
 

Page | 1  
 

 

Real-Time National AMR Surveillance and 
Response Best Practice Model 
 

Public Health Laboratory Antimicrobial Resistance Laboratory 

Scoping Review 

 

 

On behalf of Project Team 

 Queensland Health Forensic and Scientific Services 

 Institute of Clinical Pathology and Medical Research – New South Wales 

Health Pathology / University of Sydney 

 Microbiological Diagnostic Unit Public Health Laboratory / University of 

Melbourne



 

Page | 2  
 

Contents 

Contents ..................................................................................................................................... 2 

Acronyms and abbreviations ....................................................................................................... 3 

Glossary ...................................................................................................................................... 4 

1. Executive Summary ............................................................................................................. 5 

2. Introduction......................................................................................................................... 5 

2.1 Background ................................................................................................................... 5 

2.2 Scope ............................................................................................................................ 6 
2.2.1 Samples ................................................................................................................................................. 6 
2.2.2 Laboratories .......................................................................................................................................... 7 
2.2.3 Pathogens ............................................................................................................................................. 7 
2.2.4 Antimicrobials ....................................................................................................................................... 7 
2.2.5 Data Custodianship and Usage ............................................................................................................. 7 
2.2.6 Additional Points for Inclusion & Exclusion .......................................................................................... 8 

3. Best Practice Model ............................................................................................................. 8 

3.1 Key Qualities ................................................................................................................. 8 

3.2 Surveillance Classification .............................................................................................. 9 

3.3 Model Outline ............................................................................................................. 11 

3.4 Outbreaks ................................................................................................................... 15 

3.5 Considerations ............................................................................................................ 17 

4. Broader Framework ........................................................................................................... 19 

4.1 Governance................................................................................................................. 19 

4.2 Capacity ...................................................................................................................... 19 

4.3 Data Collation and Reporting ....................................................................................... 20 

4.4 Funding ....................................................................................................................... 20 

 
  



 

Page | 3  
 

Acronyms and abbreviations 
AGAR  Australian Group on Antimicrobial Resistance 

AMR  antimicrobial resistance 

AST  antimicrobial susceptibility testing 

ATOI  AusTrakka outbreak investigation 

CARAlert Critical Antimicrobial Resistances Alert 

CDGN  Communicable Diseases Genomics Network 

CPE  carbapenemase-producing Enterobacterales 

FSANZ  Food Standards Australia New Zealand 

MDU   Microbiological Diagnostic Unit 

MJOI  multi-jurisdictional outbreak investigation 

MRO  multi-resistant organism 

NAPS  National Antimicrobial Prescribing Survey 

NAUSP  National Antimicrobial Utilisation Surveillance Program 

NSW  New South Wales 

PHL  public health laboratory 

PHLN  Public Health Laboratory Network 

PHU  public health unit 

QC  quality control 

VRE  vancomycin resistant Enterococcus 
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Glossary 

Antimicrobial resistance: Development of a pathogen to acquire the ability to survive exposure to 

an antimicrobial that was once an effective treatment 

Event-based surveillance: Rapid reporting and investigation of ad hoc information regarding public 

health events. Enables reporting of new or unusual events that occur outside the case definitions 

and reporting structures in place for indicator-based surveillance. 

Laboratory-based surveillance: Collection of data using case definitions that are based on laboratory 

diagnosis and may, or may not, include clinical features of disease. 

Multi resistant organism: Pathogens that have become resistant to specific antimicrobial groups 

that can no longer be used as treatment. 

Notifiable condition:  Required by law to be reported to the government or health authorities for 

surveillance or response. 

Sample-based surveillance: A type of laboratory-based surveillance where data is collected on 

defined samples meeting a stated case definition (for example, blood stream or urine samples), 

regardless of result. Enables calculation of frequency of different pathogens and frequency of 

resistance. 
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1. Executive Summary 
This document presents a theoretical best practice model embedded in public health laboratories 

(PHL) to capture national antimicrobial resistance (AMR) surveillance data that facilitates rapid 

responses on a population level. This is focused on the priority AMR pathogens of concern but also 

covers broader surveillance along with the mechanisms to expand surveillance for novel multi-

resistant organisms (MROs). In addition to routine surveillance, outbreak detection and response is 

captured with a multi-jurisdictional management structure and optimisation of laboratory capacity 

and testing data.  

This model encompasses laboratory surveillance from sample collection and testing, through to data 

analysis and reporting, with the aim to harmonise the collation of AMR laboratory data nationally 

across MROs to allow for systematic identification, analysis, and reporting in real-time, to assist in 

identifying and responding to outbreaks and emerging threats.  

This model will aim to complement existing Australian AMR surveillance programs, but will have a 

strong emphasis on pathogens of public health consequence.     

This document has undergone consultation and feedback from the PHLN ERP on AMR and the 

broader Public Health Laboratory Network (PHLN) and the Office of Health Protection (OHP), and 

was endorsed on (TBC). 

2. Introduction 

2.1 Background 
The Review of Public Health Laboratory (PHL) capacity and capability to support a national response 

to priority multi-resistant organism (MRO) outbreaks and other emerging antimicrobial resistance 

(AMR) threats Project is being undertaken by a PHLN Consortium and is commissioned and funded 

by the Australian Government Department of Health.  

The project will review the national PHL capacity and capability requirements to inform surveillance 

and response to priority MRO outbreaks and emerging AMR threats. The Project will be undertaken 

in close collaboration with the PHLN and involve input from public health laboratories. The five 

stages of the projects are as follows: 

 Stage 1: Development of an agreed best practice model for aligned and sustainable national 

AMR laboratory surveillance to support response to priority MRO outbreaks and emerging 

AMR threats. 

 Stage 2: Develop methodologies for (a) collecting comprehensive information on current 

national laboratory capability and capacity, and (b) assessing current national laboratory 

capability and capacity against the agreed best practice model. 

 Stage 3: Capability and Capacity mapping 

 Stage 4: Capability and capacity assessment 

 Stage 5: Final analysis, report, and recommendations to strengthen and harmonise 

laboratory capacity and capability  

This document is part of Stage 1 of the project. 
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2.2 Scope 
This best-practice model is developed based on a comprehensive literature review (Appendix I) and 

consultation with experts internationally from Canada, UK and the USA. 

The model will focus on development of an optimised public health laboratory (PHL) or reference 

AMR laboratory network within and between jurisdictions that complements existing infrastructure 

and supports differing jurisdictional capabilities. A refined scope details specifics for samples, 

laboratories, pathogens, antimicrobials, and data inputs and outputs to be included (Figure 1).  

 

Figure 1 Outlining key points of inclusion and exclusion for proposed model scope. 

2.2.1 Samples 

This surveillance model will specifically include samples of human origin with consideration for 

samples of other sources (including but not limited to environmental, animal and food). Samples of 

differing origins will be considered explicitly for how they directly impact samples of human origin 

(i.e. will consider carbapenemase-producing Enterobacterales identified in food). This model will aim 

to use existing processes and laboratory referrals to encompass a broader One Health approach in 

the future. Whilst existing public health surveillance is primarily based on bacterial isolates from 

samples, other sources of AMR data, including direct molecular detection of AMR mechanisms or 

metagenomics, may also be considered. 

All sample types are to be considered as in scope for this model with the aim to focus on existing and 

already routinely collected samples, but with the built-in capacity to include new samples where 

appropriate and if a gap is identified, allowing for a period of active surveillance or sample snapshot 

to be undertaken. 

 



 

Page | 7  
 

2.2.2 Laboratories 
This scope does not restrict this model to exclusively public health laboratories nationwide and 

includes both public and private diagnostic laboratories. There is an implication that every state and 

territory will have designated AMR laboratories or referring laboratories, and this is likely to align 

with most corresponding public health laboratory however, this cannot yet be established. Some 

jurisdictions may have a variety of reference laboratories for different pathogens or specimen types, 

and this information will need to be collated in subsequent phases of the project. 

2.2.3 Pathogens 
A suggested list of different types of pathogens or MROs (including different combinations of 

bacterial species and AMR phenotypes or genotypes) to be included will be provided with the best 

practice model as a draft or framework to establish the surveillance system. The initial focus will be 

on pathogens which have been recognised as laboratory notifiable results by national or state or 

territory public health regulations. The model is proposed to be considered “pathogen agnostic” and 

so is not restricted to specific pathogen and AMR mechanism or phenotype combinations but 

instead aims to provide a wholistic surveillance and monitoring solution that can be adapted for 

pathogens of varying and evolving levels of concern. This approach allows for a dynamic and 

developing understanding for surveillance across all AMR pathogens.  

This will understandably still have key focus pathogens, being those of top AMR priority to Australia 

(including antimicrobial susceptibility testing (AST) and notifiable pathogens) and may also include 

pathogens that are continuously monitored to detect trends over time, or pathogens where 

intermittent monitoring is needed through periodic snapshots. The classification of pathogens in 

these established groups may be reviewed and change periodically in response to evolving concerns.    

2.2.4 Antimicrobials 
The inclusion of antimicrobials in this model will be linked to the corresponding pathogen displaying 

resistance; therefore, a suggested list of pathogen and antimicrobial combinations for surveillance 

that are of increased concern will be detailed with the provision of a best practice model. This will 

align with the integration of a “pathogen agnostic” approach and will comprise of appropriate 

antimicrobial and pathogen combinations of clinical and public health concern, which includes some 

that may already be covered by existing systems. 

2.2.5 Data Custodianship and Usage 
This model will encompass the entirety of the testing process from point of collection, laboratory 

testing, identification, analysis, and reporting of relevant results. This captures all steps of data 

generation and processing under custodianship of a diagnostic and/or PHL and explicitly excludes 

the public health actions required to be taken in response to MRO identification or reporting of 

other results. The usage of this data may include the reporting and interpretation of aggregated 

results and trends to healthcare facilities with the consideration of suitability for each pathogen and 

alignment with the role of Public Health Units (PHUs). 
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2.2.6 Additional Points for Inclusion & Exclusion 
The suggested model will not focus on sample-based surveillance and the reporting of sample-

specific rates of resistance, antimicrobial usage, and prescribing practices as pre-existing and well-

established surveillance systems that undertake this already (i.e. AGAR, NAPS, NAUSP). This model is 

instead focused on the surveillance of MROs to inform public health action and includes but is not 

limited to the reporting of AMR mechanisms, antimicrobial susceptibilities, typing, and description of 

population structures to assist in understanding and exploring suspected transmissions and 

outbreaks, locally, nationally and internationally. This model will, however, allow for the inclusion of 

event-based surveillance that would permit the reporting of potentially emerging or unusual 

resistances to be adequately and consistently investigated and followed up. 

3. Best Practice Model 

3.1 Key Qualities 
In order to develop this model, an understanding of the desired qualities and characteristics of a 

laboratory AMR surveillance model is crucial. In consultation with the Project Team, through review 

of the literature and international consultations, the below list describes and defines a best practice 

national AMR surveillance and response model: 

 Harmonised and well defined: clear definitions, testing methods and referral processes to 

allow for national consistency across pathogens with the ability to combine data across 

jurisdictions (even in the event of differences in reporting processes and procedures). 

 High-resolution: with pathogen characterisation, critical molecular and metadata to support 

applicable public health actions. 

 Sustainable: to predominantly use existing resources and work towards building better 

networks, data sharing and governance to combine and analyse data to report to relevant 

stakeholders. 

 Comprehensive: the process from sample collection to data reporting is focused on public 

health action at the national level and answers surveillance questions. 

 Globally connected: able to identify and respond to emerging international threats, and 

assess and adopt improvements in international best-practice models 

 Good governance: to instil confidence in the jurisdictions for participation and data sharing, 

and compatibility with existing jurisdictional legislation. 

 Complete and high resolution: to enable representativeness of data through agreement or 

obligation.  

 Equitable: to facilitate accessibility and contribution across all jurisdictions. 

 Adaptable: to adapt to evolving needs and emerging AMR pathogens and outbreaks. 

 Real-time: to achieve responses in rapid timeframes with support for laboratories. 

 Optimised: to consider where pre-existing specific surveillance systems for pathogens are 

already effective (e.g. tuberculosis). 

 Accessible: to allow data to be interpreted, analysed and shared appropriately to enable 

Public Health Units (PHUs), and other stakeholders, to respond to the data. 
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3.2 Surveillance Classification 
This document presents a model for an “agnostic” surveillance system that is comprised of four 

different categories for combinations of pathogen and AMR mechanisms or MROs, as opposed to 

listing specific pathogen and AMR mechanism or phenotype combinations. This allows for the 

surveillance system to be fit-for-purpose across organisms and mechanisms combinations and 

permits the construction of a system independently from a prescribed list of pathogen and 

mechanism combinations. The proposed classifications for surveillance are outlined in Figure 2 and 

Table 1. 

 

Figure 2 Classification of surveillance based on pathogen & antimicrobial resistance mechanism combinations. 
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Table 1 Outlining definitions for classification of surveillance based on pathogen & antimicrobial resistance mechanism 

combinations. 

Notifiable Pathogens 

MROs or pathogens with a nationally agreed upon case definition for notification across all jurisdictions 

that are under monitoring with well-established surveillance systems (e.g. shigellosis, salmonellosis, 

tuberculosis, gonorrhoea). Detail on Australia’s surveillance systems for notifiable pathogens (Appendix I). 

 

Laboratory-Based Surveillance 

MROs or pathogens that do not have a nationally agreed upon definition for notification, but may be 

notifiable or reportable in some states and territories, where surveillance is needed to monitor changes in 

trends over time but minimal immediate public health action is taken on a case-by-case basis (e.g. 

carbapenemase-producing Enterobacterales (CPE)) 

 

Periodic Monitoring 

MROs or pathogens where continuous surveillance is not viable (i.e. due to number of notifications) but 

periods of surveillance through snapshots may be used to understand and interpret changing trends (e.g. 

vancomycin-resistant Enterococcus (VRE)  

 

Event-Based Surveillance 

MROs or pathogens exhibiting new, unusual, or emerging resistances or pathogens where existing 

surveillance does not yet include can be centrally reported for follow up (e.g. extensively-drug-resistant 

Pseudomonas caused by non-beta-lactamase mechanisms). This surveillance is naturally less well-defined 

with more flexible criteria. 
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3.3 Model Outline 

Figure 3 Outlining key stages of proposed national AMR surveillance model. 

Table 2 Outlining key stages and requirements of proposed national AMR surveillance model. 

Diagnostic Laboratory 

 Diagnostic laboratories are required to perform appropriate testing (or refer to 

appropriate PHL/AMR reference laboratory) to identify all possible organisms under 

surveillance within their scope. 

This requires  

o Nationally agreed upon lists of organisms under surveillance and understanding of 

minimum testing required for each organism (species specific testing methods 

outlined). 

o Laboratories incentivised or mandated to participate in the surveillance system. 
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 Diagnostic laboratories identify all samples requiring referral to PHL/AMR referral 

laboratories for further testing. 

This requires:  

o Nationally agreed upon lists of criteria for referral and further testing (this may 

include specific species, AMR mechanisms or testing results). 

o Funding or incentivisation for laboratories to refer, including costs associated with 

staff resourcing and referral transport. 

o Clear and communicated governance surrounding timelines for referral and 

agreed additional epidemiological data to be provided with referral. 

o Feedback and reporting mechanisms to referring laboratories, to encourage 

participation and empower diagnostic laboratories with knowledge of local AMR. 

 Diagnostic laboratories are informed when changes are made to organisms under 

surveillance including when organisms are established as under periodic monitoring for 

specific timeframes. 

This requires: 

o Establishment of an interjurisdictional coordinating body to agree upon 

modifications, organisms and timeframes and these decisions are communicated 

effectively to diagnostic laboratories. 

PHL/AMR Referral Laboratory 

 All referrals sent by diagnostic laboratories are received by a designated PHL/AMR 

reference laboratory servicing their jurisdiction  

This requires:  

o The designation of a PHL/AMR referral laboratory in every state and territory OR 

the designation for a PHL/AMR referral laboratory to service a state or territory. 

Centralised PHL/AMR referral laboratories have been established as a part of the 

United States’ Antibiotic Resistance Laboratory Network (Appendix I). 

o Alignment with existing referral pathways for notifiable pathogens and existing 

reference laboratory designations. 

 

 PHL/AMR referral laboratory undertakes testing meeting nationally harmonised 

standards to identify organisms under surveillance and report relevant test results to 

interjurisdictional AMR surveillance system 

This requires:  

o Nationally agreed upon of minimum testing and reporting requirements for 

referred isolates. Alignment of testing methods and data reporting have been 

identified as key requirements in several international frameworks (Appendix I). 

o This may include specific AMR mechanisms, antimicrobial susceptibility testing or 

other results. 

o Funding to undertake the required testing, including costs associated with testing 

and staff resourcing. 
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 PHL/AMR referral laboratory reports relevant AMR data for interjurisdictional 

genomic surveillance for pathogens under four different classifications: 

i. Organisms under notifiable pathogens, requiring: 

o National laboratory case definitions for notifiable conditions and lists of minimum 

data to be reported for notifiable pathogens in addition to notifiable condition 

reporting. 

ii. Organisms under laboratory-based surveillance: 

o National laboratory case definitions for MROs under laboratory-based 

surveillance and lists of minimum AMR results and data to be reported. 

o Clear governance which outlines timelines for reporting and agreed metadata to 

be provided upon reporting. 

iii. Organisms under periodic monitoring: 

o National laboratory case definitions for MROs recommended for periodic 

monitoring and lists of recommended AMR results to be reported and 

communicated during specific time periods. 

iv. Organisms under event-based surveillance: 

o Nationally agreed upon format to allow for reporting or recording of new, unusual 

or emerging resistances or AMR pathogens across (i.e. may be raised during 

routine interjurisdictional communication but will be recorded formally when it 

occurs). 

Inter-Jurisdictional Coordinating Body 

 National coordinating body undertakes AMR data sharing and surveillance with 

harmonised national reporting 

This requires: 

o Establishment of a coordinating body to oversee jurisdictional PHL/AMR referral 

laboratories and to satisfy surveillance model requirements of communication, 

funding, governance, and agreed data management and use.  

 

Intra- & Inter-Jurisdictional AMR Data Sharing 

 National harmonised genomic AMR surveillance is performed based on reporting from 

jurisdictions 

This requires: 

o Nationally agreed upon criteria for genomic surveillance for AMR pathogens and 

resourcing for genomic sequencing (QC, methods, nomenclature). 

o Nationally agreed upon data requirements for referral including isolate, 

phenotypic, molecular and limited/key metadata. 

o Governance covering which MROs are recommended to be sequenced, agreed 

data sharing (metadata, phenotypic, sequence data), time-frames for sharing, and 

agreed data uses including national reporting.   
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Figure 4 Outlining model referral pathways, requirements from coordinating bodies and surveillance model considerations. 
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3.4 Outbreaks  
In addition to routine laboratory-based AMR surveillance, the best practice model should include the 

ability for laboratories to detect, alert and rapidly respond to outbreaks of AMR pathogens through 

optimisation of sample testing and referrals for outbreak investigations. This should expand on 

established guidelines for outbreaks, and coordinate with existing infrastructure and public health 

bodies, such as jurisdictional public health units, OzFoodNet and Food Standards Australia New 

Zealand (FSANZ). This outbreak response (Figure 5) would include consideration for the below key 

priorities: 

 Provide mechanisms to define, and detect outbreaks across jurisdictions through analysis of 

combined laboratory AMR data across jurisdictions. 

 Deliver swift alert to relevant jurisdictions (PHLs/PHUs) and organisations. 

 Deliver rapid laboratory responses for sample testing, referral and reporting. 

 Identifying the need for new samples to be collected or referred from diagnostic 

laboratories for further analysis, including consideration of OneHealth interactions (such as 

non-human samples from food, animals or the environment). 

 Align with established organisations and protocols for outbreak investigation, including 

OzFoodNet, CDGN and inter-jurisdictional outbreak investigations (MJOIs, ATOIs) and 

provide AMR-specific management support. 

 Incorporation of AMR data, including phenotypic and genotypic data, into ATOIs and 

outbreak reporting. 

This process relies on the optimization of existing systems to not only streamline the collation of 

data but to assist with further coordination with an emphasis on laboratory AMR data. 
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Figure 5 Outlining pathway for management of AMR-specific multi-jurisdictional outbreak. 



 

  

3.5 Considerations 
An understanding of the enablers and barriers for each component of a system is crucial to its 

implementation. A preliminary assessment for each stage captures some of the key considerations in 

achieving a national AMR surveillance system. These stages encompass the three physical sites of 

the system along with the intended outcome of data reporting (Figure 3). Under each stage, 

obstacles and difficulties in achieving a national real-time AMR surveillance system have been 

outlined that this model will ultimately aim to address (Table 3). 

 

Figure 3 Outlining key stages of proposed national AMR surveillance model. 

Table 3 Outlining considerations at each key stage of proposed national AMR surveillance model. 

Diagnostic Laboratories: 

Testing 

 How to ensure that diagnostic laboratories across jurisdictions are consistently and 

accurately identifying the potential or actual MROs of interest requiring referral? 

 If diagnostic laboratories are unable to perform the appropriate tests or receive 

inconclusive results for a sample or isolate, can these be sent to the jurisdictional 



 

  

PHL/AMR laboratory for further testing? 

Referral 

 How to ensure diagnostic laboratories have the capacity (time and transport) to refer all 

samples or isolates? 

 Are private & public diagnostic laboratories incentivized or mandated to refer isolates? 

Governance 

 What explicitly are diagnostic laboratories sending to PHL/AMR referral laboratories? (e.g. 

sample, isolate, data) 

 What additional epidemiological data is supplied with referral to PHL/AMR laboratories? 

 What are the timelines for referral to PHL/AMR laboratories and are they different for 

pathogens of differing clinical or public health concern? 

 

PHL/AMR Referral Laboratory 

Capacity 

 How to ensure a PHL/AMR referral laboratory is servicing all states and territories and 

providing testing for key MROs? 

 How are results from testing and data collected at PHL/AMR referral laboratories 

harmonized across jurisdictions for reporting? 

Governance 

 How are PHL/AMR referral laboratories funded to undertake referral surveillance testing? 

 Who decides and what are the agreed upon case definitions for pathogens or MROs 

without national case definitions? 

 

Intra- & Inter-jurisdictional Genomic Surveillance 

Capacity 

 How do we support jurisdictions in meeting basic laboratory capacities for AMR 

(laboratory management systems etc.) and more complex genomic surveillances 

(QC/equipment/staff)? 

 How do we build in the ability for the system to flex to meet surge capacity? 

Governance 

 What are the agreed criteria for genomic surveillance? 

 What needs to be sequenced and shared between jurisdictions? 

 What is the agreed data required for sharing at the national level, and the immediate and 

future use of this data? (metadata, phenotypic data, sequence data) 

 What are the timeframes for sharing this data? 

 

AMR Data Sharing and Reporting of Data 

Reporting 

 What are the agreed standards for national reporting on AMR data? (individual/aggregate 

level) 

 What are the agreed criteria and stakeholders that should be alerted for identification of 



 

  

high-risk pathogens and AMR mechanism combinations, and who can raise a rapid alert 

(diagnostic laboratories, PHL/AMR referral laboratories or inter-jurisdictional body)? 

 How will relevant AMR data for notifiable conditions and other important MROs be 

reported to jurisdictional Health Departments and/or healthcare facilities in a timely 

manner? 

 How will new, unusual or emerging resistances or pathogens be communicated and 

reported? (exceptional phenotypes, the unknown unknowns) 

Outbreaks 

 How will detection of outbreaks be communicated, reported and managed with Health 

Departments and/or healthcare facilities within and across jurisdictions? 

 What are the agreed criteria and stakeholders that should be alerted for identification of 

an outbreak, and who can raise a national outbreak alert (diagnostic laboratories, 

PHL/AMR referral laboratories or inter-jurisdictional body)? 

 

4. Broader Framework 

4.1 Governance 
A key factor of this model is jurisdictional PHL/AMR laboratories having a clear understanding of the 

pathogens under surveillance, laboratory case definitions, and agreed testing methods, and how any 

changes to these are rapidly and effectively communicated. This is crucial to ensure consistency of 

data across jurisdictions and facilitate harmonisation of data in national reporting, whilst allowing 

for some differences in preferred testing methods and capacities between jurisdictions. The 

responsibility for determining this could be facilitated by a coordinating body that incorporates 

representatives from jurisdictions, but importantly should align and not compete with existing 

structures including CDGN and PHLN. This body should determine key surveillance processes 

alongside considering what PHL/AMR referral laboratories should be investigating and updating 

methods as required. This should align with national legislation and support jurisdictional input for 

data usage where possible. Examples of coordinating bodies to facilitate AMR surveillance activities 

are seen in international frameworks (Appendix I). 

4.2 Capacity 
Additional capacities to be built into this model include the below: 

 The understanding for how to manage samples of other origins and their referrals from 

diagnostic laboratories through to national reporting. This may include samples collected 

from non-human origins including animal populations, environmental sampling or food. This 

includes the prospect of One Health interactions in the future. Comprehensive integration of 

human and food-animal AMR surveillance is seen internationally with Canada’s CIPARS 

system (Appendix I) 

 The flexibility and scalability to meet surge capacity needs whilst maintaining effective and 

timely management of data and reporting. This may include a structure for PHL/AMR 

referral laboratories to provide support to other jurisdictions where needed to assist with 



 

  

sample-load, data management or analysis. These back-up mechanisms for sharing work are 

crucial to ensure demands are met. 

4.3 Data Collation and Reporting 
 Further thought is needed to understand how reporting of national laboratory AMR 

surveillance data will be stored and managed. This will also include ensuring that 

jurisdictions have provided their required data and following up where needed. This could 

be the responsibility of dedicated staff from the coordinating body or alternatively from 

jurisdictions with the appropriate funding and supports and aligns with the above resourcing 

point for staffing. However, appropriate management for routine data cleaning, collation 

and formatting is required.  

4.4 Funding 
Funding for this model will require consideration of the most appropriate funding sources for: 

 Diagnostic laboratories to meet sample referral requirements 

 Jurisdictional PHL/AMR laboratories to meet sample testing, data sharing and/or analysis 

requirements, and 

 A central body to collect, clean, collate and (potentially) analyse jurisdictional AMR data 

The relative balance between Commonwealth and jurisdictional funding should be considered. A 

potential funding model could include Commonwealth funding to establish the laboratory AMR 

surveillance model, with the aim to transition to jurisdictional funding over time. For example, this 

could take a similar approach to AusTrakka, with nationally co-funded roles that are de-centralised 

and represent each PHL/AMR referral laboratory – for example, a representative from each referral 

laboratory. This would encourage and facilitate jurisdictional involvement in national AMR 

surveillance through availability of dedicated staff with designated roles and responsibilities, and 

adequate time to perform these tasks in addition to any other roles in their laboratory. 

 

 

  



 

  

 


