retrievable
1duplicate

A
108 country NAPs retrieved

9 10 NAPs only available in Spanish

10 Spanish NAPs translated
to English

108 country NAPs included
42 HICs
SO LMICs
16 least-developed countries

Figure 1: Flow diagram of search and retrieval of country NAPs for inclusion

inthe analysis
NAP=national action plan. LMIC=low-income and middle-income country.
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An analysis of existing natlonal action plans for @' Q
antimicrobial resistance—gaps and opportunities in ;
strategies optimising antibiotic use in human populations

Vo O M Mt ) P s AN, WA W (9 S, 9 B 0a]
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[ South-East Asia region
[ Eastern Mediterranean region
Western Pacific region

Bl European region

Bl Region of the Americas

Bl African region |

Figure 2: Availability of national action plans by WHO region as of February, 2022

Lancet Global Health, 2023



NAP available =~ NAPsthat AMR data Antibioticuse  Antibiotic Range; mean (median)

andincludedin  mentioned available in orconsumption consumption  antibiotic consumption
this review submission of GLASS dataavailable  dataavailable  reported as defined daily
AMR data to database* inthe NAPs*t  inWHO reporti doses per 1000
GLASS database* population (p=0-061)
High-income countries (n=55) 42 (76%) of 55 12 (29%) of 42 29 (69%)of 42 16 (38%)of42 32 (58%)of55 9-78-33-85;19-29 (17:91)
LMICs (n=95) 50(53%)of 95  21(42%)of50  18(36%)of50 18 (36%)of 50 26 (27%)of 95  529-64-41;19-86 (17-67)
Least-developed countries 16 (38%) of 42 8 (50%) of 16 11(69%)of 16  3(19%)of 16  4(10%)of 42  4-44-27-29;16-44 (17-02)

(n=42)

Data are n/N(%). All 192 countries were categorised by OECD classification. AMR=antimicrobial resistance. GLASS=Global Antimicrobial Use and Surveillance System.
LMIC=low-income and middle-income country. NAP=National action plan. OECD=0rganisation for Economic Co-operation and Development. *Data reviewed from the
108 countries with NAPs included in this review. 1The antibiotic use or consumption data in the NAPs were not consistent in their representation, often drawing data from
small populations or a single study, and, therefore, could not be evaluated. fAntibiotic consumption data were retrieved for secondary analysis from an existing WHO AMR
report published in 2019, with data available for 63 countries.* The consumption data in this report were presented as defined daily doses per 1000 population.

Table 2: Antibiotic consumption data and AMR surveillance data and their submission to GLASS database for the countries with an NAP that were
included in this review

Lancet Global Health, 2023









Current state of IPC

Global survey on implementation of IPC using
WHO IPC assessment framework (IPCAF)

Tomczyk et al., Lancet ID 2022

Weighted IPCAF median score from total 81 countries
(4440 health-care facilities) was 605 (IQR 450-4-705-0)
indicating an advanced level of implementation

Significantly lower score for low-income (385,
279-7-442-9) and lower-middle-income countries (500-4,
345-0-657°5)

Zero % facilities from low-income countries met all
indicators that are considered as minimum
requirements for IPC

X.{.
D “_j
B
’ 4
1* . <1 ?:)
» >
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Main challenges reported

HAI surveillance and monitoring and feedback of IPC practices scored lowest among

low-income countries.
IPCimplementation in LMICs hampered by multiple factors:

Overcrowding, understaffing, lack of sufficient resources including PPE, inadequate
environmental cleaning, insufficient hand washing stations, low compliance with
recommended hand hygiene practices, poor ventilation, lack of IPC training, and lack of

management support on IPC

Resulting in high rates of HAls, and AMR



IPCAF study from Bangladesh

Majority of sampled tertiary care hospitals demonstrate inadequate IPC level
with overall median IPCAF score 355.0 (IQR: 252.5-397.5) out of 800.

Most hospitals had IPC guidelines as well as environmental interventions,
material and equipment.

Only 30% of hospitals had regular IPC training program. Around 90% of
hospitals did not have an active IPC monitoring and audit system.

73% of hospitals had functional hand hygiene stations, but sufficient toilets
were available in only 37% of hospitals. Half of the hospitals had inadequate

staffing.

Harun et al., ARIC 2022



Economic evaluations of interventions to prevent and
control health-care-associated infections: a systematic
review

Define IPC interventions

Panel: Eligible interventions suitable for inclusion

« Hand hygiene interventions targeting prevention and
control of health-care-associated infections (HAls)

« Screening followed by contact precautions, isolation,
decolonisation, or a combination of these targeting
prevention and control of HAls

= Personal protective equipment targeting prevention and
control of HAls

« Infection prevention and control programmes involving an
infection preventionist at the national level or at a facility

« Education and training programmes

« Environmental cleaning

+ Surveillance

Rice et al., Lancet ID 2023



Economic evaluations of interventions to prevent and

@*®

control health-care-associated infections: a systematic
review

Panel: Eligible interventions suitable for inclusion

Hand hygiene interventions targeting prevention and
control of health-care-associated infections (HAIs)
Screening followed by contact precautions, isolation,
decolonisation, or a combination of these targeting
prevention and control of HAls

Personal protective equipment targeting prevention and
control of HAls

Infection prevention and control programmes involving an
infection preventionist at the national level or at a facility
Education and training programmes

Environmental cleaning

Surveillance

Rice et al., Lancet ID 2023

Broader range of interventions than previous reviews.

Among the studies meeting minimum quality criteria, there
was evidence of cost-effectiveness for screening high-risk
individuals, screening with decolonisation, universal
decolonisation in intensive care units, hand hygiene,
environmental cleaning, surveillance, and multimodal
interventions.

There were no quality studies that evaluated education and
training, or specifically monitored and evaluated infection
prevention and control interventions.

73 studies, 10 from LMICs, including China, Ghana, Cambodia
Thailand, Vietnam



Contextual variability a limiting factor

Current practice, design of interventions, effectiveness of interventions, cost of
interventions, and treatment of infections all vary between countries and affect the
generalisability of the results to a specific setting.

Focus on one microorganism e.g., MRSA
The implementation or improvement of IPC motivated by the prevalence of one
microorganism - underestimating the benefits of an intervention.

Flaws in modelling

‘Studies that used complex models where patients could become colonised, infected,
or decolonised sometimes made use of inadequate evidence for colonisation rates,
infection rates for colonised or not colonised, or for the probability of being
decolonised.’

Rice et al., Lancet ID 2023
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HH opportunities
Taken  Missed Total

Tech stafl 1 2 3
Carer 3 10 13
Nurse 3 ' 59 62
Physio 6 5| 11
X-ray staff 4 9 13
Doctor 1 36 37
Patient 0 3| 3
Cleaner 0 0 0
Dietitian 0 2 2
Kitchen staff 0 2| 2
Pharmacist 0 0 0
Ward clerk 0 1] I
Visitor 0 0 0
Total 18 129 147

Figure 1. Proportion of hand hygiene (HH) opportunities (by HH moment) taken or missed during observations and staff involvement,




What interventions have most robust evidence for

mitigation of AMR?

Evidence:

Sustainable Access to Antibiotics 2 @hm

Burden of bacterial antimicrobial resistance in low-income
and middle-income countries avertible by existing
interventions: an evidence review and modelling analysis

Sustainable Access to Antibiotics 4

Ensuring progress on sustainable access to effective
antibiotics at the 2024 UN General Assembly: a target-based
approach

@5®

Policy:
WHO Gender and AMR
WHO AMR and Equity

The socioeconomic

drivers and impacts of
Antimicrobial Resistance (AMR)

Implications for policy and research




WASH

Vaccines

Infection
Prevention

Lewnard et al., The Lancet 2024
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and middle-income countries avertible by existing
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10% reduction in AMR
mortality

20% reduction in human
use

30% reduction in animal
use

Mendelson et al., The Lancet 2024
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In healthcare facilities in LMICs, at
least one in 10 patients acquire

health care associated infections
(HCAIS) WHO Global Strategy for IPC

Lack of national surveillance
systems for reporting HCAIs in
many LMICs - As of 2022, 70

countries actively report data to
WHO Pallett et al., WHO Bulletin 2023

GLASS and ATLAS GLASS and ECDC

Difference of susceptibility %
between platforms
o
©

v v v v
40 60 80% 100% 208 40 60 80

Mean susceplibility % between platforms

Pallett et al., WHO Bulletin 2023
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Access to antibiotics

E Charond et al / The Lancet Regiomal Health - Europe 7 (2021) 100161 5
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Sustained access to antibiotics
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CONSEQUENCES

ERE

. rapid }2%

o .
changes 1o Institutional policies and formularies

Improved communications and transparency
between industry and healthcare organisations,

Contingency plans for managing shortages at
national level through secure supply chains and
stock management and closer collaboration with
industry and healthcare facilities.

Implementation of institutional AMS if not already
In place- restricting antibiotics, providing
education, and institutional protocols regarding
alternative therapies

Enhanced collaboration and communication
between hospital leadership, doctors, nurses
and pharmacist to mitigate drug shortages.

KEY LESSONS ON MANAGING SHORTAGES

Fig. 2. Piperacillin-tazobactam shortages: a case study of causes, coesequences, and recommendations for managing shortages. AMS, antimicrobial stewardship programmes.
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A road-map for addressing antimicrobial 2

resistance in low- and middle-income
countries: lessons learnt from the public private
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stewardship programme in the State of Kerala,
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Fig. 1 Aroad map of the state-wide antimicrobial stewardship plan to tackle AMR in Kerala
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L Fig. 2 Lessons learnt from PPP and co-designed AMS initiatives at Kerala
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antimicrobial stewardship programmes
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India, South Africa and the United Kingdom

Vrinda Nampoothiri @ '+, Oluchi Mbamalu?, Marc Mendelson’, Sanjeev Singh’ and Esmita Charani @ ***

¢ ! Deportment of Meolth Scences Resecrch, Amnt Institute of Medical Scerces, Ametc Vishwo Vidyopeethor, Koch), Kerola, Inghe;

“Division of Infectious Disecses & MIV Medicine, Department of Medicne, Groote Schuur Hospitel, Unvversty of Cape Town, Cape Town,

South Africa; “Depor of Medicol , Amnta Irstitute of Medicol Scences, Amvita Vishwo Vidyopeetham, Foridabod,

Heryana, India; “Degortment of Infiection Contral ond [pidemiciogy, Ao Institute of Medical Scence, Amrito Vishwe Vichapeethom,
Kook, Kevala, Jncia; "Foculty of Heolth and Life Scrnces, Unwersity of Livevgool, Liverpod, UK

*Commponding outher, £ mol windonompoothrllyohoo com

Nampootbhiri et al.

Table 1. Key responsibilities delivered by pharmacists in AMS in the

different countries included in this study

Key responsibilities hondled by
pharmacist

India Public Private UK

SA

Review of antimicrobials

Communication of recommendations to
clinicians

Making changes to prescriptions directly

Responsibilities within pharmacy

Ward based clinical pharmacy
responsibilities

Outpatient AMS

Policy level work

Training of pharmacy interns and other
healthcare professionals

In hospital quality improvement projects

Research projects in colloboration with
other universities

Answering drug related queries

Development of antimicrobial guidelines

Diagnostic stewardship

Therapeutic drug monitoring

Members of hospital level committees
such as pharmacy ond therapeutic
committee, antimicrobial committee
etc.

Academic role
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Antibiotic prescribing is a complex social process
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Culture
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Antibiotic prescribing as a
‘behaviour’ - a complex,
dynamic social process,
influenced by many
determinants.

‘Unwritten rules’ influence
antibiotic prescribing
behaviours.

Clinical autonomy and
hierarchies overrule policies,
guidelines and expert input.
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Contextual factors influencing behaviours
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Rationalising irrational prescribing, a study from paediatric surgical

population

Mixed method approach with
ethnography and review of antibiotic
prescribing at tertiary care hospital in
Kerala

Empirical broad spectrum antibiotic
prescribing in 83% (n= 98) surgical
patients
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Figure 2: Key factors which influence the infection management in pediatric departments
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https://amr.tghn.org/signup
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