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Glossary

The following terms are from the glossary in the WHO Handbook for conducting assessments of barriers to effective
coverage with health services: in support of equity-responsive reforms towards universal health coverage (1) and the
WHO publication Addressing gender inequalities in national action plans on antimicrobial resistance: Guidance to
complement the people-centred approach (2). We have used terms from the two publications that might be most useful
for those using this AMR resource.

Access

AMR-responsive

Availability, accessibility,
acceptability and quality
(AAAQ)

Barriers and facilitating
factors

Commercial
determinants of health

Effective coverage

Gender

Understanding of barriers to health services requires reflection on “access”. The
definition of access adopted by the Pan-American Health Organization (3) is: “the
capacity to use comprehensive, appropriate, timely, quality health services when they are
needed”. The wider concept of “accessibility” refers to the functional relation between
the population and health services. Accessibility in its broad sense reflects various
obstacles, impediments and difficulties of supply and demand and facilitating factors

as they manifest, compound and intersect at the interface between the population and
health services (4,5). While the broad concept of accessibility underpins an assessment

of barriers, it can be clearly differentiated from the specific use in this handbook of
“accessibility coverage” as one domain of the Tanahashi framework for effective coverage
(1,6).

Health systems that include consideration of AMR in health services, treatment and care
and processes, such as raising awareness about the risks of exposure and vulnerability to
AMR in some settings and ensuring that infection prevention and control (IPC) strategies
are in place; ensuring that health professionals are supported in delivering high-

quality care and treatment in an acceptable way with attention to protection from and
prevention of AMR.

The framework used to guide the evidence review and analysis for this guidance (7)

is a well-established, accepted means for examining health equity, including barriers
to effective coverage (see below) and attention to equity for the groups most likely to
experience inequitable exposure, vulnerability and risk for AMR and poorer health and
social outcomes as a consequence if inequity in health outcomes is not addressed at
health system level.

Barriers are factors that prevent effective coverage of the target population with a health
service (8). They may occur before the first point of contact (preventing any use) or at
various stages during coverage to obtain the desired treatment across the continuum.
Facilitating factors are those that ensure effective coverage of the target population with
a health service.

Commercial determinants of health are the private sector activities that affect people’s
health, either directly or indirectly and positively or negatively (9). In relation to AMR,

it refers to determinants such as the impact of transnational corporations and their
influence on global policy regulation such as patent laws for pharmaceuticals and

related research and development with wide reaching impact e.g. evergreening patents
for medicines that assist with drug-resistance (10). Low- and middle-income countries
(LMIC) that do not have strong regulatory enforcement mechanisms, taxation policies or
governance mechanisms may be particularly vulnerable to the negative health impacts of
commercial determinants (11,12). See also “Social determinants of health”.

the proportion of people in need of services who receive services of sufficient quality to
obtain potential health gains (6). This is distinct from service coverage, which is defined
as the proportion of people in need of a service that receive it, regardless of quality.

the socially constructed norms that impose and determine inequalities in power, roles
and relations of and between women, men, boys, girls and gender-diverse people, and
that underlie gender-based discrimination. Gender norms, roles and relations differ from
society to society and evolve over time (13).
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Gender analysis

Gender inequality in
health

Health equity

Inequality

Sex

Social determinants of
health

Vulnerable group
and/or group facing
discrimination

vii

Assessment of barriers can provide data for gender analysis. Although “sex” (see below) is
often considered to have the same meaning as gender, they are different. Gender analysis
entails examination of gender-related differences along the life course in risk, exposure,
health-seeking behaviour, access and use of services, experiences in health-care settings,
treatment options and impacts of ill-health (14). Gender analysis includes examination of
the interactions between biological and sociocultural factors and access to and control
of resources in relation to health. It is used to identify appropriate responses to various
needs. Gender analysis may include data disaggregated by sex but should also explore
gender norms, roles and relations.

A measurable difference in health among groups due to gender-related power inequality
and discrimination based on norms, roles, relations and other gender-related barriers
(adapted from (2)).

the absence of avoidable, unfair or remediable differences in health among groups

of people defined socially, economically, demographically or geographically or by
other types of stratification (15,16). Health inequality - observable differences among
subgroupsin a population - can be measured and monitored and used in indirect
evaluation of health inequity (17,18). (See Inequality.)

Differences or variations among groups in a population. The terms “inequality” and
“inequity” are sometimes used interchangeably. but they are distinct: inequalities
describe observable differences between groups, while inequities refer to those
differences when they are considered unfair, avoidable, and rooted in social, economic,
environmental, or structural disadvantage - and therefore amenable to action. Some
differences, such as higher mortality at older ages, are not necessarily inequitable.
However, differences within age groups - such as premature death or poorer health due
to living conditions or barriers to health services - are often preventable and remediable.
Likewise, while children are biologically more vulnerable to certain environmental
exposures, unequal exposure to risks such as indoor air pollution or chemical
contamination reflects inequitable conditions that shape health and life opportunities.
The “PROGRESS-Plus” acronym is commonly used to summarize key dimensions of
inequality that can be used (as a means of disaggregation) in health inequality monitoring
to understand why some subpopulations are being left behind (19). See also Health
equity.

the biological or chromosomal attributes that separate males, females and intersex
people. Sex is assigned at birth by the appearance of external genitalia and may differ
from a person’s gender identity (13).

the conditions in which people are born, grow, live, work and age. They operate at both
structural and intermediate levels, influencing an individual’s or subpopulation’s capacity
to obtain effective coverage with health services, and health more broadly, and thus are
key drivers of health inequities (20).

Certain groups face increased risks or challenges and there is need for targeted efforts
to address their specific needs and to promote inclusivity and equality. Marginalized
populations in public health often include groups that face increased risks of health
inequities due to factors such as socioeconomic status, ethnicity, race, gender, sex,
age, disability, or other social determinants. These populations may experience
barriers to accessing health care services, face discrimination and have poorer health
outcomes compared with the general population (21). It isimportant to differentiate
between physiological vulnerability due to age (young children and older people) and
physiological changes, such as during pregnancy and also its intersection with wider
determinants and discrimination. Therefore, not all older people experience inequity
as a result of their age and physiological vulnerability but also as a result of their social,
economic and other living conditions. See also inequality.
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Executive summary

Equity dimensions of antimicrobial
resistance (AMR)

AMR continues to pose a significant threat to global

health and development, undermining progress toward
health equity, universal health coverage (UHC) and the
Sustainable Development Goals. Action on AMR has
increased in recent years, and many countries have
adopted national action plans (NAPs) aligned with the
Global action plan on antimicrobial resistance (22). Equity,
however, remains a neglected dimension in AMR policy
and practice, despite a growing body of evidence of its
important role in AMR, its impact and in limiting the
effectiveness of interventions to prevent and address it.
The global and national response to AMR should be guided
by the core principle of “leaving no one behind”.

In 2023, WHO published the People-centred approach to
addressing AMR in the human health sector (23) to shift
the focus of action on AMR towards a people-centred
approach and address critical health system barriers that
hinder equitable access for the prevention, diagnosis and
treatment of (drug-resistant) infections. It also provides
guidance on strengthening inclusion of the dimensions of
gender, equity and disability into AMR NAPs.

This publication synthesizes current evidence

on the equity dimensions of AMR and provides

20 recommendations for countries to integrate
considerations of equity into NAPs on AMR, aligned with
the people-centred approach.

There is a specific focus on how inequity influences the
emergence, spread and impact of AMR in three areas for
possible intervention: (i) water, sanitation and hygiene
(WASH); (ii) access to health services and essential
antibiotics; and (iii) surveillance of and response to AMR
and antimicrobial use (AMU).

The findings from the evidence synthesis were analysed
through the lens of (i) the availability, accessibility,
acceptability and quality (AAAQ+) framework for assessing
barriers and facilitators to effective equitable coverage (1)
and (ii) the Priority public health conditions framework for
equity analysis of structural factors that impact exposure
and vulnerability to AMR (7,24).

AMR does not affect all populations equally. People who
are socially and economically marginalized - due to
poverty, gender, geographical remoteness, occupation
and many other factors - may be more likely to be exposed
to drug-resistant pathogens, have inequitable access

to timely, effective health services for the prevention,
diagnosis and treatment of (drug-resistant) infections and
be more vulnerable to the consequences of AMR. Such
inequity is rooted in structural determinants, including
inadequate access to clean water and sanitation, poor
infection prevention and control, weak regulatory systems
and fragmented health and pharmaceutical supply
systems.

The AMR response must address the systemic and
structural drivers of seeking and providing care for

AMR. They include investment in system-wide solutions
through strengthened primary health care (PHC) and
UHC, improved living and working conditions and robust
governance and accountability mechanisms.

The development of effective, equitable solutions is
limited by the lack of disaggregated data to identify

who is most affected and why; insufficient integration of
equity and context-specific considerations in the design
and implementation of interventions; and inadequate
engagement of affected communities in decision-making.

Ensuring that AMR strategies are equitable is a moral,
scientific and strategic imperative. Without explicit,
sustained attention to equity, AMR responses can
entrench disparities in access, exposure and outcomes -
ultimately undermining global efforts to control resistant
infections. An equitable approach ensures a stronger,
more resilient health system and a more inclusive global
health agenda in which the benéefits of efficacious access
to antimicrobials are shared by all.

This publication promotes strategic reframing and
strengthening of AMR responses to one based on
advancing equity and on the lived realities of the people
most affected by inequity and AMR. When equity is
embedded in the design, implementation and evaluation
of AMR strategies, the result is not only more fairness but
also more effective, sustainable action.

Fig. 1illustrates the theory of change for addressing inequity in NAPs on AMR, by progressive adoption and implementation of the recommendations outlined in

this guidance.
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Fig. 1. Theory of change for addressing inequity in NAPs on AMR

Problem Change Desired Desired
Statement Pathways outcomes outcomes

NAPs on AMR are not
developed with
attention to equity
and how inequity
impact on the
emergence and
spread of AMR. This is
compounded by an
overemphasis on the
behaviour of people
and health workers
as part of AMS
efforts, with less
attention to interven-
tions to address
systems challenges
to support sustaina-
ble and more
effective and
equitable coverage.
To improve the AMR
situation, accelerat-
ed action is required
to address the
systems challenges
and drivers of the
problem, including
barriers faced by
various population
groups.

Knowledge of
structural
drivers.

Disaggregated
data by sex and
other inequality
variables.

Analysis to
identify barriers
and inform
equity-responsiv
e approaches
(e.g. through
AAAQ
framework).

Investment in
preventive and
system
approaches.

Equity-
responsive,
PHC-oriented
health systems
to achieve UHC,
including
multisectoral
action.

Entry points for
addressing
inequity through
collaboration
and action
across the

13 core
intervention
areas of the
WHO people
centred
approach.

GAP and NAPs
increasingly
informed by
disaggregated data
and equity analyses
of key barriers and
the perspectives of
people with lived
experience

of AMR.

Strengthened supply
chains with
attention to equity
dimensions.

Increased and
improved availability
and use of
disaggregated data
to determine the
prevalence and
burden of AMR, and
enhance monitoring,
evaluation and
learning about AMR
interventions.

Treatment
guidelines and AMS
program documents
support
equity-responsive
approaches.

Increased effective
coverage for
prevention,
diagnosis and
treatment of AMR
infections for all.

Increased
cross-discipline
research and
development (R&D),
and inclusion of
equity dimensions in
the medical
products research
life cycle.

Increased number of
countries acting on
equity and AMR,
moving from doing
something to doing
more to doing
better.

Desired
Impact

©

Globally and
nationally, AMR
approaches are equity
responsive and
informed by equity
analysis of drivers of
inequity in AMR.

&

Improved integration
of equity dimensions
in the design,
implementation and
monitoring,
evaluation and
learning of AMR
interventions.

Decreased inequity in
mortality and morbidity
due to (drug-resistant)
infections, including
sepsis, TB and other
conditions such as STls
linked to inequity in
people’s
socioeconomic
position, and living and
working conditions.

The goal of this guidance is to:

+ sensitize and raise awareness among AMR stakeholders
about the intersection between AMR and equity,
including in respect of inequitable exposure and
vulnerability to infection, access to and use of health
services for the prevention, diagnosis and appropriate
treatment of (drug-resistant) infections, and the
structural factors of these intersections;

+ explain and illustrate evidence of the dimensions of
equity and consideration of AMR from the viewpoint of
three priority areas for interventions to address AMR:
WASH, access to health services and antibiotics, and
surveillance of AMR and antimicrobial use (AMU) and
response; and

« provide practical recommendations and entry points
at country level to address such inequity in AMR
interventions when developing, implementing and
monitoring AMR NAPs.

+ The key message is that, regardless of the stage of
the AMR agenda in a country, it is critical, feasible
and valuable to strengthen understanding of
the equity dimensions of AMR and to use the
information to address the sources of inequity that
drive AMR or undermine interventions to address
it. AMR stakeholders are encouraged to adapt the
recommendations to their local context and follow the
principle of:

Do something, do more, do better.
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Summary of recommendations for integrating equity into AMR NAPs

Overarching recommendations

1. Shortterm. Ensure that equity dimensions are included in the country’s AMR situation analysis to inform the development or
updating of the NAP on AMR and integrate equity-responsive actions in the NAP (including in the objectives, prioritized activities,
targets, indicators, and budget).

2. Short term. Identify, capture and disaggregate relevant programme data by, at a minimum, sex, age, location and, where feasible,
other indicators of equity during implementation of core AMR interventions of the WHO people-centred approach.

Recommendations aligned with the 13 core interventions of the WHO People-centred approach

Intervention 1: AMR advocacy, governance and accountability in the human health sector in
collaboration with other sectors

3. Medium term. Identify and promote equal participation and engagement of the groups most likely to experience discrimination
and health and/or social inequity in the national or sub-national AMR multisectoral coordination mechanism and technical working
groups.

4. Shortterm. Engage experts in equity and gender in the multisectoral AMR coordination mechanism and technical working groups
to facilitate integration of equity-responsive AMR interventions in the NAP and its implementation.

Intervention 2: AMR awareness-raising, education and behaviour change of health workers and
communities

5. Medium term. Based on the lived realities of people facing inequity, use non-stigmatizing, context-specific and culturally
appropriate messages, language and media to ensure that materials for awareness of and education on AMR reach all groups in the
community.

6. Medium term. Strengthen the knowledge of all health workers about how barriers in availability, accessibility, acceptability
and quality impact uptake of health services and care and drive health inequity in addressing (drug-resistant) infections and use of
antimicrobials.

Interventions 3 and 4: Establish a national AMR surveillance network to generate good-quality data
to inform patient care and action on AMR, and surveillance of antimicrobial consumption and use to
guide patient care and action on AMR.

7. Medium term. Identify and define equity variables to be collected through existing AMR and AMU surveillance systems to improve
the comparability and reliability of data and to inform action to ensure equitable access to prevention, diagnosis and treatment of
(drug-resistant) infections.

8. Shortterm. Strengthen the awareness, knowledge and technical capacity of professionals involved in AMR and AMU surveillance
to generate evidence on inequality and inequity dimensions, including undertaking equity analyses.

Intervention 5: AMR research and innovation, including behavioural and implementation sciences

9. Medium term. Encourage, support and fund interdisciplinary research (e.g. social and political sciences, public health, medicine)
and cross-sectoral collaboration and exchange to strengthen the generation and use of (quantitative and qualitative) evidence to
address inequity in the response to AMR, including AMU.

10. Long term. Promote research and development (R&D) into new medical products (vaccines, diagnostics and antimicrobials) that
considers equity dimensions in the allocation of investment, research methods and engagement of targeted groups and communities
in clinical trials, to ensure that the products are accessible to the expected beneficiaries.
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Intervention 6: Universal access to WASH and waste management to mitigate AMR

11. Medium term. Assess how inequality in access to WASH among different communities (e.g. those living in informal settlements,
precarious housing) increases their exposure and vulnerability to (drug-resistant) infections and use the results to strengthen WASH
interventions.

Intervention 7: Implementation of infection prevention and control core components to mitigate AMR

12. Medium term. Identify differences in the risk of exposure to (drug-resistant) infections in health-care facilities among different
cadres of health-care workers and patients from different population groups and update the infection prevention and control
guidelines to address the inequality.

Intervention 8: Access to vaccines and expanded immunization to manage AMR

13. Short term. Identify population groups with poor access to immunization services, and strengthen collaboration between
AMR and immunization technical teams to raise awareness about the role of vaccines in addressing AMR and to address inequity in
immunization coverage for all vaccines, including those thatimpact AMR.

Intervention 9: Health services for the prevention, diagnosis and management of infectious disease
syndromes are available and affordable for all.

14. Long term. Assess and update health insurance and/or health benefits packages to cover access to AMR-responsive health services,
including diagnostics and antimicrobials for treating (drug-resistant) infections, with a focus on the reach and acceptability of the
services to the groups at greatest risk of health inequity.

Interventions 10: Uninterrupted supply of quality-assured, essential health products for the
prevention, diagnosis and management of infectious disease syndromes

15. Short term. Identify and address inequitable access to and acceptability of quality-assured medicines, including antimicrobials,
focusing on the barriers and challenges faced by specific population groups in accessing formal routes to health care and the risk of
purchasing substandard or falsified antimicrobials.

16. Medium term. Update and implement standards for the forecasting and procuring medicines, including antimicrobials, by
assessing the local epidemiology of infections by sex, gender, age and at least one indicator of health equity to ensure that all relevant
antimicrobials are included and stock outs are reduced.

17 .Long term. Develop contingency plans for the drugs and therapeutics committee and/or the antimicrobial stewardship (AMS)
teams in health-care facilities to respond to disruptions in the supply chain to ensure equitable and continued access to quality-
assured essential antibiotics in low-resource or rural and remote settings.

Interventions 11: Good-quality laboratory Intervention 12: Up-to-date, evidence-based

system and diagnostic stewardship to treatment guidelines and AMS programmes

ensure clinical bacteriology and mycology

testing 19. Medium term. Review prescription audits and update
treatment guidelines and AMS programme documents to reflect

18. Long term. Conduct periodic retrospective reviews and respond to evidence of unconscious bias in prescribing

of the diagnostic services available for various (drug- antimicrobials according to social, economic and or other

resistant) infections to identify and address any inequity characteristics that may reinforce inequity.

experienced by specific population groups.

Interventions 13: Implementation of regulations to restrict non-prescription sales of antimicrobials

20. Medium term. Conduct an equity assessment of any unintended consequences of policies or regulations to reduce non-
prescription sales of antimicrobials on access to essential antimicrobials for specific population groups, and consider fair, equitable
access to new antimicrobials.

The web annex provides details of the methods used to synthesize evidence on equity in NAPs for AMR and the equity dimensions in the
intersection between WASH and AMR, in access to health services and antibiotics, and in AMR and AMU surveillance and response.
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1. Introduction

1.1 Background

AMR is one of the greatest contemporary threats to global
health, food security and development and puts all
demographic, socioeconomic and geographical groups

at risk. An estimated 1.14 million people died in 2021 as

a direct result of AMR, and it contributed to an estimated
4,71 million deaths in that year (25). The AMR burden is
forecast to increase to 1.91 million (1.56-2.26) attributable
and 8.22 million (6.85-9.65) associated deaths in 2050 (25).
AMR is a highly complex challenge, as it is driven by multi-
dimensional, structural and interconnected factors in
sectors related to human health, animal health, food and
agriculture, water and sanitation and the environment.

Most global guidance and commitments to respond to
the AMR challenge have focused on “drugs and bugs” and
strengthening surveillance of AMU and AMR.

The WHO Global action plan for AMR (22) makes few
references to people- or person-centred challenges.
While (as of September 2024), 178 countries had
developed NAPs on AMR, they have limited focus on
equity and gender dimensions or the specific challenges
faced by populations in situations of vulnerability and
marginalization (26,27). In recognition of this limitation,
WHO published the People-centred approach to
addressing AMR in the human health sector (23), which
outlines a package of 13 core AMR interventions that
should form the basis of any new NAP on AMR, to shift the
focus towards a people-centred approach and the critical
health system barriers that they face due to AMR (Fig. 2).
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Fig. 2. The people-centred core package of AMR interventions
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Source: World Health Organization; 2023 (23).

Building on this and a growing body of evidence, WHO

is strengthening its focus on the dimensions of gender,
equity and disability inclusion. AMR should be firmly
embedded in the overarching UHC agenda and PHC
approaches. WHO has also proposed strategic and
operational priorities for AMR for the next 10 years,
based on the people-centred approach (23). Greater
consideration of gender, equity and disability inclusion in
AMR is one of the priorities and will be a core component
of WHO’s work in the coming years.

The Political declaration of the high-level meeting on
AMR in 2024 (28) recognizes equity as a cross-cutting
principle. Tackling inequitable exposure, prevention and
access to care and treatment (antimicrobials, diagnostics
and vaccines) and improving equitable access to R&D

are essential for meeting the commitments made in the
declaration to tackle AMR globally.

This publication provides a resource for addressing AMR
and equity. It complements the people-centred approach
and the guidance on addressing gender inequalities

in NAPs on AMR published in 2024 (Box 1) (2). This
publication is based on a synthesis of evidence and expert
opinion on equity focused on three scenarios dealing with
critical interventions against AMR: WASH; health services
and antibiotics; and surveillance and response. These
scenarios are used to illustrate the drivers and impacts of
inequity on AMR, which can undermine or be exacerbated
by current AMR interventions. Twenty recommendations
are made for countries to strengthen knowledge and
action to address inequity in their NAPs on AMR. Countries
are encouraged to tailor the recommendations to their
contexts and needs.
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Box 1. Guidance on addressing gender
inequality in AMR.

This publication provides a summary of the
evidence on AMR and gender and proposes 20
recommendations for policy-makers to consider
when developing, revising, implementing or
monitoring their national action plans on AMR (2).

1.2 Importance of equity-responsive NAPs on
AMR

Health equity refers to the absence of avoidable,
systematic differences in health outcomes between
socially, economically, demographically or geographically
defined groups, ensuring everyone has a fair chance of
achieving their full health potential and nobody is at

a disadvantage in reaching it. Health inequity arises

from avoidable and systematic differences among social
groups in exposure and vulnerability to health risk factors,
health-care outcomes and the social and economic
consequences of those outcomes (15-17).

Social conditions—where people are born, grow, live,
work and age—strongly shape health, with factors

such as education, employment, income, gender and
ethnicity driving disparities. Lower socioeconomic status
is consistently linked to greater health risks, and rising
income inequality in many high-income countries (HIC)
and some LMIC has deepened social and economic
divides (29). Addressing them requires health systems

to recognize health as a human right, address the

root causes of poor health and lack of effective health
coverage, and to design targeted interventions that meet
the needs of specific groups, supporting better outcomes,
economic benefits, social cohesion and progress toward
interconnected Sustainable Development Goals on health,
equity and gender.

Substantial global evidence base shows how structural
inequities undermine health and health system
performance, and how policy and service reforms can
reduce these gaps (11,24,30-33). Growing research

also highlights intersections between equity and AMR,
including how gender, socioeconomic status and other
social determinants shape exposure to drug-resistant
infections, barriers to accessing health services including
diagnostics and antibiotics, and the ability to act on AMR
interventions (26,33-66). These relationships are complex
and multidimensional, influenced by structural forces
across sectors and borders. This guidance therefore

aims to strengthen understanding of how equity affects
AMR and to support country level responses, particularly
across three scenarios associated with priority AMR
intervention areas, drawing on global and

regional evidence.

1.3 Aims and objectives

This publication is based on a synthesis of evidence

from published literature and expert opinion on AMR

and equity. It also provides practical recommendations
to countries for addressing the equity dimensions and
strengthening the responsiveness of AMR policies and
interventions to equity. The recommendations are aligned
with the people-centred approach to addressing AMR in
human health (23) and with WHO guidance on addressing
gender inequality in NAPs on AMR (2). The specific
objectives are as follows.

+ sensitize and raise awareness among AMR stakeholders
about the intersections between AMR and equity,
including in respect of inequitable exposure and
vulnerability to infection, access to and use of health
services for the prevention, diagnosis and appropriate
treatment of (drug-resistant) infections, and the
structural factors that of these intersections;

- explain and illustrate evidence on the dimensions of
equity and consideration of AMR from the viewpoint of
three priority areas for interventions to address AMR:
WASH, access to health services and antibiotics, and
surveillance of AMR and AMU and response; and

« provide practical recommendations and entry points
at country level to address such inequity in AMR
interventions when developing, implementing and
monitoring of AMR NAPs.

1.4 Target audience

This guidance has been prepared for national policy-
makers in the health sector who are responsible for
developing, implementing and revising (including
monitoring and evaluation) NAPs on AMR and also for
experts who lead implementation of AMR interventions
atvarious levels of care. They include stakeholders at
national, regional and federal state levels, such as district
health officers and mid-level programme managers.

The publication may also be of interest to international,
regional and national policy-makers, health workers,
civil society, professional associations, researchers,
community representatives and other stakeholders in
the development, implementation or monitoring of NAPs.
The publication may also be of interest to professionals
in other sectors working in the development and
implementation of NAPs on AMR in the context of a One
Health approach.
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2. Methods

The publication is based on an evidence review and input
from two informal groups: an expert advisory group

on equity and AMR, from various regions, levels and
expertise; and focal points for AMR and equity at WHO
headquarters and regional offices. The review addressed
the equity dimensions of AMR in three priority areas in
the WHO people-centred approach to addressing AMR
and the strategic and operational priorities to address
drug-resistant bacterial infections, 2025-2035: (i) WASH,
(i) access to health services and essential antibiotics and
(iii) AMR and AMU surveillance and response. A targeted
literature search was conducted to identify and synthesize
evidence for these three priorities. The search terms, the
results of screening and the call for additional literature
by the two expert groups are outlined in the web annex
(section 2).

The evidence synthesis was subsequently structured using
established equity analysis frameworks, as
described below.

Fig. 3. Effective coverage and AAAQ

SERVICE DELIVERY GOAL
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2.1 The availability, accessibility,
acceptability and quality (AAAQ+) framework

The findings of the evidence synthesis were organized
and analysed using two complementary frameworks: (i)
the availability, accessibility, acceptability and quality
(AAAQ+) lens for assessing barriers and facilitators for
effective, equitable coverage (1,6,16) and (ii) the priority
public health conditions framework (7,24) for equity
analysis of structural factors that determine exposure and
vulnerability to AMR (for the latter, see Methods in web
annex, section 2).

The AAAQ+ framework outlines four domains for
establishing equitable health systems and is used to
assess equity and AMR from the practical point of view
of “effective coverage” (Fig.3), with quality cutting across
all domains (1,67). The first domain, availability, includes
both the availability of a service structure and enough
services to meet population needs (68). The other three
domains - accessibility, acceptability and quality -
depend on this minimal level of services and also intersect
with availability. For example, the acceptability of
services may be influenced by the gender or professional
background of providers, which also affects quality.
Establishing basic services is necessary for accessibility,
acceptability and quality and for extending services.

The four domains interact and influence each other,
shaping overall health outcomes and the fairness of their
distribution, including inequities (1,68).
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3. Equity dimensions of AMR

This section provides a brief overview of some of the
evidence, issues and debates on equity and AMR from
global and regional perspectives. It does not address

all considerations of equity in all AMR challenges and
intervention areas, such as those associated with global
and national governance, economic, trade or financial
systems, beyond indicating how they might affect equity
in NAPs and as illustrated in the scenarios.

The global burden of AMR and related risks falls
disproportionately on LMIC (54,55,70). Policy documents
often frame AMR as a threat to the security of human
health and economic progress, depicting LMIC as
“hotspots”, rather than focusing on the barriers or
addressing AMR for humanitarian or social justice reasons
(71,72). Evidence and guidance on AMR remain skewed
towards the interests and contextual realities of HIC
(55,73,74), often with the assumption that infrastructure
and services are available for good population health
(e.g. WASH to prevent infections) and functioning health
systems, with UHC that provides effective, appropriate
services (e.g. vaccination, robust surveillance).

Many people, in low-income settings in particular, do

not have access to effective health services, including
antimicrobial medicines (70), even though they have the
highest burdens of infectious diseases and AMR-related
morbidity and mortality (75). Initiatives to address AMR
often mask the fact “that lack of access to effective
antibiotics causes more deaths than antibiotic resistance
itself, though this may change with rising resistance”
(76). The “access versus excess” debate illustrates how
shortages of essential antimicrobials, due to external
and global factors, disproportionately impact LMIC, with
effects on availability, accessibility, acceptability and
quality of care (10). Limited access to quality-assured
antimicrobials can encourage use of substandard

drugs and incorrect dosing, which can exacerbate AMR.
Furthermore, inappropriate use often co-exists with lack
of access, particularly in countries with weak, inequitable
health systems and regulatory oversight.

A broader perspective includes a focus on access and

on the social determinants of health. AMR interventions
continue, however, to prioritize changing individual
behaviour rather than addressing the structural

drivers of such behaviour, such as inequitable living

and working conditions (72). Research, monitoring and
evaluation demonstrate the limited effectiveness and
sustainability of narrow “drugs and bugs” and behaviour-
change approaches to AMR, which overlook contextual

determinants and inequity (23,33,74). For example,
behaviour such as self-medication with antibiotics is often
due to lack of health coverage and health insurance (70).
Broader structural factors, such as economic policies that
result in insufficient welfare and employment protection,
including sick leave entitlement (32,70), further exacerbate
reliance on antibiotics as a “quick fix”. This trend extends
beyond countries with weak health systems, reflecting the
pressure of modern demands for productivity, both locally
and globally, and decreasing investment in equitable
health-promoting infrastructure and environments (64).

Under-investment in key AMR prevention interventions
such as WASH and vaccination persists (55,77), despite
the proven impact and substantial, far-reaching returns
on investment, especially in low-resource settings in LMIC
and HIC (78). Affordable diagnostics can have a cost-
effective impact on AMR but are not highlighted in AMR
policy debates (79,80). Limited resources for sanitation,
clean water, vaccination, point-of-care diagnostics

and improved AMS further hinder progress. Addressing
barriers to equitable access to effective IPC and other
interventions should be central to strategies for reducing
antibiotic use (81).

A major proportion of AMR funding is allocated to the
development of novel health products (e.g. antibiotics
and diagnostics) and to establishing surveillance systems.
LMIC in particular, however, face two challenges. First,
novel tools and diagnostics and surveillance systems
are often not designed for use in diverse low-resource
contexts. For example, limited clinical trials for novel
antibiotics conducted in LMIC, and surveillance systems
in LMIC and HIC often have insufficient capacity for
equity analysis and inadequate funding for research

on differences in AMR. Secondly, a focus on innovation
primarily reflects the commercial, innovation and trade
priorities of HIC (10,11,82). Ultimately, the global system
maintains the high cost and, in many places, the lack

of availability of new antimicrobials, exacerbating and
multiplying inequity in LMIC (70). Older antibiotics are not
commercially profitable and their intellectual property
is not protected, making it difficult to secure resilient
manufacturing supply chains and to ensure quality. The
two extremes drive inequitable access to antimicrobials,
recalling the vaccine inequity and global solidarity
concerns during the coronavirus disease 2019 (COVID-19)
pandemic, which exposed the issue of “multiplying”
impacts and global public goods (10,48,70,83).
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AMR should be addressed by optimizing use of existing
and new diagnostics and antibiotics with context-specific
solutions developed in collaboration with end users.
Unequal funding, knowledge generation, ownership and
technology transfer between the HIC and LMIC should also
be recognized and addressed (55,74).

Large-scale public health initiatives are essential, and
funding mechanisms must be established or better
leveraged for their implementation in LMIC and to close
gaps in HIC. High-level commitment is essential (54) to
increase sustained domestic and external funding for
action on AMR, particularly in LMIC (26,28,84-88). In

2024, only 10% of countries reported that they allocated
financial resources specifically for implementation of
their AMR NAP (89). The link between low implementation
rates and lack of governance structures and domestic and
external funding is also highlighted in reviews of NAPs
(26,84-88,90).

The Political declaration of the high-level meeting on AMR
(28) reflects a commitment to action on AMR, including
explicit integration of equity into actions (and related
monitoring) to ensure meaningful progress. Strengthening
and integrating an equity lens into NAPs is essential to
address AMR effectively. This publication proposes to
stakeholders developing, reviewing and revising their
NAPs to consider the equity issues that are relevant and
how they can be addressed in their context. Another aimis
to make health systems and programmes more responsive
to AMR. The reviews based on three scenarios (WASH,
access to health services and essential antibiotics, AMR
and AMU surveillance and response) provide evidence
from countries across the development spectrum that
illustrates the various barriers and challenges faced

by different groups and in different contexts. It also
presents challenges and opportunities for AMR and

AMU surveillance systems to capture relevant data and
analyse the barriers. Solutions from the literature to these
overarching issues are addressed in more detail in the
recommendations.

The next sections provide insight into the equity
dimensions of AMR, by synthesizing the evidence
on the three scenarios dealing with priority
interventions against AMR:

« Scenario 1: Equity dimensions in the intersection
between WASH and AMR

- Scenario 2: Equity dimensions in access to quality
health services and antibiotics

« Scenario 3: Equity dimensions in AMR and AMU
surveillance and response

Each scenario first presents a summary of findings
on structural and commercial determinants of
health and AMR (informed by the Priority public
health conditions network framework (7)), followed
by summaries of studies with illustrative examples
organized according to the AAAQ+ and effective
coverage framework related to availability,
accessibility, acceptability and quality. The full
synthesis of evidence and further examples for each
scenario are provided in the web annex.
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3.1 Scenario 1: Equity dimensions in the
intersection between WASH and AMR

Scenario 1 addresses safe WASH in communities and
health-care facilities, particularly in LMIC and low-
resource settings.

Structural drivers and commercial
determinants of health and AMR

« Lack or poor quality of WASH infrastructure,
including in health-care facilities, is a
significant driver of AMR, acting as the primary
environmental reservoir and dissemination
pathway (76,78,91-93).

» Poverty and inequity are strongly associated with
poor WASH access, especially in LMIC but also
in HIC. Complex combinations of structural
and commercial factors determine equity in
WASH and AMR. The challenges include poor
infrastructure and environmental conditions,
poor access to health care, and socio-economic
impoverishment (e.g. job and financial insecurity).
These factors impact health outcomes and
behaviour, including the risk of infection and
use of antibiotics (42,47,56,64,94-98). In conflict
settings, damaged WASH and health facilities
and disrupted supplies contribute to the risks of
infection and AMR (99,100).

« Populations that are often at higher risk of
infection and AMR due to poor access to WASH
include people in deprived areas and those with
low socioeconomic status in rural and remote
areas or urban informal settlements, First
Nations and other Indigenous communities and
migrants, especially refugees and asylum seekers
(56,58,101-109). Women and girls face additional
intersectional barriers (47,93,101), as do people
with disabilities (2,110).

+ Environmental residues, including antibiotic
contamination in run-off and wastewater
effluents, are major contributors to AMR.
Important sources include agricultural sites,
pharmaceutical factories and hospitals. Lack of
regulations and enforcement to mitigate pollution
is common, especially in LMIC but also in HIC
(47,94,103,111-117). Commercial determinants and
privatization of WASH infrastructure and services
have mixed implications for both people and the
environment (38,118-122).

» Governance systems contribute to differential
WASH- and AMR-related conditions and to
marginalization within populations. WASH and the
environmental aspects have not been prioritized
in global AMR strategies and NAPs, with little
to no recognition of the dimension of equity
(42,56,78,109,123-125).

Structural and commercial factors contribute to inequity
in WASH and have implications for AMR. In both LMIC

and HIC, limited availability of or poor-quality WASH,
wastewater and sewage treatment increases the rates

of infection and AMR. Environmental pollution and
antimicrobial contamination in run-off and wastewater
also contribute to AMR. Affected populations often face
barriers to health care and other social inequity, which

in combination with structural policies create disparities
in exposure and vulnerability to WASH-related diseases.
People living in unhealthy circumstances due to low
income, unsafe or precarious housing, employment or
citizenship status may have greater risk of infection and
therefore more frequently require antibiotics, or they may
be unable to access or afford health services, increasing
the risk of health care-associated infections, foregoing
care or purchasing substandard antibiotics outside formal
health-care settings. Addressing these challenges requires
investment, intersectoral collaboration and an equity-
responsive, people-centred approach to AMR.

Availability of WASH facilities in
communities and health facilities

The WASH-associated factors that increase the risk
of AMR are:

- insufficient, limited availability or unequal
distribution of WASH facilities among communities
and in health-care facilities in a country;

- insufficient or limited availability of adequate,
functional wastewater and sewage treatment
facilities, especially in LMIC but also in HIC,
resulting in environmental residues that are a
major contribution to AMR; and

- inequitable availability of WASH and
wastewater services due to socioeconomic
factors (e.g. urban/rural location, income,
age, gender, race/ethnicity, migrant history,
discrimination and social exclusion), often
intersecting with the availability of other social
determinants of health such as housing and
employment.

Insufficient availability of WASH drives environmental
reservoirs and transmission pathways for AMR (91).
Despite major gains since 2000, 703 million people

still lack basic drinking-water, two in five lack safely
managed sanitation, and 17% lack water or soap for
handwashing while 8% have no facility (93). In LMIC, a
significant proportion of the burden of bacterial AMR
could be prevented by existing interventions (77,126).
Aligning IPC standards with HIC could prevent 337 000
AMR related deaths annually, and universal WASH access
could prevent another 247 800, with paediatric vaccines
adding further protection (77). One Health strategies often
overlook environmental factors (111,112). In Benin and
Burkina Faso, AMR policy gaps in targeted areas created
“a stacking of lacks” (94). Persistent sanitation deficits—
including inadequate latrines, open defecation and
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poverty—continue to drive AMR in sub-Saharan and west
Africa (47), and greater disparities are found in rural areas
and densely populated urban areas in LMIC where inequity
in WASH intersect with socioeconomic inequities (95,96).
Poor WASH in healthcare facilities fuels hospital acquired
infections:

in 2021, facilities serving 1.7 billion people lacked basic
water service, only 52% of facilities in sub-Saharan Africa
met minimum standards (76), 15.5% of LMIC patients
acquired infections during hospital stays (92), and over
1.5 billion relied on facilities without toilets or hygiene
systems (47), with conflict settings worsening conditions
(99,100).

Environmental contamination from inadequate
wastewater and sewage treatment—especially in
LMIC—further accelerates AMR, with residues entering
ecosystems from agriculture, municipal systems,
pharmaceutical manufacturing and hospitals. Insufficient
treatment across Africa, Asia, eastern Europe, Latin
America and the Middle East places 500 million people at
risk (113); 43% of rivers are threatened by pharmaceutical
ingredients (115), and even HIC wastewater and sewage
treatment plants fail to fully remove resistant genes

and bacteria (114). Industrial agriculture adds risk along
the “farm to plate” continuum (97), disproportionately
affecting low-income and migrant workers, while
interventions often overlook structural determinants and
may reinforce inequity and contribute to stigmatization
(123-125). Over 70% of industrial waste in many LMIC

is discharged untreated, and drug manufacturing
wastewater remains inadequately treated (116); hospital
wastewater is a major reservoir requiring improved
treatment (94,117,127). Inequitable availability of WASH
services persists in both HIC and LMIC due to intersecting
social determinants (103), disproportionately affecting
low income, Indigenous and racialized groups (101,102),
while climate change, AMR and WASH interactions further
entrench inequity and marginalization (128-130).

11

Accessibility of WASH facilities in
communities and health facilities

« Groups who often have limited access to WASH
and safe waste management in households,
communities and health facilities include those
livingin rural and remote areas and/or urban
informal settlements, in poverty or with low
income, people with disabilities, migrant and
displaced populations, people experiencing
homelessness, in unstable housing or with
insufficient indoor plumbing, and people who are
incarcerated.

- Financial accessibility (affordability) is critical,
and low-income populations may be unable to
afford the direct costs of WASH or health-care
services when they are ill, and also experience the
related indirect and opportunity costs (e.g. lost
work or income).

 Inboth LMIC and HIC, (under)investment in and
increasing privatization of WASH infrastructure
and services can have positive or negative impacts
for different population groups.

« Geographical accessibility also plays a role,
as poor road and transport infrastructure and
services exacerbate barriers to accessing WASH
and health services.

« Women and girls face particular barriers to WASH
because of gender norms and roles (e.g. water
collection and care) and physiological factors such
as menstruation, pregnancy and delivery.

Even where WASH services exist, many communities

face geographical, financial or organizational barriers.

In informal settlements such as in Kampala, Uganda,
poor environmental conditions, inadequate WASH
infrastructure and political marginalization create cycles
of infection and reliance on antibiotics as a “quick fix”
(56). Similar challenges occur in countries like the United
Republic of Tanzania, where lower income households
struggle to afford latrines, safe water and health care,
compounding inequities in the availability, affordability
and acceptability of WASH and health services and
limiting education and employment (42,64,98). Some
communities in HIC also experience poor living conditions
and barriers to health care, increasing antibiotic use

and AMR; migrants—especially forced migrants—face
heightened risk due to precarious living conditions and
restricted access to care (58,107,108), while people with
disabilities experience significant inequality in accessing
WASH services (110). Women and girls in both LMIC and HIC
face additional barriers, with inadequate WASH limiting
hygienic menstruation management and increasing
exposure to resistant infections during water collection
or caregiving (2,2,47,93,102), and poor WASH in healthcare
settings raising infection risks during pregnancy and
childbirth (47,98).
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Equity considerations are essential in addressing
WASH-AMR links, including the role of the private

sector and public-private partnerships. Privatization of
water and sanitation utilities in subSaharan Africa has
often benefited wealthier urban groups (118), though in
Senegal itimproved sanitary waste disposal and reduced
diarrhoea (122). However, privatization can also lead to
higher prices, poor service quality, underinvestment,

and increased inequality in both LMIC (120,121) and

HIC (38,122). Structural inequality, racism, poverty and
inadequate planning further contribute to poor water and
sanitation infrastructure, disproportionately affecting
marginalized groups such as minority racial and ethnic
communities, Indigenous peoples, migrants and people
experiencing homelessness or substandard housing
(131,132). Comprehensive, equityfocused strategies are
therefore essential to ensure fair access to WASH services
and reduce health inequity.

Acceptability of WASH facilities in
communities and health facilities

« Community engagement and community
approaches to WASH may not be sensitized to the
needs, realities, health beliefs and/or decisions
on prevention of the local community.

« People may become frustrated or lose trustin
health communication or in health professionals
when individual behaviour change and hygiene
practices are promoted but with no possibility to
practise such behaviour.

Studies in Benin, Burkina Faso, Thailand, Uganda and
the United Republic of Tanzania demonstrate how

poor environmental conditions, inadequate WASH
infrastructure, informal employment, income insecurity
and limited access to health services and other social
determinants drive antibiotic use (42,56,64,94). Although
the participants were aware of hygiene practices, they
were unable to implement them because of lack of
resources and access (direct and indirect) and concern
about the quality of the infrastructure.

Current approaches to reducing AMR emphasize individual

responsibility and behaviour change, with narratives

of blame about health-seeking practices and health
outcomes but overlook structural conditions that make it
almost impossible to practise good hygiene or avoid use
of antibiotics (42,56). Hierarchy and differences in health
communication among different stakeholders undermine
trust in the source of information, exacerbating the
challenges for health providers, patients and

farmers (42,109).

Quality of WASH facilities in communities
and health facilities

« Poor-quality WASH and IPC in communities and
health care contribute to higher rates of exposure
and more infection, including with resistant
microbes, contributing to the development of
AMR.

« Concern about the quality of WASH and IPC
in communities and health-care facilities may
undermine people’s health and health-care-
seeking behaviour, which can cause delay in
seeking care for infections.

« Wastewater systems are often not designed to
include pharmaceutical substances, including
active pharmaceutical ingredients, which can
increase the development and spread of AMR.

 Investment in WASH or water treatment is
often prioritized for urban rather than rural
communities.

Better WASH infrastructure could reduce the number of
cases of diarrhoea requiring antibiotics by 60%; however,
it remains underfunded in LMIC (54). Weak regulations on
pharmaceutical production and untreated wastewater
from drug manufacturing add to environmental
contamination (116). LMIC may also have inadequate
medical waste management because of limited resources
and administrative issues, increasing environmental

and health risks. Similar issues may be found in HIC,
although there is growing concern about “ecotoxicity”,
and regulatory steps are being taken to reduce
pharmaceutical pollution (103,115,133). Regulations in
many countries, including Canada and the United States
of America, are, however, relatively weak and therefore
stronger regulations and collaboration among authorities
are necessary to address disparities in environmental
health, especially in socially disadvantaged communities
(115,133).
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3.2 Scenario 2: Equity dimensions in access
to quality health services and antibiotics

Scenario 2 addresses access to health services and
antibiotics, including the availability and affordability of
quality-assured essential antibiotics and access to timely
diagnosis, particularly in primary care. Access depends on
stock-outs and patient behaviour in seeking treatment and
care. The following summarizes the structural drivers of
inequity in AMR, their contribution to inequitable exposure
and vulnerability and the AAAQ-related barriers at the
point of contact with the formal health system.

Structural drivers and commercial
determinants of health and AMR

« Structural inequity and weak health systems
are key drivers of AMR, particularly in LMIC and
increasingly in HIC (42,56,64).

+ The structural drivers of inequality and inequity
in AMR include economic, trade (patents) and
commercial (pharmaceutical) determinants,
which affect health and social policy options
and intersect to increase the exposure and
vulnerability of some groups to AMR, particularly
with respect to supply (9-12,134-137).

+ Conflict (war and terrorism) is an upstream driver
of inequity in AMR, as it results in the movement of
large numbers of people who therefore have less
access to IPC infrastructure and greater exposure
to conditions that promote AMR (32,138).

+ “Equity-blind” policies may include processes
that are (unintentionally or intentionally)
discriminatory, stigmatizing or excluding, so
that some groups in the population are more likely
to be exposed and vulnerable to AMR. They may
include groups that are not eligible for essential
health services in the health system because of a
requirement for formal employment or
citizenship .

+ Various patterns of use and/or prescription of
antimicrobials have been studied according
to people’s level of education, ethnicity,
socioeconomic status orincome, rural or urban
residence, health insurance coverage, social
vulnerability and cultural beliefs (34,139-142).
Many of the studies link the structural drivers of
inequity in antibiotic use to unequal exposure
to infectious diseases and illness in general,
resulting in inequitable vulnerability (34,40-
42,52,56,58,61,64,95,107,143-149). In one study
(63), no great difference was found in antibiotic
dispensing according to socioeconomic (income)
or demographic (sex, age, country of birth)
determinants.

13

Availability of health services and
antibiotics

The availability of health services is jeopardized by:

+ limited health workforce in sites such as rural,
remote or deprived (e.g. by economic quintile or
informal settlements) areas and poor perceived
acceptability of services and care in such areas.
Rural and remote areas may also be associated
with socioeconomic inequality and deprivation.

« limited adequately trained workforce in the
health system;

« limited health workforce skilled in effective AMS at
all levels of the system;

« limited regulation and other mechanisms for
effective AMS;

« limited engagement of health professionals
and other people, such as those who provide
antibiotics without a prescription, with the formal
health system and/or with AMS efforts; and

« lack of diagnostics and stock-outs of medicines,
antibiotics and essential antimicrobials,
particularly in LMIC.

Inadequate availability and unequal distribution and
training or qualification of the health workforce is a key
equity issue for AMR (150). There are significant shortages
of appropriately trained health-care professionals,
including physicians, nurses and laboratory technicians.
Expertise and specialized services are often concentrated
in major cities, resulting in inequity in the availability of
services according to place of residence (151). In most
countries, the limited availability of health professionals,
barriers to access and limited public health infrastructure
create an environment for overuse of antibiotics, despite
the best intentions of professionals and/or knowledge of
AMS (151). Pharmacists® are often the first point of contact
with the health system and the most frequently consulted
health professionals before use of antibiotics (150,152).
Despite regulations restricting antibiotic sales to premises
with a prescribing clinician or pharmacist, these medicines
are commonly available in informal settings, contributing
to misuse and AMR (56).

The low cost of generic antibiotics, and the lower profit
made by the industry can result in less manufacture and
less availability, along with other causes of shortages (10).
Insufficient medicines and diagnostics in health facilities,
particularly in government and public facilities, such as
inadequate stock to provide a full dose, affect health-
care workers’ prescribing practices and use by patients
(42). Lack of essential antimicrobials leads to use of
alternatives that are of poor quality or are inappropriate,
which can accelerate AMR. This can increase morbidity
and mortality, due, for example, to an increased risk of
mother-to-child transmission of syphilis (10).

! Neither article states whether the pharmacists were graduate pharmacists or technicians, and the definitions of categories of health professionals in the

survey is not clear.
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Accessibility of health services and
antibiotics

This may be limited, due to:

« lack of health insurance or other coverage under
the public health system and costs incurred at
health facilities, including having to purchase
medicines separately;

- distance to a health facility and time for travel
(leading to, e.g. loss of earnings from work),
direct costs in travel to and from a facility, and
organizing care for children or elderly family
members;

« convenience of access to facilities such as
pharmacies and to health workers such as
community or volunteer health workers;

« access to basic water, sanitation, food and
nutrition for prevention and care; and

- “evergreening” of patents, extending their lifetime
by making minor modifications, which can affect
both the supply and affordability of drugs for
conditions such as drug-resistant
tuberculosis (TB).

Barriers to access often intersect with barriers to
availability, particularly where absent or limited UHC
makes informal antibiotic use difficult to control. Without
a basic health standard, restricting lifesaving antibiotics
becomes ethically challenging, and community studies
report misuse of antimicrobials (153). Limited availability
and unaffordable healthcare services push people
toward alternative providers such as drug dispensers or
traditional practitioners, who may supply incomplete
doses (153). Even when antibiotics are prescribed
appropriately, access can be disrupted by natural events
like landslides, forcing reliance on informal or private
providers (154). Patients may also obtain antibiotics from
shops or pharmacies outside facility hours (154). Access
can fluctuate seasonally or with migration patterns
(58,107,108), while shortages—such as penicillin G—can
impose financial burdens when substitutes cost more
(10). For drug-resistant TB, patent “evergreening” keeps
medicines expensive and inaccessible for vulnerable
groups in LMIC (135).

Acceptability of health services and
antibiotics

The acceptability of services and medicines is
compromised when:

- staff at clinics are not of the same gender or
cultural background as the patients, resulting in a
non-representative workforce;

- patients have previous experience of or concern
about discriminatory practices by staff;

«+ expectations of the type of care to be given are not
met in terms of (i) type of health-care facility (e.g.
public not private); (ii) seeing a doctor and not a
nurse or community health worker; or (iii) being
prescribed medicines such as antibiotics rather
then symptomatic relief and being advised to take
time off work and rest;

- inadequate WASH and other infrastructure
in health facilities, resulting in unacceptable
conditions for health-care provision; and

« lack of the right antimicrobials in the health care
facility because of, e.g. stock-outs.

“Acceptability” is measured as the proportion of the
population for whom services are acceptable. Even when
barriers to availability and accessibility are addressed,
people may not use a service because they consider

it unacceptable. Acceptability also shapes effective
access, as people may avoid services they perceive

as unacceptable due to expectations, beliefs or past
experiences (1). In northern districts of the United Republic
of Tanzania, mothers using free child health services
reported dissatisfaction due to medicine shortages, long
waits and disrespectful treatment, potentially reducing
future service use (45). Perceived discrimination—such as
when AMR is linked to sexually transmitted infections—
can further reduce acceptability (146), and people may
fear bias based on cultural, religious or gender norms
(52,155). Low acceptability often reflects unconscious bias
or unintentional discrimination, with racial and ethnic
minorities in the USA mistrusting the healthcare system
due to historical and ongoing mistreatment (53,156).
Acceptability also declines when the health workforce
does not reflect the population’s characteristics, including
race, ethnicity, gender or social status (41,157).

Self-treatment is related to preference, agency and
freedom of choice, including patients’ attitudes, from a
perceived “lack of choice” to a “preference for” treatment
(42). Some studies have challenged the assumption

that people will use antibiotics correctly if they have

the necessary knowledge or if their access to the health
system and more appropriate treatment is improved.

In Thailand, for example, in which there is UHC, people
still used antibiotics without a prescription, not only for
economic reasons but also their values and beliefs (15).
Self-prescription of antibiotics may be considered a means
to overcome unequal access to health care, such that
people use them to manage infections and continue to
work in precarious conditions (56,152).
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Quality of health services and antibiotics

« Shortages of essential antimicrobials affect
the quality of health care and response to drug-
resistant infections.

« Actual or perceived concern may be expressed
about the quality of care based on lack of
availability of WASH and personal protective
equipment in the health care facility.

« Insufficient staff and stock-outs of medicines at
public health facilities impacts the quality of care.

« Public health facilities with limited budgets may
potentially purchase lower-quality drugs than
private facilities.

- Branded antibiotics may be perceived as of better
quality.

Shortages of essential antimicrobials undermine quality
of care and shape health seeking behaviour (10). These
shortages stem from fragmented supply chains, weak
financing and pricing systems, and policy and regulatory
gaps, with consequences felt globally but most acutely
in LMIC. Lack of access to drugs such as amphotericin B
forces use of alternatives with little evidence of efficacy,
potentially increasing treatment failure, morbidity

and mortality. Substandard and falsified antimalarials
also heighten AMR risk and raise health care costs (10),
disproportionately affecting poor and rural populations
and limiting access to appropriate care (158). Additional
barriers arise when distributors hesitate to order
alternatives without prescriber approval (136,137),
when people lack adequate health system coverage, or
when newer medicines—such as newer TB medicines
bedaquiline and delamanid—are unaffordable or
unavailable in high burden settings (10,45,135).

Inadequate human resources further strain care delivery,
leading to overwork, rushed consultations and tasks
performed by staff without sufficient training, including
inappropriate antimicrobial prescribing (159). This can
lead to perceptions of poor quality of care. Shortages

of personal protective equipment and diagnostics also
compromise prevention, quality and acceptability of
care (42,146). Weak policy, legislation and regulatory
enforcement hinder improvements in provider practices
needed to address antibacterial resistance (150,153).
Antimicrobial stewardship efforts may also be constrained
by unequal power dynamics among health professionals,
including hierarchical competition in antibiotic
dispensing (40,160,161).
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Contact coverage of health services

 Barriers to availability due to stock-outs and
inadequate numbers of appropriately trained
staff may limit the effectiveness of the service
received.

« Prescribed antimicrobials may have different
effects in those receiving them, and/or there
may be barriers to individual compliance with
instructions, such as no clean water for taking
tablets.

“Contact coverage” refers to the population who contact
and use a service, particularly in the formal health system.
Shortages of essential antimicrobials may mean that,
although people use the service, the health effect differs
because the required drugs are not available and/or the
alternatives and treatments are not acceptable or create
further problems (10).
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3.3 Scenario 3: Equity dimensions in AMR and
AMU surveillance and response

Scenario 3 addresses AMR and AMU surveillance and
response, with consideration of equity in selection of
geographical location and data measures (including social
and demographic stratifiers), in LMIC and HIC and ensuring
that AMR/AMU surveillance data are used in analysis,
planning and decision-making.

Structural drivers and commercial
determinants of health and AMR

« While AMR surveillance is critical, it often does
not include monitoring of impacts on different
social and economic groups. Equity should
be considered to address gaps, globally and
especially in LMIC.

» Robust surveillance requires adequate,
functioning infrastructure (e.g. laboratory
facilities, data management systems and technical
capacity) and regulatory frameworks. Timely,
effective coordination among the sites and
stakeholders is also required.

« Addressing inequalities and challenges in AMR and
AMU surveillance with adequate research funding
for evidence generation for policies and decisions
is crucial, while considering structural and
institutional power imbalances between HIC and
LMIC (40,72,74,149).

+ Low-resource settings may face challenges to
access financial and technical resources for robust
surveillance, regulatory enforcement, laboratory
supplies and trained microbiologists. Even HIC
with well-established surveillance systems may
have significant gaps in data representativeness,
data ownership, access and links. Inequitable
access to health care impacts the detection and
reporting of AMR and AMU, creates “blind spots”
and limits the available data on certain contexts
and populations (41,116,162-166).

+ There are structural and systems limitations in
the types of analysis conducted and valued and in
the diversity of people involved in AMR and AMU
surveillance, monitoring, evaluation and research.

+ The development, marketing and distribution
of antimicrobials by pharmaceutical companies
can impact AMR and AMU in the human, animal
and environmental sectors. AMU in agriculture,
particularly for growth promotion and biosecurity,
is a significant commercial determinant. Financial
incentives and market dynamics influence use and
possible misuse of antimicrobials, which affect
surveillance and its use in policy and practice.

Monitoring of AMU and AMR is a challenge, as the
effectiveness of responses to surveillance data is
complicated by structural and commercial factorsin a
globalized world. The commercial influences include
intellectual property rights; benefit-sharing for health
technology (see section 3.1); inadequate regulation of
pollution in pharmaceutical, health care and agricultural

settings (see Scenario 1); and use of antibiotics as a
“quick fix” in human and animal health and for increasing
animal productivity. Sociocultural, socioeconomic

and environmental disadvantages, including race,
ethnicity and rurality, shape antimicrobial prescribing
and AMR events. Health-care-associated infections can
be increased by racism, community inequity, policies

for segregation in health care and underfunding of
“safety net” hospitals. Structural racism can exacerbate
systematic resource limitations, increasing AMR and AMU
rates in marginalized populations (41).

The prevalence of AMR is generally correlated inversely
with a country’s gross national income per capita (149).
Structural and commercial factors influence how data
from AMR and AMU surveillance and research are used

in policy and practice. Evidence demonstrates that
inequality and inequity significantly impact AMU and
AMR. Such disparities can be addressed by learning from
other health policy areas, such as vaccination, infectious
diseases, maternal and child health and sexual and
reproductive health. Nevertheless, considerable gaps
remain between scientific evidence and its translation into
AMR policies and interventions at global, national or
local level.

Availability of indicators of inequality in
AMR and AMU surveillance and response

Data on inequality from surveillance of AMR and
AMU may be limited for various reasons:

« infrequent inclusion of inequality and inequity
variables in AMR and AMU surveillance systems
and in monitoring and evaluation at health-care
and laboratory levels;

« lack of global or national standards for equity
and social determinants of health for use in AMR
and AMU surveillance systems;

« limited research on inequality and inequity in
AMR and AMU beyond describing differences,
insufficient capacity for analysis of equity and
inadequate funding for surveillance and research
on disparities in AMR;

+ poor integration of surveillance systems and
data on AMR and other health issues, and limited
capacity, training and integration for monitoring
AMR in other core systems for surveillance of
disease and health; and

« limited research on the sociocultural,
environmental and structural factors that
underly AMU and AMR and determine the
effectiveness of AMR interventions, including
surveillance and stewardship.

A major challenge for AMR and AMU surveillance is the
absence of indicators to measure inequality and inequity,
particularly in LMIC. Laboratory based surveillance is
hindered by unsustainable financing, logistical barriers,
limited data capacity and shortages of microbiologists
(165-168), leaving public health centres, rural areas
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and marginalized populations without AMR data
(41,52,116,169). Similar gaps exist in HIC, where antibiotic
use is shaped by social and equity factors such as age,
geography, housing, race/ethnicity, income, insurance,
employment, education and migrant history (49,170).
Inadequate data collection and lack of standardized
metrics impede efforts to address inequities in
prescribing (41,170), while studies show that surveillance
blind spots—such as those identified in remote
Australian communities—mask local risk clusters (106).
Strengthening equity focused surveillance across human,
animal and environmental sectors is essential for a One
Health approach, including improved WASH infrastructure
to manage waterborne AMR (171) and incorporation of
factors such as temperature, socioeconomic inequality,
disparities in health infrastructure (172), pharmaceutical
toxicity and environmental contamination (115).

Surveillance gaps also stem from limited mechanisms

to monitor AMR within broader disease and health
surveillance systems. Integrating AMR monitoring

into these systems would better capture its impact on
diseases disproportionately affecting marginalized
populations—such as TB, gonorrhoea, typhoid fever,
fungal infections, leprosy and sepsis—especially in areas
with poor sanitation (37,167,168,173,174). In the USA,
unequal gonorrhoea rates among Black, African American,
white and Indigenous American Indian and Alaska Native
populations highlight the need for local contextual data
(174). Incorporating AMR variables, such as pathogen
presence in environmental samples, into Demographic
and Health Surveys could strengthen surveillance and
improve access to treatment for underserved groups
(96,173). A further challenge is the limited research on
sociocultural, environmental and structural drivers of
AMR and AMU; factors such as low socioeconomic status
and food insecurity heighten vulnerability to disease (66),
while stronger regional governance correlates with lower
AMR and AMU (175). Evidence consistently shows the value
of combining data across surveillance systems to better
understand structural inequities shaping AMR.

Accessibility of data on inequality in AMR
and AMU surveillance and response

« Availability and access to dedicated funding for
surveillance and research on inequality in AMR is
limited.

- AMR and AMU surveillance lacks diversity. It
should include experts in a range of disciplines
and sectors and various approaches, including
their engagement in decision-making and forums.

» Public health officials, researchers and other
stakeholders may find it difficult to access and
understand data on inequality or inequity in
AMR and to use them in making decisions and
persuading others to act.

« Issues of access may be especially challenging
with respect to types of data and methods that
are not traditionally used in AMR decision-making,
such as qualitative and ethnographic approaches.
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Limited funding for AMR surveillance and research—
especially for analysing inequality—remains a major
barrier, compounded by broader underinvestment in
AMR studies and NAP implementation. LMIC often lack
resources for comprehensive AMR surveillance (81), while
over 70% of global health research funding comes from
HIC, producing inequitable research outputs and limited
locally generated knowledge in LMIC (74). Environmental
and agricultural sectors face similar disparities, with
less than one third of AMR R&D investments since 2017
directed to LMIC and only 2% originating from LMIC
funders (176). Funding gaps persist for gender and

other cross cutting socioeconomic dimensions of AMR
risk in animal health. Equitable research partnerships,
accountability mechanisms and context appropriate
interventions are essential for strengthening AMR/AMU
surveillance, supported by bilateral knowledge exchange,
in country capacity building and co developed solutions
(40). Technological innovations—such as microbiological
diagnostics and digital laboratory systems—tailored

to LMIC (149,164) and adaptations for conflict settings
(100,163,165) are also critical.

Beyond technical constraints, AMR/AMU surveillance

is hindered by limited diversity and inclusion.
Strengthening equity, diversity and inclusion within
surveillance and research teams is vital for building
capacity in equity analysis and overcoming operational
barriers (177). Low resource settings face restricted
access to scientific literature, underrepresentation in
global health bodies and challenges contributing data
to international databases or influencing policy (162).
Engaging professionals from diverse disciplinary and
sectoral backgrounds, and expanding workforce skills in
equity analysis, can deepen understanding of structural
inequities shaping AMR (160,178).

Acceptability of data on inequality from
AMR and AMU surveillance

- There is a considerable deficiency in scientific
translation of data and knowledge into action,
and evidence about inequity is often not used in
the design, implementation or evaluation of AMR
policies and global, national or local interventions.

« Inview of the lack or poor quality of, and gaps
in AMR and AMU surveillance in all countries,
especially in LMIC, prioritization of studies on
inequality or inequity may not be feasible or
acceptable.

« Even with adequate resources and political
commitment, national health priorities and
competing economic interests may limit effective
AMR surveillance.

« Scientists, health-care professionals, surveillance
staff and policy-makers may be biased against
certain population groups or types of research and
evidence.

Despite growing evidence of inequality in AMU and
AMR, findings from surveillance are often not used in
designing, implementing or evaluating AMR policies and
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interventions. Even when there are data, difficult access,
lack of political commitment and competing economic
interests may limit their effective use by public health
officers and policy-makers (116).

Evidence on equity should be integrated into AMR
decisions, monitoring and evaluation (116). Local
estimates can be used to ensure equitable resource
allocation and to tailor interventions to local conditions
and populations (106). For example, Public Health England
used the Health Equity Assessment Tool (HEAT) to assess
and improve inclusivity in AMR campaigns, increasing
outreach to diverse and marginalized communities

(35). Canada and Ecuador collaborated in a social
determination of health approach, using participatory
action research to strengthen understanding of social
processes that determine health outcomes (72).

Public health officials and researchers must be provided
with tools and capacity-building to include socioeconomic
status and other factors in studies of disease transmission
and interventions (49,52,96,149,169,179). Racial and ethnic
bias among researchers and health-care professionals
must be addressed to ensure equitable outcomes in AMR
management (170).

Quality of AMR and AMU surveillance and
response

« Challenges to the quality of surveillance,
monitoring and evaluation systems for AMR
and AMU include limited or no consideration of
inequality and inequity and of representative
data, often for populations at greater risk
or disadvantage.

+ Professionals involved in AMU and AMR
surveillance are often not trained in analytical
methods for assessing inequality and inequity,
do not have nationally representative data for
all population groups, have limited data on
inequality, and no training in interpreting and
apply the findings to strengthen AMR and
AMU responses.

Challenges to data quality are closely linked to issues of
acceptability. Digital technology and artificial intelligence
(Al) could improve AMR and AMU surveillance while
promoting equity, and systems thinking approaches
could improve monitoring of social and structural health
inequity (57). The strategies include strengthening links
among health-care data, using (open source) digital
technologies and digitizing testing of antimicrobial
susceptibility to refine antibiotic treatment and
stewardship guidelines. The results of antimicrobial
susceptibility testing must be understandable to both
providers and patients, with greater patient engagement
to increase their health and AMR literacy. Al could also
advance equity by improving IPC strategies, discovering
new antimicrobial molecules, and optimizing antibiotic
treatment combinations (180). The impact of Al must,
however, be evaluated carefully, particularly in the case
of evidence from LMIC and low-resource settings, to

ensure alignment with AMR principles and goals and avoid
widening any inequity by use of emerging technologies
such as machine learning, robotics and big data

(see, e.g. (181)).

Contact coverage of AMU surveillance
and response

» AMU surveillance, monitoring and evaluation
systems are often used to identify populations
and groups of patients and providers or facilities
that may misuse antibiotics but do not address the
structural drivers of such behaviour.

- National antibiotic prescribing targets to reduce
AMU may not account for deprivation in certain
areas, potentially resulting in inappropriate
penalization of practices in deprived areas.

Use of AMU surveillance to identify populations or
patient and provider groups or facilities that may misuse
antibiotics in which insufficient account is taken of drivers
of behaviour can result in ineffective or stigmatizing
interventions. Issues of contact coverage are discussed
in scenario 2 and touched on in scenario 1. For example,
higher antibiotic prescribing rates in the most deprived
areas of England, even after adjustment for health needs,
demonstrate the complex links between socioeconomic
status, health behaviour and service provision (143).
Antimicrobial prescribing targets, monitoring and
stewardship should account for local factors, and needs
assessment should be conducted, including deprivation,
to avoid penalizing areas of high need.
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Pharmacist preparing antibiotic prescriptions in Cambodia
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4. Recommendations for
Integrating equity into

NAPs for AMR

These recommendations apply to the 13 core AMR
interventions in the people-centred approach. They were
developed in response to the findings of the evidence
synthesis and analytical frameworks (1,6,7,16) and
include input from external and WHO experts on AMR
and/or equity. Where feasible, alignment was sought
with the WHO publication Addressing gender inequalities
in national action plans on antimicrobial resistance:
guidance to complement the people-centred approach
(2) to ensure a coherent, intersectional perspective on
inclusive, equity-responsive approaches to AMR.

The following timeframe is proposed for implementation
of each recommendation, which can be adapted according
to the country context and the NAP on AMR:

« short term: relatively feasible for implementation
within 1-2 years;

« medium term: requiring a longer timeframe, e.g. within
3-4 years, depending on capacity or scale of change;
and

« longterm: aspirational, more structural
recommendations that may require 5 or more years to
achieve.

Countries are at widely different stages of developing,
implementing and updating their NAPs and making
systematic efforts to combat AMR in the health sector
under a One Health approach. Countries are not expected
to address all recommendations at once. Ensuring health
equity is a long-term, transformative goal that requires
investment to improve health system responses and
collaboration with other sectors (multisectoral action
and One Health) to act on the structural and social
determinants of equity.

The key message is, therefore: Regardless of the stage
of the AMR response in a country, it is critical, feasible
and valuable to strengthen understanding of the
equity dimensions of AMR and to use the knowledge
to address inequity in in interventions to address
AMR. AMR stakeholders are encouraged to adapt

the recommendations to their local context, with
consideration of the principle of:

Do something, better (32).

If neither equity nor gender is currently considered

in the NAP and in AMR interventions, identify the
recommendations of highest priority that could feasibly
be implemented. Then, invite representative experts

in equity and gender to join the AMR coordination
mechanism and technical working groups. Determine
the data on equity and gender stratifiers that are already
collected in the context or country and could be added
to AMR data. Review any AMR awareness-raising and
education campaigns to determine how they could

take better account of cultural and social determinants
and context to change use of antibiotics. If inequity

and gender inequity are already considered in some
intervention areas, determine what more could be done
or what more could be done better, such as strengthening
and extending the activities and determining whether
they could be transferred to other AMR intervention
areas or whether several new recommendations

could be adopted to bring an equity lens to other AMR
interventions.

Countries are encouraged to go beyond the status

quo, for example, to move beyond awareness-raising

to change prescriber and community behaviour to
tackling structural and systemic issues to improving and
sustaining change while ensuring equitable access to
essential antibiotics.
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Overarching recommendations

1. Shortterm

Ensure that equity dimensions are included in the
country’s AMR situational analysis for developing
or updating the NAP on AMR and include equity-
responsive actions in the NAP (including in

the objectives, prioritized activities, targets,
indicators and budget).

- National AMR policy-makers (e.g. AMR
multisectoral coordination committee and
technical working groups) and implementing
stakeholders should apply the AAAQ+ lens or
equivalent and involve people with lived experience
(PWLE) of AMR and/or representative of groups
most likely to experience inequity in relation to
AMR, such as people with disability or in high-
risk groups. Such an assessment should include
not only surveillance data but also qualitative
studies to understand “Why”. The assessment
should include a review of national documents in
the health and other relevant areas (e.g. specific
policies to address Sustainable Development Goals
5and 11), with adaptation or inclusion of actions to
improve equity, gender equality and greater social
inclusion in their NAP for AMR. NAPs on AMR should
be aligned with other plans or strategies within
or outside the health sector to ensure a coherent
approach to addressing health and social inequity.

2. Shortterm

Identify, capture and disaggregate relevant
programme data by, at a minimum, sex, age,
location and, where feasible, other indicators
of equity during implementation of core AMR
interventions of the WHO people-centred
approach.

- National AMR policy-makers (e.g. the AMR
multisectoral coordination committee and technical
working groups) and implementing stakeholders
should revise methods for collecting and reporting
routine or survey data, such as on the prevalence
and incidence of (drug-resistant) infections,
diagnostic testing for detecting AMR, surveillance of
AMU, vaccination status and access to clean water
and safe sanitation, disaggregated, at a minimum,
by sex and age and, where feasible, other social
stratifiers, including gender identity, income,
ethnicity, geographical location, educational level
and employment status. Collecting, analysing
and reporting data disaggregated by sex, age and
other social stratifiers allows countries to identify
populations that are being left behind in the AMR
response and provide a basis for tailored,
equity-responsive AMR interventions.

21
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Recommendations aligned with the 13 core interventions of the WHO people-centred

approach to address AMR*

Foundation step: effective governance, awareness and education

3. Medium term

Identify and promote equal participation

and engagement of the groups most likely to
experience discrimination and health and/or
social inequity in the national or sub-national
AMR multisectoral coordination mechanism and
technical working groups.

- National AMR policy-makers should involve
community organizations and/or community
leaders and PWLE, including from disadvantaged
communities, to allow policy-makers to hear
the stories of individual AMR survivors and their
caregivers. This will help policy-makers to better
understand the contexts in which people make
decisions about their health, including use of health
services and antibiotics, and increase their awareness
of the equity and gender dimensions of AMR.

health workers and communities

5. Medium term

Based on the lived realities of people facing
inequity, use non-stigmatizing, context-specific
and culturally appropriate messages, language
and media to ensure that materials for awareness
of and education on AMR reach all groups in the
community.

- National AMR policy-makers, civil society
organizations, technical leads in AMR awareness
campaigns and other implementing partners
should ensure that community engagement is an
essential element of effective awareness-raising
and education materials and campaigns, including
ensuring non-stigmatizing language and imagery.
Engagement could include partnerships with
representative PWLE, community organizations
and/or equity experts and use of participatory
approaches and co-design. Approaches should also
be developed to involve people working outside the
formal health system who are trusted by people who
experience health inequity and whom they consult
when they are sick (e.g. workers in pharmacies, non-
certified pharmacists who dispense drugs without
prescription and local healers).

*See Figure 2, page 3.

People-centred approach intervention 1: AMR advocacy, governance and accountability in the human
health sector in collaboration with other sectors

4. Shortterm

Engage experts in equity and gender in the
multisectoral AMR coordination mechanism and
technical working groups to facilitate integration of
equity-responsive AMR interventions in the NAP and
its implementation.

- National policy-makers and members of the
multisectoral AMR coordination mechanism should
ensure representation of equity and gender experts
for better understanding and discussion of the priority
structural drivers in the country or context. For example,
in some countries, the discussion might centre on
intersections between informal employment, AMR,
equity and health coverage. Involvement of people who
experience inequity or have specific needs (e.g. people
with disabilities) or organizations that work with such
groups, can help members of technical working and
advisory groups and members of the in-country AMR
coordination mechanism to make contextually relevant,
effective responses.

People-centred approach intervention 2: AMR awareness-raising, education and behaviour change of

6. Medium term

Strengthen the knowledge of all health workers about
how barriers in availability, accessibility, acceptability
and quality impact uptake of health services and

care and drive health inequity in addressing (drug-
resistant) infections and use of antimicrobials.

- Professional associations, universities and
professional trainers of health workers should
ensure that health workers are sensitized to health
inequity in AMR and integrate findings on health inequity
and AMR into clinical and other practice guidelines for
AMR and AMS. This should be done in conjunction with
other measures to ensure that essential health services
are available, accessible and acceptable as part of
strengthening UHC.
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Foundation step: strategic information through surveillance and research

People-centred approach interventions 3 and 4: Establish a national AMR surveillance
network to generate good-quality data to inform patient care and action on AMR, and
surveillance of antimicrobial consumption and use to guide patient care and action on
AMR

7. Medium term 8. Shortterm

Identify and define equity variables to be collected Strengthen the awareness, knowledge and technical
through existing AMR and AMU surveillance capacity of professionals involved in AMR and AMU
systems to improve the comparability and surveillance to generate evidence on inequality and
reliability of data and to inform action to ensure inequity dimensions, including undertaking equity
equitable access to prevention, diagnosis and analyses.

treatment of (drug-resistant) infections.

- National policy-makers and those involved in AMR - National policy-makers and technical leads involved
and AMU surveillance, including AMS teams, should in surveillance of AMR and AMU, with professional
develop a minimum set of indicators for equity- associations or universities, should ensure that
responsive AMR policies and approaches, to be used surveillance experts and analysts are sensitized and
as a baseline for standardized reporting of inequity. trained on disaggregation and equity analysis. Capacity-
Relevant equity stratifiers depend on the context building can be conducted with freely available tools and
but could include socioeconomic status, gender, approaches, such as the WHO HEAT, Health inequality
educational level, urban, rural or remote residence, monitor (HIM) and/or Barriers assessment guidance for
and gender or sexual orientation (see PROGRESS- UHC (1). Analysis of inequality and inequity in AMR and
Plus). When feasible, available data on health and AMU surveillance can be developed progressively in the
social inequality and equity should be used, including spirit of “do something, do more or do better”.

census, DHS and datasets on diseases such as TB. If
the country already collects data disaggregated by
equity, they “do more or do better” by using the data
to analyse, report on and disseminate the findings on
AMR and AMU to improve AMR policy and programme
effectiveness.

y‘/@ People-centred approach intervention 5: AMR research and innovation, including behavioural and
(Q\/\_ implementation science

9. Medium term

Encourage, support and fund interdisciplinary
research (e.g. social and political sciences, public
health, medicine) and cross-sectoral collaboration
and exchange to strengthen the generation and
use of (quantitative and qualitative) evidence to
address inequity in the response to AMR,
including AMU.

« Funding bodies (bilateral and/or multilateral), - National governments, the private sector are
academic institutions or researchers and national encouraged to act on this recommendation. Investment
AMR policy-makers should support use of various in R&D should include consideration of equity and
types of methods and data in evidence reviews, gender perspectives, including who will benefit from
syntheses or situation analyses and ensure that innovations, prioritization according to need, and the
AMR forums and events include the participation of social innovations required for effective implementation
researchers in various disciplines. They should also in different contexts.

review and use evidence from reviews on equity in
health, health services and systems and social and
commercial determinants of health, for analysis
of equity in issues directly relevant to AMR. The
Cochrane Equity Methods site provides methods.


https://methods.cochrane.org/equity/our-publications
https://methods.cochrane.org/equity/projects/evidence-equity/progress-plus
https://methods.cochrane.org/equity/projects/evidence-equity/progress-plus
https://www.who.int/data/inequality-monitor/assessment_toolkit
https://www.who.int/data/inequality-monitor#:~:text=Monitoring%20health%20inequalities%20provides%20evidence%20on%20who%20is,existing%20gaps%20and%20achieve%20health%20equity.%20Contact%3A%20inequality_monitoring%40who.int
https://www.who.int/publications/i/item/9789240094765
https://www.who.int/publications/i/item/9789240094765
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People-centred approach intervention 6: Universal access to WASH and waste management to
mitigate AMR

11. Medium term

Assess how inequality in access to WASH among different communities (e.g. those living in informal settlements,
precarious housing) increases their exposure and vulnerability to (drug-resistant) infections and use the results to
strengthen WASH interventions.

- National policy-makers on AMR and WASH and funding bodies should collaborate on the links between AMR, WASH
and waste management among sectors and programmes and communities. This is essential for a shared situational
analysis of the specific challenges and needs of populations experiencing inequity. The results can be used for joint action
to strengthen and improve WASH and waste management infrastructure in health facilities and communities to benefit
everyone in the community, irrespective of socioeconomic status, caste, race and/or gender.

People-centred approach intervention 7 : Implementation of the IPC core components to
mitigate AMR

12. Medium term

Identify differences in the risk of exposure to (drug-resistant) infections in health-care facilities among different
cadres of health-care workers and patients from different population groups and update the infection prevention
and control guidelines to address the inequality.

- IPC and/or AMS teams in state or national health facilities should analyse and use the findings to design IPC practices
in health facilities or community settings. These teams, along with national AMR policy-makers, should collaborate with
their counterparts in sectors such as agriculture, environment and labour, to share evidence on the equity dimensions of
AMR risks and trends, particularly in high-risk settings and for populations with greater vulnerability.

People-centred approach intervention 8: Access to vaccines and expanded immunization to
manage AMR

13. Short term

Identify population groups with poor access to immunization services and strengthen collaboration between AMR
and immunization technical teams to raise awareness about the role of vaccines in addressing AMR and to address
inequity in immunization coverage for all vaccines, including those that impact AMR.

- National and subnational AMR stakeholders should work with their counterparts in immunization teams to
build on commitments in the immunization community to improve equity and to support action to make the
health system more AMR responsive. Strategic priority 3 of the WHO Immunization Strategy 2030 is to ensure that
everyone is protected by full immunization, regardless of location, age, socioeconomic status or gender-related

barriers.
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People-centred approach intervention 9 : Health services for the prevention, diagnosis and
management of infectious disease syndromes are available and affordable for all.

- National AMR policy-makers, the national health system policy and financing team(s) and civil society organizations
(e.g.on AMR, TB, sexually transmitted infections, inequality in care) should ensure an equity responsive, people-centred
approach to AMR. A review of the national UHC package and policy through the AAAQ+ lens should: (i) assess how well
it supports prevention and appropriate care for those most vulnerable to AMR and inequitable health outcomes; and (ii)
identify opportunities for improvement, including cross-sectoral action to address structural barriers such as informal

work and lack of social protection.

+ AMR stakeholders should collaborate with health system teams focused on health promotion, social determinants of
health and multisectoral partnerships to leverage co-benefits and synergies, such as working with ministries of social
protection and/or labour and employment to improve provisions for sick leave. Sensitization about equity and AMR should
be provided to the entire health workforce, co-designed with consumers and PWLE of AMR.

15. Short term

Identify and address inequitable
access to and acceptability of
quality-assured medicines,
including antimicrobials, focusing
on the barriers and challenges
faced by specific population
groups in accessing formal

routes to health care and the risk
of purchasing substandard or
falsified antimicrobials.

- National policy-makers
should review the available
antimicrobials against those on
the WHO essential medicines list;
what essential health services
areincluded in the country’s
UHC package to determine
whether they are appropriate
and affordable; the eligibility
criteria for accessing the services
and medicines to determine
whether the criteria are likely
to exclude those at greatest
risk of exposure for AMR and for
inequitable health outcomes as
aresult of inappropriate care
(e.g. by informal workers); and
whether populations at greatest
risk are appropriately insured,
including those living in rural or
remote areas.

16. Medium term

Update and implement standards
for forecasting and procuring
medicines, including antimicrobials,
by assessing the local epidemiology
of infections by sex, gender, age

and at least one indicator of health
equity to ensure that all relevant
antimicrobials are included and
stock outs are reduced.

- National policy-makers (for AMR,
UHC and essential medicines)
and health-facility managers
should revise the situational
analysis for the NAP to include
considerations of equity and
of the groups most likely to
experience differential exposure,
vulnerability and health outcomes.
The design and implementation
of the recommendation should be
adapted to the national context.
For example, whether the young
population in the country has high
rates of adolescent pregnancy and
associated maternal and infant
mortality, indicating that attention
should be paid to appropriate
prevention, primary health care and
access to antimicrobials to reduce
mortality due to sepsis.

People-centred approach intervention10: Uninterrupted supply of quality-assured, essential health
products for the prevention, diagnosis and management of infectious disease syndromes

+ AMR stakeholders (e.g. Member

States and national AMR policy-
makers, including the AMR
multisectoral coordination
committee and technical working
groups and funding bodies) should
establish a national consortium to
forecast, manage and respond to
issues in the supply and availability
of antimicrobials, including
dimensions of equity, such as

the availability, accessibility
(particularly affordability),
acceptability and quality of
antimicrobials. The consortium
should include NAP reference
group members, civil society,
PWLE and independent experts. It
could also explore the possibility
of local or regional hubs for
antimicrobials and/or vaccines,
supported by governments or by
public-private partnerships.
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Pillar 3: Timely, accurate diagnosis

/Q_& People-centred approach intervention 11: Good-quality laboratory system and diagnostic
stewardship to ensure clinical bacteriology and mycology testing

« At national, subnational and/or facility level, such reviews should be undertaken by policy-makers and social
scientists and/or health-facility managers, health workers and laboratory staff. Funding bodies could provide
dedicated resources for such reviews to ensure that timely, accurate diagnosis is available and accessible as per
the national policy on UHC and that testing is free of charge as an essential health service provided under UHC.

People-centred approach intervention 12: Up-to-date, evidence-based treatment guidelines and AMS
programmes

19. Medium term

Review prescription audits and update treatment guidelines and AMS programme documents to reflect and
respond to evidence of unconscious bias in prescribing antimicrobials according to social, economic and or other
characteristics that may reinforce inequity.

AMS teams at national, subnational and health facility levels should update treatment guidelines and AMS
programmes in response to regular retrospective audits of prescriptions that include identification of unconscious
bias by income, location and other social characteristics and inequality and inequity in prescribing practices.
Those most severely affected by the proposed changes to the guidelines and AMS programmes should be
consulted to identify unintended inequity. A core aspect should be monitoring and evaluation of the effect on
equity of changes to the guidelines and stewardship programmes, particularly any unintended consequence

for access to appropriate, acceptable, high-quality AMR prevention and care for those most likely to experience
inequity.

Q People-centred approach intervention 13: Implementation of regulations to restrict non-prescription
Q& sales of antimicrobials

20. Medium term

Conduct an equity assessment of any unintended consequences of policies or regulations to reduce non-
prescription sales of antimicrobials on access to essential antimicrobials for specific population groups, and
consider fair, equitable access to new antimicrobials.

- National policy-makers, including national regulatory authorities, civil society organizations and PWLE, should
undertake this assessment to avoid the unintended consequence of further inequity for the people most likely to
need appropriate, quality-assured treatment for conditions related to AMR; to avoid self-medication; and to avoid
stigmatizing people who seek or provide essential antimicrobials without prescription. Any regulation must be
developed according to the findings of the assessment and as part of a comprehensive approach to addressing
equity in AMR. The recommendation is linked to and depends on implementation of the recommendations in
pillar 2 to improve the availability, accessibility, acceptability and quality of essential health services for the
groups in the population who are most likely to seek or be given non-prescription antimicrobials because of their
inequitable living circumstances
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Suggested resources and tools on the equity
dimensions of AMR and related interventions

« People-centred approach to addressing
antimicrobial resistance in human health: WHO core
package of interventions to support national action
plans. Geneva: World Health Organization; 2023.

« Addressing gender inequalities in national action
plans on antimicrobial resistance: guidance to
complement the people-centred approach. Geneva:
World Health Organization; 2024.

« Lynch |, Middleton L, Naemiratch B, Fluks L, Sobane
K. Practical pathways to integrating gender and
equity considerations in antimicrobial resistance
research. Copenhagen: International Centre for
Antimicrobial Resistance Solutions; London:
International Development Research Centre Ltd;
2023.

+ GEAR up: AMR through a gender and equity
lens. London: Fleming Fund; 2025. https://www.
flemingfund.org/publications/gear-up-amr-
through-a-gender-and-equity-lens.

« GEARup (online). Tools and resources. London:
Fleming Fund. GEAR up advances gender and equity
in AMR by supporting countries that receive Fleming
Fund grants in integrate these priorities into their
AMR systems and structures.

« Roadmap on antimicrobial resistance for the
WHO European Region 2023-2030 (EUR/RCT73/7).
Copenhagen: World Health Organization Regional
Office for Europe; 2023. The road map includes
environmental and social determinants as one of
five action areas and further information on the
determinants, including equity considerations, in
the accompanying resource guide and documents
on key principles. key principles.

« Handbook for conducting assessments of barriers
to effective coverage with health services: in
support of equity-oriented reforms towards
universal health coverage. Geneva: World Health
Organization; 2024. Useful for an AAAQ analysis of
UHC from the point of view of priority public health
issues and improving the effectiveness of health
system activities.

Innov8 technical handbook for reviewing national
health programmes to leave no one behind:
technical handbook. Geneva: World Health
Organization; 2016. Useful for informing and
supporting a multistakeholder review of equity,
gender and social inclusion issues in health
sector programmes and including intersectoral
considerations.

WHO HEAT and HEAT Plus are software application
for the exploration, analysis and reporting of health
inequality. Related WHO open learning courses are
also available.

The WHO Health inequality monitor includes the
Health inequality data repository, the largest
global collection of data on inequality in health

and determinants of health); publications on
inequality in other health issues and services

(e.g. infectious diseases, immunization and
reproductive, maternal, newborn and child health);
and e-learning courses, manuals and other tools for
monitoring health inequality.

The Cochrane Equity Methods site provides
guidance and a checklist on integrating equity into
systematic reviews.. See also the related Cochrane
Health Equity Group and articles on inclusion of
health equity in the Grading Recommendations
Assessment and Development Evidence (GRADE) at
each stage.

Capturing the evidence on access to essential
antibiotics in refugee and migrant populations
(Global Evidence Review on Health and Migration
series). Geneva: World Health Organization; 2022.

Community engagement for quality, people-
centred health services. Geneva: World Health
Organization; 2024. This brochure introduces
definitions and a conceptual framework for
community engagement in health care.

Health equity for persons with disabilities: Guide for
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action: Executive summary. Geneva: World Health
Organization; 2024.

The WHO global report on the commercial
determinants of health is being prepared, which will
include the commercial drivers of AMR.



https://iris.who.int/items/53fda138-081f-46f9-a4c5-3f8eb867dbaf
https://iris.who.int/items/53fda138-081f-46f9-a4c5-3f8eb867dbaf
https://iris.who.int/items/53fda138-081f-46f9-a4c5-3f8eb867dbaf
https://iris.who.int/items/53fda138-081f-46f9-a4c5-3f8eb867dbaf
https://iris.who.int/handle/10665/378639
https://iris.who.int/handle/10665/378639
https://iris.who.int/handle/10665/378639
https://icars-global.org/knowledge/practical-pathways-integrating-gender-and-equity-considerations-in-antimicrobial-resistance-research/
https://icars-global.org/knowledge/practical-pathways-integrating-gender-and-equity-considerations-in-antimicrobial-resistance-research/
https://icars-global.org/knowledge/practical-pathways-integrating-gender-and-equity-considerations-in-antimicrobial-resistance-research/
https://gearupaction.org/tools-resources/
https://iris.who.int/server/api/core/bitstreams/9004b10f-802b-4572-8c67-c4f815e2a149/content
https://iris.who.int/server/api/core/bitstreams/9004b10f-802b-4572-8c67-c4f815e2a149/content
C:\Users\paulins\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\VYS1NEE5\Resource guide
https://www.who.int/europe/publications/i/item/9789289060905
https://iris.who.int/discover/export?format=refman&handle=10665%2F377956
https://iris.who.int/discover/export?format=refman&handle=10665%2F377956
https://iris.who.int/discover/export?format=refman&handle=10665%2F377956
https://iris.who.int/discover/export?format=refman&handle=10665%2F377956
https://iris.who.int/items/24ba4657-d10a-43f9-85bb-18a6f9a0663e
https://iris.who.int/items/24ba4657-d10a-43f9-85bb-18a6f9a0663e
https://iris.who.int/items/24ba4657-d10a-43f9-85bb-18a6f9a0663e
https://www.who.int/data/gho/data/themes/theme-details/GHO/health-equity-monitor
https://www.who.int/data/inequality-monitor/data
https://methods.cochrane.org/equity/our-publications
https://methods.cochrane.org/equity/sites/methods.cochrane.org.equity/files/uploads/EquityChecklist2012.pdf
https://www.cochrane.org/about-us/our-global-community/thematic-groups/health-equity
https://www.cochrane.org/about-us/our-global-community/thematic-groups/health-equity
https://iris.who.int/server/api/core/bitstreams/60df59d6-ff90-4faa-a049-7d857fa96e88/content
https://iris.who.int/server/api/core/bitstreams/60df59d6-ff90-4faa-a049-7d857fa96e88/content
https://iris.who.int/items/46984a2f-14e0-447c-abe8-521588c50208
https://iris.who.int/items/46984a2f-14e0-447c-abe8-521588c50208
https://doi.org/10.2471/B09201
https://doi.org/10.2471/B09201
https://www.who.int/teams/social-determinants-of-health/economic-and-commercial-determinants-of-health/global-report
https://www.who.int/teams/social-determinants-of-health/economic-and-commercial-determinants-of-health/global-report
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5. Conclusions and

way forward

A growing body of robust evidence demonstrates the
powerful role of inequity in shaping the drivers and
impacts of AMR and in influencing the effectiveness

of policies and interventions to address AMR locally,
nationally and globally. The evidence shows that the
perspective should be changed from a narrow “bugs and
drugs” view to a people-centred approach in which action
is taken to address inequitable exposure, vulnerability and
risks.

To strengthen the implementation and effectiveness

of AMR interventions, additional work is necessary to
understand the unequal distribution of risk and its
structural and social drivers and to use this information

in designing policies and interventions to address AMR. It
also requires aligning AMR strategies with broader health
and development agendas, including equity-focused PHC
and UHC and multisectoral collaboration for further work,
within and beyond the health sector to remediate inequity
by addressing structural and system barriers. When
equity is embedded in the design, implementation and
evaluation of AMR strategies, the result is not only more
fairness but also more effective, sustainable action.

Recent global and regional commitments highlight the
clear, pressing need to transition progressively towards an
approach to AMR that accounts for equity dimensions at
the core of national and global work on AMR.

This is recognized in the political declaration of the
high-level meeting on AMR in 2024 (28), which calls for

a change in focus from equity as a principle to explicit
integration of equity into global and national action plans
on AMR; in the Roadmap on antimicrobial resistance

for the WHO European Region 2023-2030 in 2023 (182),
which includes environmental and social determinants as
one of five action areas; and the resolution of the health
ministers of the East, Central and Southern Africa Health
Community in its resolution ECSA/HMC74/R3 (2025), which
calls for mainstreaming equity and gender into AMR NAP
implementation (183).

This guidance provides recommendations for countries
to consider in integrating equity dimensions into

AMR programmes, in particular NAPs on AMR. The
recommendations are based on the WHO people-
centred core package of 13 AMR interventions, which
include concrete, feasible entry points for strengthening
the equity of AMR work. National policy-makers and
stakeholders who are responsible for developing,
implementing and revising (including monitoring and
evaluation) NAPs on AMR or in implementing AMR
interventions are encouraged to review and adopt the
relevant recommendations to ensure equity in their
work on AMR.
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