
Questions from Visiting Chinese Experts

1. For targeted surveillance

a) How to decide the specific MDROs for targeted surveillance?

i. We have selected COMMON bacterial pathogens where resistance is a known 

problem:

1. Staphylococcus aureus

2. Enterobacteriaceae

3. Enterococcus species

ii. We are limited in the amount of work we can do due to time and funding constraints, 

and so have not yet included Pseudomonas aeruginosa, Acinetobacter baumannii, or 

Streptococcus pneumoniae, although we would like to in the future

b) Are there any rules to limit the origins of the strain? (As you know, in China, sputum is 

domain specimen. KOLs know that sputum is with limited value on infection diagnostic, 

but they don’t know if they should delete data from sputum.)

i. After many years we have now decided to gather information on blood culture 

isolates only, starting January 1st 2013, and collecting data continuously

ii. We used to test isolates from all specimens sites, alternating reach year between 

hospital-onset and community-onset patient groups, and limiting the number of 

strains in each group to 100 from each contributing laboratory.

iii. The hospital- versus community-onset information will be captured as part of data 

collection in our new system

iv. We are also now collecting data on mortality (crude) within 30 days of the initial 

positive blood culture



c) What’s criteria do we use to define CA-MRSA?

i. We fully characterize all our MRSA from all participating sites. All laboratories send all 

their S. aureus isolates to the ACCESS Typing and Research Laboratory at Royal Perth 

Hospital, where molecular and other typing methods are used to distinguish which 

MRSA clones there are circulating in Australia

ii. The antibiogram can be a useful in Australia as we largely have just 2 hospital clones

with distinct antibiograms. However, the antibiogram is not 100% reliable and we 

don’t depend on it.

1. ST239 (Aus02/3 clone), which is multi-resistant, and common in China also we 

believe. It is normally resistant to gentamicin, tetracyclines, macrolides and 

lincosamides, and trimethoprim-sulfamethoxazole

2. ST22 (UK EMRSA-15 clone), which is almost always resistant to ciprofloxacin and 

sometimes to macrolides, but susceptible to gentamicin, tetracyclines and 

trimethoprim-sulfamethoxazole

3. There are 6 major CA-MRSA clones

a) ST1 (WA-1 clone), resistant only sometimes to macrolides ± fusidic acid, but

susceptible to all other non-β-lactam classes

b) ST93 (Queensland clone), usually susceptible to all other non-β-lactam 

classes

c) ST5 (WA-3 clone), resistant only sometimes to macrolides

d) ST78 (WA-2 clone), usually susceptible to all other non-β-lactam classes

e) ST45 (Victorian clone), usually susceptible to all other non-β-lactam classes

f) ST30 (Southwest Pacific or Oceania clone), usually susceptible to all other 

non-β-lactam classes



d) Do you monitor CRE now? How is your opinion on monitoring MDR-Acinetobacter 

baumannii? (MDR-A. baumannii are frequently found in hospitals, but the treatment and 

surveillance are in discussion.) Have you ever found Tigecycline I or R strains (for A. 

baumannii)? How to handling those trains? Is that worth to collect and do further analysis?

i. Carbapenemase-resistant Enterobacteriaceae are captured in our Enterobacteriaceae 

surveillance program. CREs have been uncommon in Australia except for a small 

amount of IMP-4 producing strains in New South Wales and sometimes elsewhere. 

We have uncommon but regular introductions from overseas of VIM (from Greece 

mainly), NDM (from India and Pakistan mainly) and KPC (from Greece mainly), but 

these carbapenemases have not become endemic yet. We plan to have an “Alert” 

website (separate from the formal AGAR program) to allow more regular reporting of 

CREs

ii. We do not monitor Acinetobacter baumannii. It is occasionally endemic in some 

intensive care units in some of our hospitals, and sometimes multi-resistant strains 

are introduced from overseas. If this species becomes more prominent, then we 

would have to seeking funding to expand out program and start monitoring it.

2. For passive surveillance

a) Is there any recommended reference for cumulative antibiogram?

i. Australian laboratories that do produce antibiograms mostly use CLSI’s M39 

document. It is considered the ‘gold standard’ reference for antibiogram production.

b) Do you report cumulative antibiogram only by antibiotic use of whole hospital, or by clinical 

departments? If by department, how are the rules to link different drug groups with 

different clinical departments?



i. It’s up to each laboratory to decide which antibiograms to produce, depending on the 

patient populations that they serve, and for which purpose the antibiogram is being 

produced, e.g. is it used to design local empirical treatment guidelines in a particular 

intensive care unit?

c) Do you regulate origin of specimen for the report?

i. We used to regulate specimen types, and numbers of isolates from each, but this is 

no longer an issue as we are collecting only blood culture isolates and numbers are 

no strictly limited, only the reimbursement that each laboratory receives is limited.

d) For the report, is S/I/R necessary, or MIC/K-B disc zone need to show too?

i. For AGAR targeted surveillance, we will be collecting raw MIC data as generated by 

Vitek.

ii. When we are able to re-establish national passive surveillance though, we would be 

likely be collecting only S-I-R data. 

3. For antibiotic stewardship

a) How are the responsibilities for antibiotic stewardship?

i. Antimicrobial stewardship is now a mandatory requirement for accreditation in all 

hospitals. The are no firm rules about how stewardship should be conducted, but 

guidance is provided through the national document

(http://www.safetyandquality.gov.au/publications/antimicrobial-stewardship/). In the larger 

teaching (‘university’ type) hospitals that have established programs, stewardship is 

delivered by a team of Infectious Diseases consultants, ID trainees and a dedicated 

stewardship pharmacist. There is also a high level reference committee for 

stewardship in these hospitals

b) How are the processes to give suggestions of antibiotic use?



i. Infectious Diseases specialist medical personnel are now widely employed in our 

hospitals, and the specialty is still growing. We rely on training in clinical microbiology 

and infectious diseases to instill good prescribing practices into our specialists. Advice 

about appropriate antimicrobial use is given through clinical consultation and also 

monitored by the stewardship team.

ii. Australia relies heavily on it’s national antimicrobial guidelines (Therapeutric 

Guidelines – Antibiotic http://www.tg.org.au/index.php?sectionid=41) which have 

been national since 1984 and are updated 3-4 yearsly).

4. How is your opinion for CLSI and EUCAST breakpoints? Any 

recommendation to use EUCAST for some specific pathogen?

i. We now recommend EUCAST for almost all testing, after recommending CLSI for 

many years. There is no national requirement for which methods or breakpoints to 

use. Many laboratories are switching to EUCAST breakpoints over the next 1-2 years. 

The main reason is that many CLSI breakpoints are old and need updating, but the 

process of updating CLSI breakpoints is quite slow and it will be many years before all 

the CLSI breakpoints are modernized. EUCAST starting only 10 years ago, and all its 

breakpoints have been set using the modern techniques.


