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10 Facts on Antimicrobial Resistance
(Part 1)
SYNDROMES
What is antimicrobial resistance?
Antlmlcroblal resistance is the ability of a microorganism (like
2 bacteria, viruses, and some parasites) to
stop an antimicrobial (such as antibiotics,
antivirals and antimalarials) from working
against it. As a result, standard treatments
become ineffective, infections persist and
may spread to others.

Drug resistance is a global problem
Over the past years, the use and misuse of antimicrobials has CLASS 1 DISEASES
increased the number and types of

resistant organisms. Consequently

many infectious diseases may one day

become uncontrollable. With the

growth of global trade and travel, =t
resistant microorganisms can spread

promptly to any part of the world.

What causes drug resistance?
Drug resistance is a natural evolutionary phenomenon. When
microorganisms are exposed to an antimicrobial, the more INFLUENZA
susceptible organisms succumb, leaving behind those resistant to
the antimicrobial. They can then
pass on their resistance to their
offspring.

Inappropriate use of
medicines worsens drug

resistance

Inappropriate use of antimicrobials
drives the development of drug resistance. Overuse, underuse
and misuse of medicines contribute to the problem. Ensuring that DENGUE FEVER
patients are informed about the need to take the right dosage of
the right antimicrobial requires action from prescribers,
pharmacists and dispensers, pharmaceutical industry, the public ! PAGE 8
and patients, as well as the policy makers.

Lack of quality medicines contributes to drug

resistance

Most drug quality assurance systems
are weak. This can lead to poor
quality medicines, exposing patients
to sub-optimal concentrations of GASTROENTERITIS
antimicrobials, thus creating the
conditions for drug resistance to
develop. In some countries poor PAGE 9
access to antimicrobials forces patients to take incomplete )

courses of treatment or to seek alternatives that could include
substandard medicines.
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Adapted from:
who.int/features/factfiles/antimicrobial_resistance/facts/en/index4.html
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GASTROENTERITS
GE 25 Weekly Threshold vs Cases 2015, EW 1-28
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FEVER AND
RESPIRATORY

Fever & Resp Weekly Threshold vs Cases 2015, EW 1-28
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FEVER AND
NEUROLOGICAL

Temperature of >38°C
/100.4°F (or recent
history of fever) in a
previously healthy
person with or without
headache and vomiting.
The person must also
have meningeal
irritation, convulsions,
altered consciousness,
altered sensory
manifestations or
paralysis (except AFP).

[+

ACCIDENTS

Any injury for which
the cause is
unintentional, e.g.
motor vehicle, falls,
burns, etc.

[+ G2

VIOLENCE

Any injury for which
the cause is
intentional, e.g.
gunshot wounds, stab
wounds, etc.

[+ G2

NOTIFICATIONS-
All clinical
sites

Fever and Neurological Symptoms Weekly Threshold vs Cases
60 2015, EW 1-28
50
(%]
g 40 -
S 39 N AN
(]
E 20 L/\/\ A /
2 VA 4
10
0 III T T III T II III III III III III III III T T T T T T T T T T T T 1
1 3 5 7 9 11131517 192123252729 313335373941434547 4951
Epi Weeks
. 2015 == Epidemic Threshold
Accidents Weekly Threshold vs Cases 2015, EW 1-28
N . S . P -
— S NN
(7]
3
8500 f———— -
- 1
° -
@ |
Q2
z |
> 4
50 T I|I T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T 1
1 3 5 7 9 11 13 15 17 19 21 23 25 27 29 31 33 35 37 39 41 43 45 47 49 51
Epidemiology Weeks
>5 Cases 2015  mmmm <5 Cases 2015 ———Epidemic Threshold<5 ——— Epidemic Threshold>5
Violence Weekly Threshold vs Cases 2015, EW 1-28
1000
/W—’\’WM—'\/\’-_—\/\/W_—/
. lhmonnnmnintm
& 100
(1]
Q
(Yo
o
@
Ko}
E 1 [ ——————— e s
1 T T TT III|I|I|I|I I|I Ill‘l‘l III T Illll‘l T III‘I T r rrrrrrrrr1rrrrrrrrrr 11711
1 3 5 7 9 11131517 1921232527 29 31333537 3941434547 4951
Epidemiology Week
. <5 y.0 <5 Epidemic Threshold 25 Epidemic Threshold

-
.

u

INVESTIGATION
REPORTS- Detailed Follow

SENTINEL 4
REPORT- 79 sites™.
Automatic reporting

HOSPITAL ACTIVE
SURVEILLANCE-30
sites*. Actively pursued

*Incidence/Prevalence cannot be calculated

p for all Class One Events



Released August 3, 2015

— CLASS ONE NOTIFIABLE EVENTS and LEPTOSPIROSIS

CLASS 1 EVENTS

CONFIRMED YTD

CURRENT
YEAR

PREVIOUS
YEAR
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AFP Field Guides
from WHO indicat
that for an effective
surveillance syste

- Accidental Poisoning 329 348 detection rates for
<ZE AFP should be
o Cholera 0 0 1/100,000 populatic
b Dengue Hemorrhagic Fever! 0 0 under 15 years old (
Z - to 7) cases annually:.
5 & Hansen’s Disease (Leprosy) 0 1
- - =
Zjl epallss 8 e Pertussis-like
= Hepatitis C 2 6 syndrome and Tetan
<ZE . are clinically
5 HIV/AIDS - See HIV/AIDS National Programme Report T
b Malaria (Imported) 2 1 classifications.
< Meningitis 186 417
The TB case detection
EXOTIC/
unusuaL  Plague 0 0 rate established by
- . . PAHO for Jamaica is
= E Meningococcal Meningitis 0 0 at least 90% of their
5 % |<£ Neonatal Tetanus 0 0 calculated estimate of
o - cases in the island,
=9 9 ;i ClRCTET 2 g this is 180 (of 200)
Meningitis H/Flu 0 0 cases per year.
AFP/Polio 0 0
Congenital Rubella Syndrome 0 0 *Data not available
Congenital Syphilis 0 0
Feverand | Measles 0 0 **Leptospirosis is
awaiting classification
A Rubella 0 0

SPECIAL PROGRAMMES

UNCLASSED**

Maternal Deaths®
Ophthalmia Neonatorum
Pertussis-like syndrome
Rheumatic Fever
Tetanus

Tuberculosis

Yellow Fever

Leptospirosis

asclass1,2or3

1 Dengue Hemorrhagic

Fever data include Dengue
related deaths;

2 Maternal Deaths include
early and late deaths.
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July, 2015
EwW28 YTD

SARI cases

Total Influenza

positive 0 37
Samples

Influenza A 0 31
H3N2 0
H1N1pdm09 0
Influenza B 6
Comments:

The current circulation of
influenza viruses is sporadic with
Influenza viruses detected
between epidemiological weeks 1
and 22 consisting of A/H3N2
(81%) and Influenza B,
Yamagata Lineage (16%). Both
viruses are components of the
2014 -2015 Influenza Vaccines
for the Northern Hemisphere.

INDICATORS

Burden

Year to date, respiratory
syndromes account for 3.7% of
visits to health facilities.

Incidence

Cannot be calculated, as data
sources do not collect all cases
of Respiratory illness.

Prevalence
Not applicable to acute
respiratory conditions.
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68 2296 67

EW 28
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Previous year

1928

. -----
0

o

[

™

Sumiser of positive samples

-

Distribution of Influenza and other respiratory viruses by EW surveillance

i3 5 7 & 1

m— A1 N pdmis
- S

Rhingvirus

Anat

subtyped
_— Parainfluenia
R Coronairus

EW 25, 2015, NIC Jamaica

13 15 17 19 i 23 25 27 I 3 3 B 37 39 41 43 45 47 &5 51

o witypeble — i)
—-— Adencyin

0T - COthirs

— A HE)

apnEumaYIS

— s POSITES

150

[N
o
o

50

Number of Cases

2015 Cases of Admitted LRTI, SARI, Pneumonia related Deaths

1

1
| I '

i
|
il
[ ]

1357 9111315171921232527293133353739414345474951

e Admitted LRTI 2015
I Pneumonia-related Deaths 2015
- Admitted LRTI 2014*

Epidemiology Week

= No. of SARI cases for 2015

Mean of SARI cases 2010-2013*

—— 2013 Admitted LRTI seasonal trend

*Additional data needed to calculate Epidemic Threshold
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Dengue Bulletin
July12-Juy18205  EpidemiologyWeek28

2015 Cases vs. Epidemic Threshold
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Weekly Breakdown of suspected and Dengue Cases by Year, 2004-2015, Jamaica
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*Y-axis values presented in logarithmic scale, base 3.
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July 12 — July 18, 2015 Epidemiology Week 28 28
Weeklv Breakdown of Gastroenteritis cases

In Epidemiology Week 28, 2015,
Year EwW?28 YTD the total number of reported GE
cases showed a 31% decrease
< 23 Total e 23 Total compared to EW 28 of the
2015 125 179 304 6981 7112 14093 | previous year.
The year to date figure showed a
2014 263 177 440 7143 6856 13999 1% increase in cases for the
period.

Figure 1: Total Gastroenteritis Cases Reported 2013-2015

1200 —&—Total GE - 2013
1000 —=Total GE - 2014
=Total GE - 2015
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4000 Total number of GE cases Year To Date by Parish, 2015
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Number of cases

KSA | STT | POR | STM | STA | TRE | STJ | HAN | WES | STE | MAN| CLA | STC
B GE cases <5yrsold YTD|2428| 203 | 171 | 371 | 504 | 265 | 513 | 383 | 372 | 260 | 583 | 481 | 447

B GE cases 25yrs old YTD | 1056 | 221 | 297 | 627 | 670 | 303 | 748 | 446 | 473 | 328 | 696 | 699 | 548
[ Total GE cases YTD 3484 | 424 | 468 | 998 |1174| 568 | 1261 | 829 | 845 | 588 [1279|1180| 995
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RESEARCH PAPER

Leadership hubs: Dynamic collaborations to engage nurses in strengthening the health care system for
HIV and AIDS care in Jamaica

E Kahwayz, J. Aikeni, U Atkinsoni, P Dawkins, 1 C Hepburn -Brown, 1 T Rae1, S Roelofsz, N Edwards2.

1The UWI School of Nursing, Mona, University of the West Indies, Kingston7, Jamaica

2University of Ottawa, School of Nursing, Ottawa, Canada

Objective: To examine the impact of leadership hubs on quality of nursing care in Jamaica for persons living
with HIV/AIDS.

Methods: Three leadership hubs consisting of frontline nurses, nurse managers, researchers, decision makers and
community representatives were established in purposively selected intervention parishes in Jamaica. Leadership
hubs were trained to use research and influence policy. Data were collected before and after the leadership hub
intervention in both intervention and control parishes using a survey questionnaire with randomly selected nurses
about clinical practice (including stigma), policies and procedures, quality assurance processes, and through an
institutional human resource management assessment tool for HIV and AIDS environments. Hubs assessed
changes in their own capacity to engage in evaluation research and influence policy.

Results: Hub members reported statistically significant increases in their evaluation of policy capacity (p<0.01).
While there were statistically significant improvements in pre versus post stigma scores for intervention parishes
(p<0.001) compared to control parishes, differences were not significant for other clinical practices, policies and
procedures of quality assurance processes. Intervention parishes had better post intervention outcomes than
control parishes for 50% of quality assurance indicators and 70% of policies and procedures. However, declines
were observed in clinical assessment and management outcomes for both intervention and control parishes for 5
of the 12 indicators.

Conclusions: The leadership hub intervention had limited impact on the quality of nursing care for HIV and
AIDS. Though leadership hubs are a promising, feasible model, longer intervention periods are required in order
to determine their true impact.

The Ministry of Health
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