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» 1980s: Nosocomial infections with antimicrobial-resistant bacteria, including
methicillin-resistant Staphylococcus aureus (MRSA) emerged as a problem.

* April 1996: The Ministry of Health, Labour and Welfare newly incorporated
“Premiums for Nosocomial Infection Prevention” in the medical fee during its revision.

» 2000: The Japan Nosocomial Infections Surveillance (JANIS) program was launched.

* 2002: The Ministry of Health, Labour and Welfare established the Advisory

Committee on Nosocomial Infections.

» 2006: The revision of the Medical Care Act (the Act to Amend the Medical Care Act
in Establishing a System that Provides High Quality Medical Care [Act No. 84 of
2006]) required all medical institutions to formulate nosocomial infection control
guidelines, to establish a nosocomial infection control committee (clinics without
hospitalization function and dental clinics may assign a manager instead), and to
conduct seminars on nosocomial infections for all employees.

» 2012: Premiums for Infection Prevention were incorporated in the medical fee.

» 2015: The Advisory Committee on Nosocomial Infections published the
“Recommendations on Antimicrobial Resistance Control.”

Fig. 1. Actions in Japan

Table 1. Six Areas and Goals for Countermeasures against AMR

Fields

Goals

1. Public Awareness
and Education professionals.

2. Surveillance and
Monitoring

3. Infection Preven-
tion and Control

4. Appropriate Use
of Antimicrobials

5. Research and
Development

6. International
Cooperation

production and aqua-culture.

Improve public awareness and understanding, and promote education and training of

Continuously monitor antimicrobial resistance and use of antimicrobials, and appro-
priately understand the signs of change and spread of antimicrobial resistance.
Prevent the spread of antimicrobial-resistant organisms by implementing appropri-
ate infection prevention and control.

Promote the appropriate use of antimicrobials in the fields of healthcare, livestock

Promote research on antimicrobial resistance and foster research and development
to secure the means to prevent, diagnose and treat antimicrobial-resistant infections.
Enhance global multidisciplinary countermeasures against antimicrobial resistance.
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Table 2.

Outcome Indicators for the Action Plan

Antimicrobial use for humans (Antimicrobial use per day per 1,000 inhabitants)

Indices 2020 (compared to 2013)
Overall Reduction by 33%
Oral cephalosporin, fluoroquinolone, macrolides Reduction by 50%
Intravenous antimicrobials Reduction by 20%
Drug-resistant rates of major microorganisms (field of human healthcare)

Indices 2014 2020 (target values)
Penicillin-resistant Streptococcus pneumoniae 48% 15% or less
Methicillin-resistant Staphylococcus aureus 51% 20% or less
Fluoroquinolone-resistant Escherichia coli 45% 25% or less
Carbapenem-resistant Pseudomonas aeruginosa 17% 10% or less
Carbapenem-resistant Escherichia coli and Klebsiella pneumoniae 0.1-0.2% Same level
Drug-resistant rate of major microorganisms (field of livestock production)

Indices 2014 2020 (target values)
Tetracycline-resistant Escherichia coli 45% 33% or less

Third-generation cephalosporin-resistant Escherichia coli

Fluoroquinolone-resistant Escherichia coli

Same level as in the other
G7 countries in 2020
Same level as in the other
G7 countries in 2020

1.5% (same level as in
the other G7 countries)
4.7% (same level as in

the other G7 countries)
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AMR Clinical Reference Center
National Center for Global Health and Medicine

Information and Education Division

& AMR

NCGH

~Infectious Disease
-~~~ Education Consortium .

Education / Public
Awareness Project

AMRCRC takes the
initiative in projects

Guidelines / Manuals Project
Core members N

Professional
organizations
N Specialist academic

Assemble a professional team for each
project to start preparing guidelin\e§ /a
manual .

p
p
Prepare educational
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Fig. 2. Infectious Disease Education Consortium
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J-SIPHE : Japan Surveillance for Infection NCGH

& AMR
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Fig. 3. Japan Surveillance for Infection Prevention and Healthcare Epidemiology (J-SIPHE)
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[I1-1-6: Promotion of infectious disease control, antimicrobial resistance control and
healthcare safety measures — (1)]

(New) Premiums for Antimicrobial Stewardship
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(1) Review of the requirements for premiums for infection control

Outline <II-1-6 (1)>

1. Basic way of thinking

Review the requirements for premiums for infection control from the viewpoint of
promoting antimicrobial resistance (AMR) control, especially the promotion of the
appropriate use of antimicrobials.

11. Specific contents

Within the framework of premiums for infection control, a newly created premium for
the efforts of the Antimicrobial Stewardship Team will be adopted and existing points
will be reviewed.

Premiums for infection control (the first day of hospitalization)

100 points

[Requirements for calculation]

Establish an Antimicrobial Stewardship Team in the hospital, and promote the
appropriate use of antimicrobials by implementing early monitoring of and feedback
from the treatment of infectious diseases, the appropriate use of microorganism tests
and clinical examinations, evaluation of the appropriate use of antimicrobials and
education and public awareness of antimicrobial stewardship.

[Facility criterion]
1. A premium for regional cooperation in infection control should be calculated.

2. An Antimicrobial Stewardship Team consisting of the following members should be
organized and the team should perform activities related to the appropriate use of
antimicrobials.

(1) A regular full-time physician who has more than 3 years of experience in the
medical care of infectious diseases (a regular full-time dentist who has more
than 3 years of experience in a health insurance-covered dental care institution).

(2) A full-time nurse who has more than 5 years of experience in infection control
and has completed appropriate training in infection control.

(3) A full-time pharmacist who has more than 3 years of experience working in a
hospital and is engaged in the medical care of infectious diseases.

(4) A full-time clinical laboratory technician who has more than 3 years of
experience working in a hospital and is engaged in microorganism tests.

One of either the physician specified in (1), nurse specified in (2), pharmacist

specified in (3) or clinical laboratory technician specified in (4) should serve as a

full-time member of staff. It is desirable that the person who serves as a full-time

member of the staff of the Antimicrobial Stewardship Team does not double as a

full-time member of the staff of the Infection Control team.

3. The Antimicrobial Stewardship Team should implement the following operations:

(1) Set the categories of patients who use broad-spectrum antimicrobials or other
specific antimicrobials, patients who have bacteremia or other signs of specific
infectious diseases, and patients who should have monitoring from an early stage
of infection including specific immunocompromised patient groups, depending
on the situation of the facilities.

(2) During the early monitoring in the treatment of infectious diseases, after
identifying the subject patients categorized in (1) above, evaluate over time the
implementation status of the appropriate microorganism, blood, and imaging tests,
the appropriateness of choice, dosage, and administration of the initial
antimicrobial of choice, the implementation of therapeutic drug monitoring as
appropriate, and the utilization status of microorganism tests in the therapeutic
strategy, and provide feedback to the attending physician as necessary.

(3) Improve a system that enables the appropriate use of microorganism tests and
clinical laboratory examinations, including an appropriate specimen collection
system and submission of cultivation tests (collection of multiple sets of
specimens for blood culture, etc.) and the preparation of an antibiogram in the
facility.

Regularly evaluate the process indices such as the utilization status of

antimicrobials and the submission rate of multiple sets of specimens for blood

culture, as well as outcome indices such as the development rate of drug-resistant
strains and the amount of antimicrobial use.

(5) Conduct training of staff at least 2 times a year with the purpose of educating
them in the appropriate use of antimicrobials. In addition, prepare a manual on
the use of antimicrobials in the hospital.

(6) Regularly review the types and dosage of antimicrobials available in the relevant
health insurance-covered medical institution, and suggest discontinuation of use
in a hospital with a smaller need for antimicrobials.

(4

4. The Antimicrobial Stewardship Team provides consultation on the promotion of
antimicrobial stewardship as necessary to medical institutions that do not calculate
the Premiums for Antimicrobial Stewardship.

Current system Proposed system

[Premiums for infection control (first day of
hospitalization]

[Premiums for infection control (first day of
hospitalization]

1. Premiums for infection control 1: 400 points | 1. Premiums for infection control 1: 390 points
2. Premiums for infection control 2: 100 points | 2. Premiums for infection control 2: 90 points

Note: Premium for regional cooperation in
infection control: 100 points

Note: Premium for regional cooperation in
infection control: 100 points

Fig. 4. Premiums for Antimicrobial Stewardship
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Goals and strategies of the National Action Plan on
Antimicrobial Resistance (AMR) in Japan

Norio Ohmagari
National Center for Global Health and Medicine Hospital, 1-21-1 Toyama, Shinjuku-ku, Tokyo, Japan

Antimicrobial-resistant bacteria that are spreading all over the world have caused significant problems.
While these problems are increasing, the development of new antimicrobials has remained stagnant, and
some essential antimicrobials for treatment may be depleted in the near future. This is a significant prob-
lem that may jeopardize the sustainability of healthcare itself. In Japan, the National Action Plan on An-
timicrobial Resistance (AMR) was established in April 2016. Based on the five strategic objectives set out
in the WHO's Global Action Plan on Antimicrobial Resistance, and by adding a 6™ objective of interna-
tional cooperation as a Japanese unique goal, the goals, strategies and specific actions of each of these six
fields are presented. This Action Plan is significantly characterized by setting numerical targets as a per-
formance index to be achieved by 2020. We will make efforts to achieve this Action Plan by introducing
the plan-do-check-act (PDCA) cycle.
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