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ABSTRACT

Objectives: The aim of the study was to evaluate the antimicrobial utilization pattern and compare it with the World Health Organization’s 
(WHO’s) access, watch, and reserve (AWaRe) framework for the effective implementation of anti-microbial stewardship program (ASP) for tackling 
antimicrobial resistance (AMR).

Methods: This was a prospective, observational study conducted by the Department of Pharmacology in association with the Department of 
Orthopedics, Sher-I-Kashmir Institute of Medical Sciences. Data pertaining to all 208 patients was obtained from the wards of Medical College and 
Hospital, Bemina, Srinagar, India, for 6 months.

Results: The total number of patients in our study was 208, among them 74 patients received anti-microbial agents (AMAs) from the WHO’s access 
category whereas 134 were prescribed AMAs from the watch category. The percentage of AWaRe AMAs usage in comparison to the WHO criteria was 
35.5% for the access list (WHO optimal value ≥60%), whereas it was 64.4% for the watch list (WHO optimal value ≤40%).

Conclusion: The government of India has no doubt taken a few steps to address this issue but a proactive approach is the need of the hour to 
minimize AMR saving precious lives and reduce global economic burden, further prescribing doctors should undergo periodic training to update their 
knowledge. Standard guidelines as developed by AIIMS and WHO should be followed across all the health facilities in India.
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INTRODUCTION

Antimicrobial treatment has improved patient healthcare immensely 
in terms of decreased morbidity as well as mortality; however, 
inappropriate use of these drugs has resulted in the emergence of 
resistant organisms which render these drugs ineffective which in turn 
complicates patient treatment.

Antimicrobial resistance (AMR) poses a threat to global health care 
as it makes the drugs ineffective thus increasing morbidity as well as 
mortality [1]. Around 70 lakh people may die annually because of AMR 
with experts predicting this number to go up to 10 million by 2050 if 
no action is taken [2]. Studies have shown that the maximum broad 
spectrum is used in India [3,4].

The anti-microbial stewardship program (ASP) aims to promote the 
judicious use of antibiotics by restricting their use only in patients 
with evidence or with high suspicion of any infections as decided by 
the clinical examination, thus reducing misuse/overuse of them but 
at the same time ensuring timely effective treatment for patients with 
bacterial infections [5].

The WHO in 2017 came with a unique classification of anti-microbial 
agents (AMA) called access, watch, and reserve (AWaRe) drug list in 
which drugs are divided into three categories (AWaRe) as a tool for the 
implementation of ASP. Access drugs are narrow-spectrum antibiotics, 
effective against a vast number of infections, least resistance potential, 
and are recommended as the first and second choice for most common 
clinical syndromes whereas watch list have broader spectrum 

antibiotics with a higher risk of developing resistance thus their use 
has to be restricted. The reserve list of drugs is to be used only as a last 
resort treatment when the drug-resistant organism is confirmed [6].

METHODS

Our research was prospective and observational in nature and 
conducted by the pharmacology department in collaboration with 
the orthopedics department, Sher-I-Kashmir Institute of Medical 
Sciences, Medical College and Hospital (SKIMS-MCH), Srinagar, 
India, for 5  months. Our research was successfully approved by the 
Institutional Research Ethics Committee and assigned the protocol ID 
(IEC/80/2022). Around 208 patients of different age groups and both 
genders who were admitted in the indoor patients’ department wards 
of the orthopedic department were enrolled in the research.

Methodology
This research was conducted on the patients admitted to the orthopedic 
wards. Collection of the data of all the 208 patients was obtained from 
the case files. Every patient included in the research was monitored 
twice, first on the day of admission and second on day 4 of the 
admission/day discharge whichever came earlier.

RESULTS

The total number of patients in our study was 208, among them 
74  patients received anti-microbial drugs from the WHO’s access 
category while 134 were prescribed antimicrobials from the Watch 
category. In our study, no patient was prescribed any antimicrobial 
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from the reserve list while 32  patients were prescribed multiple 
antimicrobials belonging to access as well as the watch list (Table 1, 
Fig. 1). Among the access group, only amikacin was prescribed while as 
six different types of anti-microbial were prescribed from the watch list 
which included cefuroxime in 112, ceftriaxone in six, ofloxacin in four, 
levofloxacin in two, cefepime in six, and piperacillin with tazobactam in 
four patients (Table 2).

A total of 240 antimicrobials were prescribed in 208 patients (Fig. 2). 
Amikacin was prescribed in 31% of patients, cefuroxime (47%), 
ceftriaxone and cefepime (2% each), ofloxacin (<2%), piperacillin with 
tazobactam (<2%), and levofloxacin (1%).

Table 3 and Fig. 3 shows the overall percentage of AWaRe antibiotics 
usage in comparison to the WHO criteria, 35.5% of patients were given 
antimicrobials from the access list (WHO optimal value ≥60%) whereas 
64.4% of the patients were prescribed the drugs belonging to the watch 
list (WHO optimal value ≤40%).

DISCUSSION

The discovery of anti-microbial drugs has completely changed the 
human health landscape by increasing life expectancy by around 
two decades and saving millions of lives since then [7]. However, the 
emergence of deadly resistant organisms can have a devastating effect 
on human civilization in the future as no treatment will be effective 
against these organisms. The use of antimicrobials was aimed to 
ensure that rightful patients receive these drugs in the proper dose and 
duration, as per the guidelines, and according to his/her clinical needs 
besides at the lowest price [8].

If the drug prescribed is not as per these criteria, it will be labeled as 
irrational and inappropriate [9]. Studies done in South Asia have found 
overuse of antimicrobials is rampant besides being poor in prescribing 
patterns [10]. Polypharmacy is a rule rather than an exception [11] thus 
leading to AMR in which bacteria, viruses, and fungi do not respond to 
these drugs. As per the WHO data, the AMR results in 50 million deaths 
yearly and further annual global costs will be 3.4 trillion US dollars 
pushing 28 million population into poverty by 2050 [12].

In developing countries such as India, misuse/irrational use of 
antimicrobials is rampant due to inappropriate dispensing, easy 
availability of antibiotics as over-the-counter (OTC) drugs besides the 
tendency of the patient to self-medicate and the lack of knowledge 
among the prescribing physicians, all this speeds up AMR [12]. To 
address this problem, ASP was launched which aimed to decrease 
the unnecessary use of antimicrobials but at the same time ensuring 
effective treatment of patients with infections [13]. At the patient 
level, stewardship has been defined as the optimal selection, dosage, 
and duration of antimicrobial treatment that results in the best 
clinical outcome for the treatment or prevention of infection, with 
minimal toxicity to the patient and minimal impact on subsequent 
resistance [14].

To tackle AMR and facilitate the implementation of ASP, in 2017 WHO 
came up with the AWaRe list in which AMAs are divided into three 
(AWaRe) groups, the list was later updated in 2021 with 78 more 
AMAs added to the list, taking the total number to 258. It is a useful 
tool for monitoring antibiotic usage, defining targets, and monitoring 
the effects of stewardship policies that aim to optimize AMA use and 
curb AMR [15].

In our study, the prescription consisted of antibiotics from access and 
watch lists to a tune of 35.5% and 64.40%, respectively, which is a 
significant deviation from the WHO guidelines which recommend that 
a minimum of 60% AMAs prescribed should belong to the access list 
whereas remaining 40% from the watch list [16]. The AMAs belonging 
to the access group are narrow spectrum, and have the least chance of 
developing resistance besides having a good safety profile while those 
belonging to watch group have a higher chance of developing resistance, 

indicated in patients presenting with severe infections or when an 
invading organism is likely to be resistant. Reserve group is indicated 
only in multi-resistant infections [16,17]. In our study, only one drug 
(amikacin) was prescribed from the access list whereas six groups of 

Table 1: Total number of antibiotics as prescribed as per AWaRe 
classification

WHO aware category Number of antibiotics prescribed (n=208)
Access 74
Watch 134
Reserve 0
Access+watch 32
AWaRe: Access, watch and reserve, WHO: World Health Organization

Fig. 2: Individual drugs from each group of access, watch, and 
reserve classification

Fig. 1: Total number of antibiotics as prescribed as per access, 
watch, and reserve classification

Fig. 3: Comparison of the study data with the World Health 
Organization access, watch, and reserve classification in 

208 patients
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AMAs were prescribed from the watch list which included cefuroxime, 
ceftriaxone, ofloxacin, levofloxacin, cefepime, and piperacillin with 
tazobactam. Cefuroxime was prescribed in the maximum number of 
patients whereas levofloxacin was the least prescribed. No drug was 
prescribed from the reserve group; however, a small number (13%) of 
the patients were prescribed AMAs from both assess and watch list. In 
India, the rate at which AMAs from access groups are used has been 
declining relative to the broad-spectrum ones in the watch and reserve 
groups, which are often prescribed inappropriately. In 2019, only 27% 
of prescribed AMAs came from the access list, compared to more than 
50% from the watch list. India is now the epicenter of AMR. About 47% 
of Staphylococcus aureus are not only resistant to methicillin but also 
to penicillin and carbapenems. Infections due to resistant organisms 
have directly killed nearly 300,000 people in India including newborn 
babies in 2019 alone and have been a factor in one million deaths that 
year [18].

The Indian government in 2017 under the national health policy 
identified AMR as a concerning issue and as such highlighted the need 
for pharmacovigilance and prescription audits which is the need of the 
hour [19]. The Indian government also launched its national action 
plan on AMR, which identified six priorities to combat AMR, including 
education, training, surveillance, and improved infection control [20]. 
However, very little has changed on the ground level as AMA use goes 
unchecked. Increased use of AMAs is directly linked to AMR [21]. Self-
medication, availability of AMA as OTC drug, less number of laboratories 
for doing culture sensitivity, unethical prescribing of AMAs by taking 
gifts from the pharmaceutical companies, decentralized drug regulation 
in which a state drug authority can approve a drug bypassing the 
central drug authority (CDSCO), lack of awareness among prescribing 
physicians, availability of irrational fixed dose combinations of AMAs 
besides pressure from the patients side to prescribe AMAs are the 
hurdles in the way of smooth implementation of ASP in India.

CONCLUSION

The government of India has no doubt taken few steps to address this 
issue but a proactive approach is the need of hour to minimize AMR 
saving precious lives and reducing global economic burden, further 
prescribing doctors should undergo periodic training to update their 
knowledge. Standard guidelines as developed by AIIMS and WHO should 
be followed across all the health facilities in India, further the hospital 

formulary should be made available with reference to the national list 
of essential medicines, antimicrobial policy, and community awareness 
program should be conducted periodically in the public platforms.

ACKNOWLEDGMENT

We gratefully acknowledge the participation of the patients, paramedical 
staff, and doctors of the Department of Orthopaedics of Sher-i-Kashmir 
Institute of Medical Sciences Medical College and Hospital, Bemina, 
Srinagar, Jammu and Kashmir - 190001, India.

CONFLICT OF INTEREST

The authors declare that they have no known competing financial 
interests or personal relationships that could have appeared to 
influence the work reported in this paper.

FUNDING

The author(s) received no financial support for the research, authorship, 
and/or publication of this article.

REFERENCES

1.	 Institute of Medicine (US) Forum on Emerging Infections. The 
resistance phenomenon in microbes and infectious disease vectors. In: 
Knobler SL, Lemon SM, Najafi M, Burroughs T, editors. Implications 
for Human Health and Strategies for Containment: Workshop 
Summary. Washington, DC: National Academies Press (US); 2003. 
PMID: 22649806

2.	 O’Neill J. Tackling Drug-Resistant Infections Globally: Final Report 
and Recommendations. Review on Antimicrobial Resistance. London: 
HM Government and Wellcome Trust; 2016. Available from: https://
amr-review.org/sites/default/files/160518_final%/20paper/with%20
cover.pdf [Last accessed on 2024 Jan 12].

3.	 Hsia Y, Sharland M, Jackson C, Wong IC, Magrini N, Bielicki JA. 
Consumption of oral antibiotic formulations for young children 
according to the WHO Access, watch, reserve (AWaRe) antibiotic 
groups: An analysis of sales data from 70 middle-income and 
high-income countries. Lancet Infect Dis. 2019  Jan;19(1):67-75. 
doi: 10.1016/S1473-3099(18)30547-4, PMID: 30522834

4.	 Gandra S, Kotwani A. Need to improve availability of “access” group 
antibiotics and reduce the use of “watch” group antibiotics in India for 
optimum use of antibiotics to contain antimicrobial resistance. J Pharm 
Policy Pract. 2019  Jul  17;12:20. doi: 10.1186/s40545-019-0182-1, 
PMID: 31346472, PMCID: PMC6636108

5.	 Hand K. Antibiotic stewardship. Clin Med (Lond). 2013 Oct;13(5):499-503. 
doi: 10.7861/clinmedicine.13-5-499, PMID: 24115710, PMCID: 
PMC4953804

6.	 Essential Medicines and Health Products Information Portal, a WHO 
Resource. Available from: https://www.apps.who.int/medicinedocs/en 
[Last accessed on 24 Apr 2024].

7.	 Antimicrobial Resistance (AMR) is Invisible. I am Not. Available from: 
https://www.who.int/campaigns/world-amr-awareness-week/2024/
amr-is-invisible-i-am-notworld/health/organization [Last accessed on 
2023 Sep 03].

8.	 World Health Organization. The Rational Use of Drugs. Report of the 
Conference of Experts. Geneva: World Health Organization; 1985. 
Available from: https://www.apps.who.int/medicinedocs/en/m/abstract/
Js17054e [Last accessed on 2023 Oct 06].

9.	 Holloway K, Dijk VL. Rational Use of Medicines. World Medicines 
Situation Report. Report No. WHO/EMP/MIE/2011.2.2. World Health 
Organization; 2011. Available from: https://www.who.int/medicines/
areas/policy/world medicines_situation/wms ch14_wrational.pdf [Last 
accessed on 2023 Oct 09].

10.	 Phadke AR. The quality of prescribing in an Indian district. Natl Med J 
India. 1996 Mar-Apr;9(2):60-5. PMID: 8857039

11.	 Kuruvilla A, George K, Rajaratnam A, John KR. Prescription patterns 
and cost analysis of drugs in a base hospital in south India. Natl Med J 
India. 1994 Jul-Aug;7(4):167-8. PMID: 7950948

12.	 WHO. More Countries Committing to Tackling Antimicrobial 
Resistance. World Health Organ. (WHO); 2021. Available from: https://
www.who.int/news/item/11-11-2021-more-countries-committing-to-
tackling-antimicrobial-resistance [Last accessed on 2023 Dec 11].

13.	 Davey P, Brown E, Charani E, Fenelon L, Gould IM, Holmes A, et al. 
Interventions to improve antibiotic prescribing practices for hospital 

Table 2: Individual drugs from each group of AWaRe 
classification

Group Drug Number (n=240)
Access Amikacin 74
Watch Cefuroxime 112

Ceftriaxone 6
Ofloxacin 4
Levofloxacin 2
Cefepime 6
Piperacillin+tazobactam 4

Reserve None 0
Access+watch Amikacin+cefuroxime 32
AWaRe: Access, watch, and reserve

Table 3: Comparison of the study data with WHO AWaRe 
classification

Category Study data 
(%)

Optimal level (WHO 
criteria) (%)

Percentage of antibiotics 
from access group

35.5 ≤60

Percentage of antibiotics 
from watch group

64.40 ≥40

AWaRe: Access, watch, and reserve, WHO: World Health Organization



71

Asian J Pharm Clin Res, Vol 17, Issue 9, 2024, 68-71
	 Nazir et al.

inpatients. Cochrane Database Syst Rev. 2013 Apr 30;(4):CD003543. 
doi: 10.1002/14651858.CD003543.pub3. Update in: Cochrane 
Database Syst Rev. 2017 Feb 9;2:CD003543. doi: 10.1002/14651858.
CD003543.pub4, PMID: 23633313

14.	 Gerding DN. The search for good antimicrobial stewardship. Jt 
Comm J Qual Improv. 2001  Aug;27(8):403-4. doi: 10.1016/s1070-
3241(01)27034-5, PMID: 11480201

15.	 World Health Organization. Global Action Plan on Antimicrobial 
Resistance. WHO: Antimicrobial Resistance; 2015. Available from: 
https://www.who.int/antimicrobial-resistance/global-action-plan/en 
[Last accessed on 2024 Jan 12].

16.	 WHO. WHO Access, Watch, Reserve (AWaRe) Antibiotic Book. 
Classification of Antibiotics for Evaluation and Monitoring of Use; 
2021. Available from: https://apps.who.int/iris/rest/bitstreams/1374989/
retrieve [Last accessed on 2024 Apr 01].

17.	 (AGISAR) WAGoISoAR. Critically Important Antimicrobials for 
Human Medicine. Available from: https://www.who.int/foodsafety/

publications/antimicrobials-fifth/en/5th/revision/2016 [Last accessed 
on 2024 Apr 08].

18.	 Nogrady B. The fight against antimicrobial resistance. Nature. 
2023  Dec;624(7991):S30-2. doi: 10.1038/d41586-023-03912-8. 
PMID: 38092932

19.	 Ministry of Health and Family Welfare, Government of India. 
New  Delhi. National Health Policy, 2017; 2017a. p.  1-28. Available 
from: https://cdsco.nic.in/writereaddata/national-health-policy.pdf 
[Last accessed on 2024 Apr 08].

20.	 Ranjalkar J, Chandy SJ. India’s national action Plan for antimicrobial 
resistance-an overview of the context, status, and way ahead. 
J Family Med Prim Care. 2019 Jun;8(6):1828-34. doi: 10.4103/jfmpc.
jfmpc_275_19, PMID: 31334140, PMCID: PMC6618210

21.	 Bell BG, Schellevis F, Stobberingh E, Goossens H, Pringle M. 
A systematic review and meta-analysis of the effects of antibiotic 
consumption on antibiotic resistance. BMC Infect Dis. 2014 Jan 9;14:13. 
doi: 10.1186/1471-2334-14-13, PMID: 24405683, PMCID: PMC3897982


