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“If people realised how many deaths 
were caused by drug-resistant infections 

across the world they would act as quickly 
as they have for COVID-19”

Laura Piddock, Global Antibiotic Research and Development Partnership





AMS is not just about 
antimicrobial 
resistance (AMR)

Collaborative partners 
in the healthcare 
system should include:
• Infection Prevention
• Quality
• Medication Safety
• Medicine & Therapeutics



 High volume of antibacterial use – 95% in the community1-3

1. Van Boeckel TP et al., Lancet Infect Dis 2014:14:742-50    2.  Williamson DA et al., ESR, 2016    3.  Duffy E et al., J Clin Pharm Ther 2018;43:59-64

Quantity of antibacterial use in NZ



Quantity of community antibacterial use

1. Williamson DA et al., ESR, 2016 2. Thomas M et al., NZMJ 2020; 133: 33 

 14% over 2015 - 20182 49% over 2006 - 20142



Quantity of DHB hospital antibacterial use1

1. Duffy E et al.,  NZMJ 2015;128



Quinolone use in CDHB inpatients

Multipronged approach
 Change in laboratory reporting: ceased quinolone 

susceptibility on urinary E. coli isolates
 Guideline changes: removed norfloxacin from 

cystitis guidelines, lowered role of ciprofloxacin in 
our pyelonephritis guidelines 

 Ward imprest changes: removed norfloxacin
 Education: bulletins on quinolone safety
 Audits and service engagement: moxifloxacin
 PHARMAC restrictions

~67% decrease in quinolone use



PHARMAC

 PHARMAC has a central role to play in AMS

 Should have indication-based restrictions for some antimicrobials in the 
community (analogous to the Australian system), e.g. ciprofloxacin

‒ Australia: only funded if specific patient, infection and/or organism criteria are met
‒ NZ DHB Hospitals: funded with Infectious Diseases/Microbiology approval 
‒ NZ community: no restrictions (!!!)

Replace with 
“Prioritise”



Quality of antimicrobial use

 “Snapshot” audits can be used to evaluate 
the quality of antimicrobial prescribing 

 ≥ 10 NZ DHBs use the Australian National 
Antimicrobial Prescribing Survey method

 Baseline quality markers for CDHB inpatients 
(2017 – 2018):

– 74% guideline compliant
– 83% appropriate clinically
– 74% indication documented
– 30% review/stop date documented
– 80% surgical prophylaxis stopped < 24 h
– 98% PHARMAC compliant

 We need national centralised approach with 
establishment of key quality markers and 
transparency in results



2013 NZ expert recommendations for AMS

Little progress has been made since these 
recommendations were made in 2013



 Increasing expectation for DHBs to work to slow AMR

“identify activities that advance progress towards 
managing the threat of AMR, including alignment with the 
New Zealand AMR Action Plan (2017 –2022)….across 
primary care, community (in particular age-related 
residential care services) and hospital services”

[DHB Annual Plan requirements 2020/2021]

Ministry of Health



Canterbury regional AMS approach

CDHB Hospital AMS 
Committee

Hospital antimicrobial 
use (1500 beds)

Community 
antimicrobial use

Regional guidelines 
(HealthPathways)

Canterbury AMS 
Strategic Group

Canterbury Health System Clinical Board

Canterbury IPC Executive 
Group

Hospital IPC 
Committees

Community 
IPC Forum
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NZ AMS resourcing is all in DHB hospitals, 
and almost solely pharmacists
 Dedicated AMS pharmacists in 8 DHBs
 Very limited AMS physician resource
 No community resource



Multifaceted initiatives to decrease use of 
clarithromycin IV and metronidazole IV

Successful and sustained

Avoided IV doses:
~3,000 IV clarithromycin doses per year
~15,000 IV metronidazole doses per year

Dollars saved (drug + consumables):
~$230,000 saved annually

Ability to get DHB resource seems 
contingent on saving money



 Positive – AMS is elevated to sit alongside IPC

 Negative – no AMS experts formally involved in development

 These standards are important – they will shape our antimicrobial use 
for the foreseeable future

Health & Disability Services Standards
Public consultation (13.01.21 deadline)

 The Standards set the minimum requirements for a wide range of health care 
services including aged residential care and hospitals for:



AMS quality marker: indication 
documentation on antimicrobial prescriptions

CDHB AMS Committee wanted to develop an 
initiative for November 2020 (work already 
being done @ ADHB and CCDHB)

NZ AMS/Infection Pharmacist Group all 20 
DHBs agreed to participate

Developed resources: Posters, bulletin, 
screensaver, table talkers, e-mail banner

Supported by: MOH, HQSC, ACC, PHARMAC
bpacnz, Pharmaceutical Society of NZ, NZ 
Hospital Pharmacists Association, Pharmacy 
Guide of NZ

“Friendly” collaborative model that hopefully 
extends to a “cheeky” leaderboard



Conclusions

We need to pull up our socks –
our current model for AMS in human 
health is inadequate and outdated 
(thigh high waders urgently needed!)

The model for AMS must be collaborative, 
cross-sector, informed by experts, and 
transparent

Nationally, we need:
 leadership and co-ordination
quality improvement tools & measures
antimicrobial guidance

Regionally, DHBs could lead regional AMS 
activities if adequately resourced




