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from last time...
We introduced the concept of access to essential
medicines and its four underpinning factors in the
May issue of A2EM communication.
In the current issue, we will focus on one of the factors – rational use of medicines.
Essentially, rational use of medicines is one of the
outcomes of evidence-based medicine. Only medicines that are clinically proven to demonstrate distinguishable efficacy for a particular disease, that are
safe, of good quality and cost effective are indicated,
for a number of reasons:
Evidence-based medicine ensures patient safety and drug efficacy. Irrational use may result in
harmful side effects and sub-optimal outcomes.
In the context of infectious diseases, irrational
use of antibiotics results in the emergence of resistance.
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Limited resources means that funding for treatments will need to be rationally prioritised to
achieve maximum health outcome for a population.
1

article

rise of the

ANTIMICROBIAL
RESISTANCE
N

ot many of us know what
it is like to live in a world
without antibiotics: common
infections and minor injuries
can easily kill; and forget about
surgeries, you’re not going to
survive the infections anyway.
The stories of plague seem like
distant fairy tales with terrible
endings. Unfortunately, these
stories are making a comeback,
thanks to the rise of antimicrobial resistance. The WHO has
ascertained that, if we continue with our current practice in
regard to antimicrobial use, an
apocalyptic-style post-antibiot-
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bugs’ have become increasing
burden to health care systems
worldwide. Infections by resistant strands of bacteria are difficult to treat, they contribute to
increased patient morbidity and
mortality, complexity and duration of treatments, resulting in
substantial increases to health
care system costs and financial
burden to the community.

ics era will become a reality for
How did we end up in this tight
the 21st century.
situation? It mostly comes down
The concept of antimicrobial to the irrational use of antibiotresistance is not new. Antibi- ics, for example:
otics were first introduced in
the 1930s and 1940s, and were • the inappropriate use of antibiotics, such as taking antiregarded as ‘miracle drugs’ bebiotics to treat an upper rescause they brought about sigpiratory viral infection
nificant reductions in mortality
and offered faster recovery from
• a lack of patient compliance
infections. Antibiotics also alwith appropriate antibiotic
lowed more complicated and
therapy
extensive surgeries to be performed, and became essential in • prolonged treatments betransplant surgery when immuyond cure, leading to resistnosupressants are required to
ance in commensal bacteria,
prevent rejection.
which can be transferred to
pathogenic bacteria
However, within several years of
the introduction, bacteria began • antibiotics use in primary
to develop resistance to the antiindustries, for example, each
biotics. Today, the rise of ‘superyear in Australia, 78% of

‘If I were having surgery done in this hospital, and
knowing just how likely I will get MRSA, I would tell
my colleagues to give me vancomycin [against protocol].
In those situations, personal interests come before community interests’
- A surgeon at a major public hospital in NSW
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total 700 tonnes of imported antibiotics are used as
‘growth promoters’ in food
animals or for the treatment
of sick animals.
Since the late 1980s, there has
been a lack of new antibiotic discovery. Two factors are thought
to contribute to this ‘discovery
void’. Firstly, private pharmaceutical companies prefer to
pursue more complex treatments that are more profitable;
secondly, it is difficult to justify the expenditure required for
research and development in a
commercial environment when
any new product will inevitably
become a last-line drug, thereby
reduces sales volume, and resistance to a new antibiotic is likely
to emerge within a foreseeable
timeframe, rendering the new
product less marketable.

to have an antimicrobial stew- Further
ardship program in place.
access)

reading (click to

Some European countries has 1. WHO 2014, ‘Antimicrobial
banned the use of certain types
resistance: global report on
of antibiotics in food animals.
surveillance 2014’

In China, penalty systems are in 2. Antimicrobial Stewardship
place in public hospitals to prein Australia
vent over-prescription of antibiResistance
he combat of antimicrobial otics. However, consumers con- 3. Antimicrobial
Standing Committee 2013,
resistance calls for immedi- tinue to have unregulated access
‘National surveillance and
ate global action and collabora- to antibiotics through commureporting of antimicrobition.
nity pharmacies.
al resistance and antibiotic
While many countries have The world is only taking its first
usage for human health in
implemented surveillance pro- step in the combat of antimicroAustralia’
grams, few have well-established bial resistance, and the situation
national networks that regularly is much too dire for us to remain Watch a movie
report relevant and timely data complacent any longer. It is one
on antimicrobial resistance. The of the biggest challenges of our Contagion (2011)
WHO is currently developing generation, and it is our respona global action plan in order to sibility to take action to prevent
address the lack of coordination an apocalyptic future. ✴
in global surveillance.

T

Surveillance alone is not enough
to combat antimicrobial resistance. There needs to be corresponding actions taken, through
policy changes, advocacy and
education.

The content of this article is primarily based on the 2013 report
by the Antimicrobial Resistance
Standing Committee - ‘National
surveillance and reporting of antimicrobial resistance and antiIn Australia, from 1 January biotic usage for human health in
2013, all hospitals are required Australia’.
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COST v.s.
BENEFIT
the dilemma of expensive
new cancer treatments

I

magine you are an oncologist, your patient with terminal bowel cancer has failed
to respond to any of the guideline-approved treatments for
their condition. He and his
family tearfully plead with you
to come up with an alternative
treatment so that he can live for
a few more months to see his
daughter graduate from her university degree. You desperately
want to help him, and you know
that there is a newly developed
treatment
that has been
shown to improve survival of
some patients with similar condition, yet there is no conclusive
evidence that it will work for the
precise cancer your patient has.
In addition, the treatment is not
funded by PBS, and can cost the
patient as much as $200,000.
Your patient is not wealthy, but
you know that his family will
do anything to come up with
the money if there is even the
slightest chance the treatment
might work. Your patient and

his family trust your judgement
and will do anything that you
recommend.
Will you recommend this expensive new treatment to your
patient?
Ever increasingly, oncologists
find themselves faced with similar dilemma. While it may be
widely considered unethical to
place a dollar value on a person’s life, one may also wonder
whether it is worth the cost for
the modest and sometimes ambiguous benefit some of the new
cancer treatments offer.
Inevitably, it also raises the issue of publicly funded cancer
treatments. There is growing debate in countries like Australia,
UK and Canada on whether the
public should fund these expensive new cancer treatments, and
a satisfactory resolution is yet to
be reached due to a number of
practical and ethical challenges.
Firstly, it is often difficult to
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demonstrate the benefit of new
treatments for the purpose of
public funding. In Australia, a
new treatment must demonstrate cost-effectiveness superior to similar treatments in
order to be listed on PBS and
receive reimbursement. This is
proven to be difficult for cancer
treatments. For some patients,
their life expectancies may not
change regardless of the treatment; some patients may suffer side-effects and are in fact
worse off with the treatment;
others may benefit greatly and
their life expectancies are significantly prolonged due to the
treatment. However, if an average is taken of the outcomes of
all these patients, which is what
the PBS would look at, the result
may indicate no significant benefit derived from the treatment,
therefore making it unjustifiable
to receive PBS reimbursement.
It is generally agreed that public funding for healthcare is
limited. While it is ghastly to
value people’s lives using economic metrics, it is inevitable
that cost-benefit analysis is used
when it comes to allocating
the limited public resources to
treatments. It is not hard to determine economically that for a
population as a whole, it is more
beneficial to spend $2 million
on a vaccine that benefits the entire nation, compared to spending the same $2 million on ten
cancer patients to prolong their
life expectancies by six months.
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However, what are the ethical Want to know more?
implications? How would you
feel if you or your loved ones This article does not even begin to scratch the surface of this comwere one of those ten cancer pa- plex issue. A quick google search on keywords ‘ethics new expensive cancer treatments’ turns up many interesting and thought protients?
voking articles. Those interested in the topic are highly encouraged
Coming back to our patient to explore further and share your thoughts with GlobalHome, on
with terminal bowel cancer, facebook, twitter or via email GlobalHome.A2EM@gmail.com
what would you do as his oncologist? Would you recommend Some relevant articles (click to access):
him to pay the $200,000 in the
Kirby, J et al. (2008), ‘The public funding of expensive cancer therhope of possibly gaining a few
apies: synthesizing the ‘3Es’ - evidence, economics, and ethics’, Ormore months of life? Would you
gan Ethic. 4(2): 97-108
assist him to appeal to the PBS
or even through the justice sys- Cancer Research UK (2011), ‘What’s the “value” of a cancer treattem in order to gain access to ment?’
publicly funded treatment? Or
would you discuss with him and Chustecka, Z (2013), ‘Frustration in Australia over slow access to
his family the risks, costs, bene- new cancer drugs’, Medscape medical news
fits and concerns, and together
reach a decision?
Like many ethical dilemma,
there is perhaps no correct answers. However, as medical
practitioners, the least we can
do is to ensure that the patient’s
wishes are consulted, and that a
shared decision is made on an
informed basis. Admittedly, this
does not solve the underlying
access issue, however the access issue is a complex one that
requires changes to be made at
the system level. As individual
practitioners, we can advocate
for what we believe is right and
try to influence system changes. However, it is also our duty
to provide the best support and
solace we can to those needing it
the most in the last days of their
lives. ✴
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