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Highlights 

 Despite the established benefits of antimicrobial stewardship programmes in reducing 

inappropriate antimicrobial use and resistance, their adoption in Gulf Cooperation Council 

hospitals remains low 

 The adoption of antimicrobial stewardship programmes in hospitals in the region can be 

facilitated or hindered by a range of Institutional and individual factors 

 Six outcome measures to evaluate ASPs in GCC countries hospitals have been reported. 

These include:  reduction of inappropriate prescribing, reduction of healthcare-associated 

infections, reduction of direct antimicrobial cost, reduction of length of stay/ mortality 

metrics, reduction of antimicrobial resistance and reduction of broad-spectrum antibiotic 

use.  

 Hospital adoption of ASPs results in improvement in at least one outcome measure. 

 

Abstract 

Antimicrobial resistance is increasing at an alarming rate in The Gulf Cooperation Council (GCC) due to the over 

and misuse of antimicrobials. The novel and rare multi-drug resistant strains can spread globally since the region 

is a host to the largest expat population in the world and a pilgrimage destination to more than 4 million people 

annually. The adoption of antimicrobial stewardship programmes could improve the use of antimicrobials and 

reduce antimicrobial resistance in the region. However, despite the established benefits of these interventions, little 

is known about the level of their adoption in the region, and the impact of these programmes on antimicrobials use 

and resistance. This study aims to review the existing evidence on the level of adoption of antimicrobial stewardship 

programmes, the facilitators/ barriers to their adoption and the outcomes of their adoption in GCC hospitals. 

 

Keywords: Antimicrobial stewardship programmes; ASP; antimicrobial resistance; hospital; Gulf Cooperation 

Council  
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1. Introduction 

Antimicrobial resistance is a global public health concern undermining efforts to treat infectious diseases, resulting 

in increased morbidity and mortality, and adding avoidable costs to already strained healthcare systems [1]. Drug 

resistant strains of common bacterial infections, HIV, TB and malaria are causing the death of hundreds of 

thousands of people every year. It is estimated that mortality due to antimicrobial resistance will be the highest at 

10 million people a year, followed by cancer and other causes by 2050 [2,3].  

The burden of antimicrobial resistance continues to increase in the GCC region with reports of Extended Spectrum 

Beta-Lactamase (ESBL) producing bacteria, Carbapenemase producing bacteria, Pan-drug-resistant Gram-

negative bacilli and multi-drug-resistant tuberculosis [4–8]. Further, rare and novel resistant strains have also been 

reported, possessing blaOXA-48 type and blaNDM-1 carbapenemase associated with hospital outbreaks and increased 

mortality [9]. Antimicrobial resistance in the region is implicated in around 20% of paediatric haematology/ oncology 

patients’ deaths [10], 40% deaths in a tertiary hospital in the region [11] and 60-90% causes of ventilator-associated 

pneumonia that is resistant to most tested antimicrobials [6,12]. 

The high antimicrobial resistance rates in the region are accompanied with heavy international travel due to the 

large expatriate population in the region, booming tourism particularly in the United Arab Emirates (UAE), and the 

influx of more than 4 million pilgrims throughout the year to Saudi Arabia [4,13–15]. Population mobility has been 

suggested as a main factor in the globalisation of antimicrobial resistance through the distribution of antimicrobial 

drug–resistant organisms [16]. Tackling the issue of antimicrobial resistance in the region could prevent the 

emergence of novel multi-drug resistant strains and reduce the globalisation of this health threat. 

The misuse of antimicrobials is one of the main causes of antimicrobial resistance, and yet, around 20-50% of 

antimicrobials prescriptions are deemed unnecessary or inappropriate [17,18]. In the GCC region, retail trends of 

antimicrobials are high, and they continue to rise; retail increased from 27,844 in 2000 to 38,788 standard units per 

1000 population in 2015 in Saudi Arabia, UAE and Kuwait alone [19]. Most of this inappropriate antimicrobial usage 

occurs outside hospitals, where non-prescription access to antimicrobials in community is widely common in the 

region. However, interventions to improve antimicrobial usage and reduce antimicrobial resistance have widely 

focused on hospital settings. These interventions typically involve the adoption of antimicrobial stewardship 

programmes (ASPs).  

ASPs are collective strategies to enhance the appropriate use of antimicrobial agents, and minimise adverse effects 

and costs that may arise from their use. This is usually achieved through the selection of the right antibiotic regimen, 

correct dose, duration of use, and how a given agent is administered. ASPs core strategies include; prospective 

audit with intervention and feedback (back-end strategy), and formulary restriction and preauthorisation (front-end 

strategy). Supplemental strategies include: education, streamlining/timely de-escalation, dose optimization, 

parenteral to oral conversion, antimicrobial order forms, combination therapy, computer surveillance and decision 

support, guidelines and clinical pathways, and automatic stop orders [17,20,21].  

The published hospitals experience on the adoption of ASPs is vast, especially in large and tertiary hospitals [22–

25]. However, little is known about the level of adoption of these programmes in hospitals in the GCC region. The 

recent review by Nasr et al.  [26] is the first attempt to explore existing ASPs in the Middle East, including in member 

states of the GCC. However, details of these existing ASPs, barriers and facilitators to their adoption, and the 

impact of their adoption on patient and institutional outcomes are yet to be established. Understanding the current 

picture of ASPs in GCC hospitals is imperative to draw upon the current experience and design and adopt more 
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effective ASPs. Therefore, this study seeks to address this gap by exploring the level of adoption of ASPs, the 

facilitators/ barriers to their adoption and the outcomes of their adoption in GCC hospitals. 

 

2. Methods 

2.1 Search Strategy 

We searched the electronic databases of PubMed (MEDLINE), Embase, Scopus, CINAHL Plus, Ovid, Goole 

scholar, grey literature, and official health authorities’ websites for each GCC country (Bahrain, Kuwait, Oman, 

Qatar, Saudi Arabia, United Arab Emirates), from 01/1981 to 07/2017. References lists of retrieved articles and 

relevant review articles were checked manually for further relevant studies. Table 1 shows the search terms that 

were used. The search terms in the same group were combined using the Boolean term OR, while the three groups 

of search terms were combined using the Boolean term AND. 

 

2.2 Study Selection 

Search results were exported to Mendeley®, a free reference manager and academic social network (Elsevier). 

Titles, abstracts and articles were reviewed. We included studies that met the following criteria: 1) conducted in 

any of the GCC countries; 2) reported ASP in a hospital setting; 3)reported a national ASP/AR policy; 4) published 

between 01/1981 and 07/2017; and 5) published in English and/or Arabic language. We excluded studies for the 

following reasons: 1) ASPs in primary healthcare centres, dental centres, cancer centres, and community 

pharmacies; 2) only reported consumption and resistance rates; or 3) conducted in animals. Since this is an 

exploratory study, there was no restriction on the type or quality of studies included in the review. 

Two authors screened all titles and abstracts independently to determine whether the article met the inclusion 

criteria and should be retrieved. A third author screened a random 10% sample to check the reliability of the 

screening. Any discrepancies were resolved through discussion between the authors. Two authors then read and 

extracted data from the articles included in this review. 

We also explored grey literature to broaden the scope of evidence and provide a more complete picture on the 

level of ASPs adoption in GCC countries hospitals, barriers and facilitators to ASPs adoption and the outcomes of 

their adoption.  

 

2.3 Data Abstraction & Synthesis 

We extracted data on study type, reported ASP, components of the reported ASP, and ASP team members to 

establish the nature of the evidence, the level of ASP adoption in GCC hospitals, the commonly adopted ASP 

strategies and the healthcare professionals involved in ASP adoption and implementation. Further, we extracted 

data on barriers and facilitators to ASP adoption if reported, and ASP outcome measures to highlight the impact of 

ASP adoption on antimicrobial use and resistance in GCC hospitals. Discrepancies were resolved by consensus.   

We presented the evidence in tables showing the country, year of publication, study type, existing ASP, 

components of ASP, ASP team members, and facilitators and barriers to ASP adoption if reported. We also 

presented ASP outcomes showing: reduction of inappropriate prescribing, reduction of healthcare-associated 

infections, reduction of direct antimicrobial costs, reduction of length of stay/ mortality metrics, reduction of 
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antimicrobial resistance and reduction of broad-spectrum antibiotic use. We summarised our findings and drew 

conclusions based on a qualitative synthesis of the data. 

3. Results 

We reviewed 2,801 titles and abstracts from the literature search. Nine hundred and sixty-two duplicates were 

removed. We excluded 1740 after title review, 48 after abstract review and 27 after full text review, leaving twenty-

four articles eligible for inclusion. Grey literature searching identified seven conference publications, and two 

national ASP/AR policies, totaling 33 included papers. Figure 1 illustrates the literature review process. 

 

The retrieved studies reported evidence of ASPs in all GCC countries, including 13 reports from Saudi Arabia, 5 

reports from Qatar, 4 from Bahrain, 4 from Oman, 3 reports from Kuwait and 2 reports from UAE. We also identified 

two national strategies/guidelines relating to antimicrobial resistance and stewardship at GCC level, and in Saudi 

Arabia. 

 

3.1 Existing hospital ASPs in GCC countries  

We identified evidence of existing ASPs in hospitals in all GCC member states. Saudi hospitals reported the highest 

level of adoption of ASPs in GCC, followed by Qatar, Oman, Bahrain, Kuwait and UEA respectively. Very little 

evidence was retrieved from UAE including one study and data from a conference presentation highlighting the 

lowest level of adoption reported in the region. Further, although Saudi Arabia reports the highest level of adoption 

of ASPs compared to other hospitals in the region, ASPs are currently mainly adopted in tertiary hospitals and big 

medical cities. In Qatar, there is evidence of existing ASPs in tertiary hospitals and community hospitals. Most 

studies from Oman report existing ASPs in tertiary hospitals, particularly, Sultan Qaboos Hospital. All ASPs 

reported in Bahrain have been adopted only in military hospitals. In Kuwait, only one study involving nine 

government hospitals has been retrieved. The remaining evidence relate to efforts of the directorate of infection 

control in the Kuwait Ministry of Health (MOH) to raise awareness of antimicrobial resistance amongst healthcare 

professionals, patients and the public. 

We also identified a strategic plan for combatting antimicrobial resistance in GCC States, which was introduced in 

2015 in response to the rising rates of antimicrobial resistance [27]. This is an overall framework to address the 

problem of resistance in the region, and each member state is expected to formulate their action plan according to 

their local resistance data and public health resources.  

We highlight that Saudi Arabia is so far, the only member state to draft a national ASP plan as part of a reformed 

overall MOH strategic plan [28,29]. Other member states still lag behind lacking national plans for detecting and 

reporting antimicrobial resistance, and national plans for antimicrobial stewardship. 

Our findings indicate that most ASPs in the region are adopted in tertiary hospitals (Oman, Saudi Arabia and United 

Arab Emirates) and military hospitals in Bahrain and Saudi Arabia. We found that the main antimicrobial 

stewardship strategies reported in GCC countries hospitals are antimicrobial guidelines implementation, audit and 

feedback, and formulary restriction and pre-authorisation.  Other antimicrobial stewardship initiatives include: 

clinical practice guidelines, IV to oral step-down guidelines, education activities for healthcare professionals and 

patients, de-escalation protocols, monitoring adherence to protocols and guidelines.  

Little evidence related to antimicrobial resistance surveillance and reporting, as well as their integration within 

antimicrobial stewardship initiatives at hospital level was found. The only evidence relates to a national campaign 

by Kuwait’s directorate of infection control in 2012 to raise awareness of antimicrobial resistance among healthcare 
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professionals, patients and the public [30]. Moreover, this initiative has not been duplicated in Kuwait or other GCC 

member states.  

We explored the involvement of healthcare professionals as part of ASP teams, and we found that most ASP teams 

only include ID consultants and physicians, physicians, and to a lesser extent infection control specialist nurses. 

Occasionally, pharmacists were involved in monitoring antimicrobial consumption, and reporting and providing 

feedback on antimicrobial prescribing practices. Microbiologists appear to only be occasionally involved in 

somewhat advanced antimicrobial stewardship practices tailoring stewardship interventions around local 

antimicrobial resistance data (studies from Saudi Arabia). Further, only Saudi Arabia appear to embrace the role 

of clinical pharmacists in stewardship initiatives; those are pharmacists with a post-graduate clinical diploma and 

advanced competence in infection control and antimicrobial stewardship.  

Several studies did not provide details on the involvement of ASP teams, and occasionally, only referred to 

antimicrobial subcommittees that are usually a subcommittee of drug and therapeutic committees. 

Our findings in relation to the evidence of existing ASPs, components of ASPs and ASP team members are 

presented in table 2. 

 

3.2 Barriers and facilitators to ASPs adoption in GCC hospitals 

Nine of the 35 retrieved reports addressed barriers and/or facilitators to ASPs adoption (evidence summarised in 

table 3). These factors can be either individual or institutional. At an individual level, physicians are naturally the 

main prescribers in the hospital setting. They reported the following barriers to ASP adoption in their practice 

setting: lack of up-to-date knowledge regarding appropriate antimicrobial use and resistance, lack of confidence in 

the currency of the hospital antimicrobial policies and guidelines and their unavailability/ inaccessibility, prescribing 

norms and reluctance to prescribe antibiotics other than their “usual”, lack of knowledge/ experience regarding 

ASPs, lack of time to perform the required investigations, fear of patient’s complications and their hesitance to de-

escalate antimicrobial therapy in very sick patients or patients at risk of sepsis. At hospital level, the following were 

reported as barriers to adopting ASPs: lack of expertise such as infectious diseases specialists, unavailability/ 

interrupted supply of antibacterial, lack of education and training events regarding appropriate antimicrobial use 

and resistance, lack of microbiology resources and if found, lack of their integration into antimicrobial policies and 

stewardship programmes, and lack of administrative/ management support. One hospital in Makkah, Saudi Arabia, 

specifically referred to the annual Hajj event and the challenges it brings to maintaining adequate control over 

antimicrobial use and resistance due to increased hospital admission rates and subsequent increase in 

antimicrobials use [50]. Another tertiary hospital in Saudi Arabia conferred increased resistance rates in the hospital 

to the high prevalence of antimicrobial resistance in other hospitals in the country and the subsequent transfer of 

resistance to the specialist hospitals upon admission for last resort interventions [58]. Noteworthy, lack of funding 

for ASPs and initiatives, which is often determined by ministry of health at government level, was also reported as 

a barrier to adopting antimicrobial stewardship in hospitals.  

Evidence on the facilitators of hospital adoption of ASPs is little. The Kuwaiti infection control directorate advocates 

that prescribers’ experience (in relation to age) and knowledge of antimicrobials can lead to good antimicrobial 

stewardship [30]. It was found that Omani hospitals that had a consistent, written and accessible antimicrobial 

policy had better outcomes in relation to post-operative infections [37]. A Saudi study suggests that discussing 

evidence of antimicrobial stewardship interventions with prescribers and supporting them could reduce prescribers 

concerns regarding adoption and implantation of ASPs interventions. Further, the authors suggest that engaging 
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directly with targeted (main) prescribers and influential practitioners (such as consultants) could encourage 

physicians to support ASP initiatives [51]. The barriers and facilitators to ASPs adoption in GCC countries hospitals 

are presented in table 3. 

 

3.3 Outcomes of hospital adoption of ASPs in GCC countries 

We identified six outcome measures to evaluate ASPs in GCC countries hospitals. These include: reduction of 

inappropriate prescribing, reduction of healthcare-associated infections, reduction of direct antimicrobial cost, 

reduction of length of stay/ mortality metrics, reduction of antimicrobial resistance and reduction of broad-spectrum 

antibiotic use.  

Most studies in all GCC states reported improvement in at least one outcome measure as a result of adoption of 

ASP. Studies in Saudi hospitals mostly used more than one outcome measure to assess effectiveness of ASPs 

interventions. Studies in the remaining GCC states mainly assessed the impact of ASPs on the reduction of 

inappropriate prescribing. Noteworthy, only two of the 31 retrieved studies (in Saudi Arabia) measured the impact 

of ASPs on antimicrobial resistance rates. 

The adoption of ASPs and initiatives in GCC states hospitals has reportedly resulted in reduction of inappropriate 

prescribing especially when adherence to antimicrobial policies and clinical guidelines was enforced and monitored. 

A Qatari study reported that only 40% of surgical patients received the correct antibiotic due to lack of adherence 

to antimicrobial policies and guidelines [42]. A study in UAE reported a low 32% adherence to guidelines resulting 

in appropriate antimicrobial prescribing [60]. A Saudi study reported that education and feedback to prescribers 

improved adherence to antimicrobial guidelines from 35% to 68% [47]. 

Reduction in healthcare associated infections was not frequently measured in the reported studies. We retried six 

studies (4 from Saudi Arabia, 1 from Oman, and 1 from UAE) reporting reduced post-operative infections, and 

reduced peri-operative infective complications from 32% to 11% in one study [46]. Two out of three studies reported 

reduction in C.diff infection rates [51,59] whereas one Saudi study found no impact on this measure [48]. 

Direct antimicrobial costs are rarely measured in the included studies. Saudi Arabia appear to be the most 

advanced in the adoption of ASPs and four studies from hospitals report cost reduction of up to half as a result of 

ASPs adoption and implementation [48–50,57]. The only other study comes from UEA and reports 40% in 

antimicrobials consumption and associated costs [59]. 

Only three studies reported on the impact of ASPs on length of stay and/ or mortality metrics [31,32,48]. Bahrain 

studies on adoption of ASPs in the outpatient department of a military hospital reported that the outpatient service 

prevented admissions to hospital (2 out of 101 in 2013 and 6 out of 97 in 2015) as a result of their antimicrobial 

stewardship practices [31,32]. Another study in a Saudi hospital reported reduction of hospital stay to 376 defined 

daily doses (DDD) compared to 2404 DDD pre-ASP adoption [48]. The study further reported a decrease in 

mortality rate from 33% to 17%. 

Given the modest engagement of microbiologists in the ASPs and initiatives reported, it is not surprising that most 

studies neglect to measure/ report the impact of ASPs on antimicrobial resistance rates. One Saudi study reported 

reduction of antimicrobial resistance from some organism-antibiotic combinations, but an increase in resistance to 

other antibiotics that were heavily used as an alternative including piperacillin/ tazobactam [51]. Another Saudi 

study reported that their hospital ASP had no impact on resistance rates [58]. The only other report is a reduction 
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in multi-drug resistance rates in a UAE hospital, and was obtained from an oral presentation at the international 

conference on antimicrobial stewardship in Saudi Arabia [59]. 

The use of broad-spectrum antibiotics remains a challenging practice in GCC hospitals. Studies from all states 

measured the impact of ASPs adoption on use of broad spectrum antibiotics and only one Qatari study reported a 

reduction in the use of cefuroxime [45]. It was further reported in another study that the decline in using 

cephalosporins was accompanied with a rise in using other antibiotics such as pencillins and IV macrolides [44]. 

Two studies from Bahrain reported increased use of broad spectrum antibiotics like ceftriaxone due to resistance 

to first and second line options [31,32]. One Omani study reported that 90% of antibiotic prescriptions were for 

broad spectrum antibiotics due to lack of adherence with antimicrobial guidelines and policies [40]. An oral 

presentation in 2013 also reports a decline in using broad-spectrum antibiotics in an UAE hospital as a result of 

antimicrobial stewardship interventions in that setting [59]. The reported outcomes of ASPs adoption in GCC 

countries hospitals are presented in table 4.  

 

4. Discussion 

We explored the evidence on ASPs' adoption, barriers and facilitators affecting their adoption, and the outcomes 

of their adoption in hospitals in all six-member states of the GCC. Our findings suggest that hospitals in the region 

have adopted fragments/ initiatives of ASPs. This is consistent with the recent review findings of the impact of 

ASPs on antibiotic appropriateness and prescribing behaviours in selected countries in the Middle East [26]. 

Although the GCC strategic plan to combat antimicrobial resistance is still at its infancy [27], it is nonetheless, the 

first step towards establishing common ASPs across the region, taking advantage of the common geographic, 

economic and social characteristics amongst the member states; similar to the example of the European Union 

adoption of ASPs in hospitals in 2006 [61].  

The main antimicrobial stewardship strategies reported in GCC countries hospitals are antimicrobial guidelines 

implementation, audit and feedback, and formulary restriction and pre-authorisation. These strategies are 

commonly employed as part of ASPs adoption, and have been identified in previous systematic reviews as common 

practice [26,62].  

We identified that the barriers to adopting ASPs in GCC countries hospitals are mostly physician related, and that 

the challenges can be further exacerbated by lack of leadership and support by hospital management. Hajj poses 

a specific threat to antimicrobial stewardship adoption and implementation especially in hospitals in Saudi Arabia. 

The sheer volume of pilgrims leads to increased hospital admissions, increased antimicrobial consumption, and 

increased risks of resistance development and transmission to other healthcare facilities in the country [50]. 

Further, ASPs reported in GCC hospitals are mostly led by Infectious Diseases (ID) physicians and consultants; 

they are a key determinant/ facilitator to adoption and success of ASPs interventions. Interestingly, one of the main 

reported barriers to ASPs adoption in GCC hospitals is the lack of ID consultants and microbiologists. Currently, 

there are 57 ID physicians (Tropical medicine) (25 registrars and 32 consultants) in Saudi MOH hospitals (274 

hospital) [63]. Factors contributing to the low numbers may include unattractive working condition and low 

remuneration in comparison to private sector [64]. This situation is not unique to GCC countries, as reports by 

[65,66] show that only 50-58% of smaller US hospitals have access to ID physicians. 

Microbiologists and ID specialists are leading ASPs team members, but they also require the help of hospital 

pharmacists to monitor patterns of drug use in the various clinical departments, enabling analysis and feedback to 

prescribers and providing expert advice about antimicrobials [67]. In this review, we highlight the lack of involvement 
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of other healthcare professionals such as clinical pharmacists in ASPs teams, ASPs design and implementation. 

This is a missed opportunity to enhance antimicrobial stewardship especially since evidence point to the importance 

of multi-disciplinarily to improve timeliness and appropriateness of antimicrobial therapy [68,69]. 

We also identified individual and institutional factors relating to culture and resources. Physicians referred to their 

knowledge, prescribing behaviour, workload, and fear of blame if patients deteriorate upon changing antimicrobial 

therapy. Hospitals lack IT infrastructure, human and financial resources, leadership support and effective 

communication channels. These factors and others have been extensively reviewed by [70] and highlighted in  a 

qualitative study in 2014 [71]. Further, a recent systematic review suggests that hospitals in the region may not 

foster an open, blame-free culture where reporting and learning from errors is encouraged [72]. In that, prescribers 

do not routinely adhere to antimicrobial prophylaxis guidelines, with treatments routinely extending beyond the 

suggested three days recommendation; in order to reduce the risk of complications and patients’ deterioration, and 

the subsequent blame. 

Facilitators to ASPs adoption in GCC countries hospitals include: prescriber’s knowledge and experience, clear, 

accessible and consistent antimicrobial policies and open, face-to-face communication and feedback on 

prescribing patterns. These findings are consistent with previous findings by [73,74], highlighting the importance of 

experienced physicians and ID leadership and expertise, and engagement with clinicians to improve antimicrobial 

use. 

The benefits of antimicrobial stewardship adoption in healthcare settings are well-established including improving 

appropriate antimicrobial use [24], reducing emergence of antimicrobial resistance [25] and reducing associated 

healthcare costs [23]. Here, we found that the reported ASPs in GCC countries hospitals, although small-scaled 

and not sophisticatedly-designed, led to improved antimicrobial prescribing practices and better patient outcomes, 

especially when adherence to ASPs guidelines is enforced and monitored. Lack of adherence (or lack of) to 

antimicrobial guidelines continues to be a challenge world-wide. Various studies have shown that the adherence 

to guidelines is suboptimal in many hospitals [75,76]. The role of pharmacists in monitoring guidelines adherence 

and providing feedback to prescribers has been strongly advocated as a means to improving adherence and 

subsequently, ensuring appropriate antimicrobial prescribing [77].  

Despite the established evidence of reducing antimicrobial resistance [25,78,79], we found very little evidence of 

this in GCC hospitals. Firstly, we found that reduction of antimicrobial resistance rates was not a frequently 

measured outcome. This is consistent with findings of an earlier systematic review [62] that they retrieved six 

studies that reported the impact of antimicrobial stewardship on resistance rates reporting reduction in certain 

resistant strains and increased rates of others [62]. Secondly, we found that there was either no effect on resistance 

rates or a reduction in resistance for certain organism-antibiotic combinations and a rise for other organism-

antibiotic combinations. This could be because the interventions are poorly designed resulting in reduced 

prescribing of certain antibiotics but a parallel rise in prescribing alternative antibiotics, and the scarcity/ lack of 

integration of microbiology services in designing and implementing ASPs in hospitals. Further, microbiologists in 

the region report a lack of a standardised method for phenotypic and genotypic methods for antimicrobial 

susceptibility testing, and the sporadic and inconsistent reporting of antibiotic resistance bacteria; when 

antimicrobial resistance surveillance is conducted, it is typically in laboratories of large hospitals that are not linked 

within a national network [80]. 

Limitations and future research 

ACCEPTED M
ANUSCRIP

T



9 
 

Although the previous review by Nasr et al (2017) explored the antimicrobial stewardship practices in the region, 

this is the first comprehensive review of evidence on hospital adoption of ASPs in GCC countries. We reviewed 

published evidence from a variety of study types, programme goals and outcomes. We also collected grey literature 

to broaden the scope of evidence and provide a more complete picture on the level of ASPs adoption in GCC 

countries hospitals, barriers and facilitators to ASPs adoption and the outcomes of their adoption. However, most 

of the studies neglected to define ASPs and their details. Further, methodological limitations were noted in the 

available evidence, including validity, and unmeasured or unreported changes as a result of ASP adoption. Also, 

the reviewed studies were small, and with short or no follow-up period. Larger pre-and post-studies with longer 

follow up periods are required to effectively evaluate antimicrobial stewardship interventions in the region and 

demonstrate how challenges to their successful adoption could be overcome. We also urge researchers and 

clinicians in the region to provide more detailed reporting of ASPs adoption and evaluation in relation to adopted 

ASP strategies and the various outcomes to measure ASPs impact on antimicrobials use and resistance. 

Our findings highlight the existing initiatives in the region in secondary care, but further research is also required to 

explore the misuse of antibiotics over the counter and the potential adoption of antimicrobial stewardship in 

community pharmacy and primary care. 

Implications for practice 

For policy makers 

The adoption of ASPs in hospitals in GCC member states remains low due to a variety of individual and institutional 

barriers. A national strategy regarding antimicrobial stewardship for local implementation is essential to drive 

forward the efforts to curb inappropriate antimicrobial use and reduce resistance [27,81]. Further, any national 

antimicrobial strategy should contribute to the overall regional targets of reducing resistance and improving 

antimicrobials use, especially since GCC member states collaborate extensively in relation to healthcare services, 

allow free movement of persons, and share characteristics of geography, culture, and economic resources. 

Although GCC has recently developed an antimicrobial resistance strategic plan in 2015 [27] following the example 

of European Union [61] and the WHO One Health model [81]. The plan is still at its infancy, and so far, only Saudi 

Arabia has a national ASP policy, with communications from MOH to MOH hospitals to encourage adopting ASPs 

since 2014 [28,29]. Since private hospitals and primary care centres are yet to engage with this initiative, 

antimicrobial stewardship strategies should be more inclusive. Further, regulation and inspection could improve 

enforceability of policies.  

For healthcare institutions 

The literature on adoption of ASPs provides a detailed map of how hospitals could adopt this practice. Further, 

facilitating and sharing regional experiences of adoption from Saudi Arabia could improve organisational learning.  

For successful ASPs adoption, hospital leadership is paramount to ensuring implementation and enforcement of 

guidelines and recommendations in collaboration with clinicians and other stakeholders. Further, providing 

education and training on appropriate antimicrobial use and resistance, as part of the medical curriculum and 

continuing professional development, can improve healthcare professionals’ adoption of antimicrobial stewardship 

practices.  

Conclusion 

Antimicrobial resistance in the region is developing very rapidly, with alarming reports of novel and rare multi-drug 

resistant strains. There is a strong body of evidence supporting the benefits of ASPs in reducing resistance and 
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sustaining appropriate antimicrobials use. Despite the well-established benefits of ASPs adoption in healthcare 

settings, adoption in hospitals in GCC states remains low and underreported. The lack of national strategies to 

tackle antimicrobial resistance further hinders its local implementation. Reporting of antimicrobial resistance should 

be consistent and prompt as part of a national surveillance programme, and this resistance data should be included 

in the design and implementation of ASPs in hospitals in the region, with a strong multi-disciplinary engagement of 

healthcare professionals, and continuous collaboration with management at local and strategic levels. 

Nevertheless, the current state of antimicrobial resistance in the region warrants urgent action from governments 

and institutions. 

Declarations 

Funding: Saleh Alghamdi PhD studentship is sponsored by Albaha University in Saudi Arabia. 

Competing Interests: None 

Ethical Approval: not required 

  

ACCEPTED M
ANUSCRIP

T



11 
 

References 

[1] World Health Organization. Antimicrobial resistance. World Heal Organ 2016. 
http://www.who.int/mediacentre/factsheets/fs194/en/ (accessed November 13, 2016). 

[2] O’Neill J. Tackling Drug-Resistant Infections Globally: Final Report and Recommendations. 2016. 

[3] O’Neill J. Antimicrobial Resistance : Tackling a crisis for the health and wealth of nations. 2014. 

[4] Zowawi HM, Balkhy HH, Walsh TR, Paterson DL. B-lactamase production in key gram-negative 
pathogen isolates from the Arabian Peninsula. Clin Microbiol Rev 2013;26:361–80. 
doi:10.1128/CMR.00096-12. 

[5] Yezli S, Shibl AM, Memish ZA. The molecular basis of -lactamase production in Gram-negative bacteria 
from Saudi Arabia. J Med Microbiol 2015;64:127–36. doi:10.1099/jmm.0.077834-0. 

[6] El-Saed A, Balkhy HH, Al-Dorzi HM, Khan R, Rishu AH, Arabi YM. Acinetobacter is the most common 
pathogen associated with late-onset and recurrent ventilator-associated pneumonia in an adult intensive 
care unit in Saudi Arabia. Int J Infect Dis 2013;17. doi:10.1016/j.ijid.2013.02.004. 

[7] Zowawi HM, Forde BM, Alfaresi M, Alzarouni A, Farahat Y, Chong T-M, et al. Stepwise evolution of 
pandrug-resistance in Klebsiella pneumoniae. Sci Rep 2015;5:1–8. doi:10.1038/srep15082. 

[8] Areeshi MY, Bisht SC, Mandal RK, Haque S. Prevalence of drug resistance in clinical isolates of 
tuberculosis from GCC: A literature review from January 2002 to March 2013. J Infect Dev Ctries 
2014;8:1137–47. doi:10.3855/jidc.4053. 

[9] Zowawi HM, Sartor AL, Balkhy HH, Walsh TR, Johani SMA, AlJindan RY, et al. Molecular 
characterization of carbapenemase-producing escherichia coli and klebsiella pneumoniae in the 
countries of the gulf cooperation council: Dominance of OXA-48 and NDM Producers. Antimicrob Agents 
Chemother 2014;58:3085–90. doi:10.1128/AAC.02050-13. 

[10] Al-Mulla NA, Taj-Aldeen SJ, El Shafie S, Janahi M, Al-Nasser AA, Chandra P. Bacterial bloodstream 
infections and antimicrobial susceptibility pattern in pediatric hematology/oncology patients after 
anticancer chemotherapy. Infect Drug Resist 2014;7:289–99. doi:10.2147/IDR.S70486. 

[11] Balkhy HH, El-Saed A, AlJohani SM, Francis C, Al-Qahtani AA, AL-Ahdal MN, et al. The epidemiology of 
the first described carbapenem-resistant Klebsiella pneumoniae outbreak in a tertiary care hospital in 
Saudi Arabia: how far do we go? Eur J Clin Microbiol Infect Dis 2012;31:1901–9. doi:10.1007/s10096-
011-1519-0. 

[12] Balkhy HH, El-Saed A, Maghraby R, Al-Dorzi HM, Khan R, Rishu AH, et al. Drug-resistant ventilator 
associated pneumonia in a tertiary care hospital in Saudi Arabia. Ann Thorac Med 2014;9. 
doi:10.4103/1817-1737.128858. 

[13] Kapiszewski A. Arab Versus Asian Migrant workers in the GCC countries. Beirut: 2006. 

[14] Azeem M, Tashani M, Barasheed O, Heron L, Hill-Cawthorne GA, Haworth E, et al. Knowledge, attitude 
and practice (KAP) survey concerning antimicrobial use among Australian Hajj pilgrims. Infect Disord - 
Drug Targets 2014;14:125–32. doi:10.2174/1871526514666140713161757. 

[15] Östholm-Balkhed Å, Tärnberg M, Nilsson M, Nilsson LE, Hanberger H, Hällgren A. Travel-associated 
faecal colonization with esbl-producing enterobacteriaceae: Incidence and risk factors. J Antimicrob 
Chemother 2013;68:2144–53. doi:10.1093/jac/dkt167. 

[16] MacPherson DW, Gushulak BD, Baine WB, Bala S, Gubbins PO, Holtom P, et al. Population mobility, 
globalization, and antimicrobial drug resistance. Emerg Infect Dis 2009;15:1727–32. 
doi:10.3201/eid1511.090419. 

[17] Dellit TH, Owens RC, Mcgowan JE, Gerding DN, Weinstein RA, Burke JP, et al. Infectious Diseases 
Society of America and the Society for Healthcare Epidemiology of America Guidelines for Developing an 
Institutional Program to Enhance Antimicrobial Stewardship. Clin Infect Dis 2007;44:159–77. 
doi:10.1086/510393. 

[18] Alanazi MQ, Al-Jeraisy MI, Salam M. Prevalence and predictors of antibiotic prescription errors in an 
emergency department, Central Saudi Arabia. Drug Healthc Patient Saf 2015;7:103–11. 
doi:10.1016/j.jiph.2015.04.002. 

ACCEPTED M
ANUSCRIP

T



12 
 

[19] The Center for Disease Dynamics Economics & Policy. Antibiotic use in Saudi Arabia 2015. 
http://resistancemap.cddep.org/CountryPage.php?countryId=90&country=Saudi+Arabia+ (accessed 
September 20, 2016). 

[20] Barlam TF, Cosgrove SE, Abbo LM, MacDougall C, Schuetz AN, Septimus EJ, et al. Implementing an 
Antibiotic Stewardship Program: Guidelines by the Infectious Diseases Society of America and the 
Society for Healthcare Epidemiology of America. Clin Infect Dis 2016;62:e51–77. doi:10.1093/cid/ciw217. 

[21] Centers for Disease Control and Prevention. Core Elements of Hospital Antibiotic Stewardship Programs. 
US Dep Heal Hum Serv CDC 2014:1–25. 

[22] Pasquale TR, Trienski TL, Olexia DE, Myers JP, Tan MJ, Leung AK, et al. Impact of an antimicrobial 
stewardship program on patients with acute bacterial skin and skin structure infections. Am J Heal Pharm 
2014;71:1136–9. doi:10.2146/ajhp130677. 

[23] Bartlett JM, Siola PL. Implementation and first-year results of an antimicrobial stewardship program at a 
community hospital. Am J Heal Pharm 2014;71:943–9. doi:10.1186/cc9636. 

[24] Cairns K a., Jenney AWJ, Abbott IJ, Skinner MJ, Doyle JS, Dooley M, et al. Prescribing trends before 
and after implementation of an antimicrobial stewardship program. Med J Aust 2013;198:262–6. 
doi:10.5694/mja12.11683. 

[25] Aldeyab MA, Kearney MP, Scott MG, Aldiab MA, Alahmadi YM, Darwish Elhajji FW, et al. An evaluation 
of the impact of antibiotic stewardship on reducing the use of high-risk antibiotics and its effect on the 
incidence of Clostridium difficile infection in hospital settings. J Antimicrob Chemother 2012;67. 
doi:10.1093/jac/dks330. 

[26] Nasr Z, Paravattil B, Wilby KJ. The impact of antimicrobial stewardship strategies on antibiotic 
appropriateness and prescribing behaviours in selected countries in the Middle East: a systematic 
review. East Mediterr Heal J 2017;23:430–40. 

[27] Balkhy HH, Assiri AM, Mousa H Al, Al-Abri SS, Al-Katheeri H, Alansari H, et al. The strategic plan for 
combating antimicrobial resistance in Gulf Cooperation Council States. J Infect Public Health 
2016;9:375–85. doi:10.1016/j.jiph.2016.03.003. 

[28] Alomi YA. National Antimicrobial Stewardship Program in Saudi Arabia; Initiative and the Future. Open 
Access J Surg 2017;4:1–7. doi:10.19080/OAJS.2017.04.555646. 

[29] Saudi Ministry of Health. Antimicrobial Stewardship Program Guideline. Riyadh: 2014. 

[30] Kuwaiti Infection Control Directorate. Antibiotic Campaign. Minist Heal - Kuwait 2014. 
http://www.icdkwt.com/campaign_antibiotic.php#fane3-tab (accessed December 3, 2016). 

[31] AlAnsari A, AlAlawi S, AlQahtani M, Darwish A. Outpatient parenteral antimicrobial therapy (OPAT) in the 
kingdom of bahrain: Efficacy, patient satisfaction and cost effectiveness. Open Infect Dis J 2013;7:90–5. 
doi:10.2174/1874279301307010090. 

[32] Al Alawi S, Abdulkarim S, Elhennawy H, Al-Mansoor A, Al Ansari A. Outpatient parenteral antimicrobial 
therapy with ceftriaxone for acute tonsillopharyngitis: efficacy, patient satisfaction, cost effectiveness, and 
safety. Infect Drug Resist 2015;8:279–85. doi:10.2147/IDR.S86341. 

[33] Alqahtani M. Antimicrobial Stewardship in Bahrain Defence Force Hospital, Local Recommendations and 
activities. Where are we now and why ? Int. Collab. Conf. Clin. Microbiol. Infect. Dis., Bahrain: 2015. 

[34] World Health Organisation. Joint External Evaluation of IHR Core Capacities of the Kingdom of Bahrain. 
World Health Organization; 2016. 

[35] Al-Mousa H, Aly N. Kuwait national campaign for proper use of antibiotics. Med Princ Pract 2012;21:97. 
doi:10.1159/000331903. 

[36] Aly NY, Omar AA, Badawy DA, Al-Mousa HH, Sadek AA. Audit of physicians’ adherence to the antibiotic 
policy guidelines in Kuwait. Med Princ Pract 2012;21:310–7. doi:10.1159/000334769. 

[37] Gunn B, Ali S, Abdo-Rabbo A, Suleiman B. An Investigation into Perioperative Antibiotic Use during 
Lower Segment Caesarean Sections (LSCS) in Four Hospitals in Oman. Oman Med J 2009;24:179–83. 
doi:10.5001/omj.2009.35. 

[38] Al-Abri SS, Al-Maashani S, Memish ZA, Beeching NJ. An audit of inpatient management of community-

ACCEPTED M
ANUSCRIP

T



13 
 

acquired pneumonia in Oman: A comparison with regional clinical guidelines. J Infect Public Health 
2012;5:250–6. doi:10.1016/j.jiph.2012.03.002. 

[39] Al Za’abi M, Shafiq S, Al Riyami D, Ali BH. Utilization pattern of vancomycin in a University Teaching 
Hospital in Oman: Comparison with international guidelines. Trop J Pharm Res 2013;12:117–21. 

[40] Al-Maliky GR, Al-Ward MM, Taqi A, Balkhair A, Al-Zakwani I. Evaluation of antibiotic prescribing for adult 
inpatients at Sultan Qaboos University Hospital: Sultanate of Oman. Eur J Hosp Pharm 2017:525. 
doi:10.1136/ejhpharm-2016-001146. 

[41] Khan FY, Matar I, Khudair IF. Audit of the management of patients admitted to Hamad General Hospital 
with community-acquired pneumonia. Qatar Med J 2010;19:25–7. doi:10.5339/qmj.2010.2.11. 

[42] Abdel-Aziz A, El-Menyar A, Al-Thani H, Zarour A, Parchani A, Asim M, et al. Adherence of surgeons to 
antimicrobial prophylaxis guidelines in a tertiary general hospital in a rapidly developing country. Adv 
Pharmacol Sci 2013;2013:1–6. doi:10.1155/2013/842593. 

[43] Pawluk S, Black E, El-Awaisi A. Strategies for improving antibiotic use in Qatar: A survey of pharmacists’ 
perceptions and experiences. Int J Pharm Pract 2015;23:77–9. doi:10.1111/ijpp.12108. 

[44] Garcell HG, Arias AV, Fernandez EA, Guerrero YB, Serrano RNA. Antibiotic Consumption During a 4-
year Period in a Community Hospital with an Antimicrobial Stewardship Program. Oman Med J 
2016;31:352–6. doi:10.5001/omj.2016.70. 

[45] Guanche Garcell H, Villanueva Arias A, Pancorbo Sandoval C, Valle Gamboa ME, Bode Sado A, Alfonso 
Serrano RN. Impact of a focused antimicrobial stewardship program in adherence to antibiotic 
prophylaxis and antimicrobial consumption in appendectomies. J Infect Public Health 2016. 
doi:10.1016/j.jiph.2016.06.006. 

[46] Jacobs S, Al Rasheed AM, Abdulsamat W, Al Barrak A, Al Omer NF, Tjan D, et al. Effects of a simple 
protocol on infective complications in intensive care unit patients undergoing percutaneous dilatational 
tracheostomy. Respir Care 2003;48:29–37. 

[47] Dib JG, Al-Tawfiq JA, Al Abdulmohsin S, Mohammed K, Jenden PD. Improvement in vancomycin 
utilization in adults in a Saudi Arabian Medical Center using the Hospital Infection Control Practices 
Advisory Committee guidelines and simple educational activity. J Infect Public Health 2009;2:141–6. 
doi:10.1016/j.jiph.2009.07.002. 

[48] Amer MR, Akhras NS, Mahmood WA, Al-Jazairi AS. Antimicrobial stewardship program implementation 
in a medical intensive care unit at a tertiary care hospital in Saudi Arabia. Ann Saudi Med 2013;33:547–
54. doi:10.5144/0256-4947.2013.547. 

[49] Malhani A, Al-ghamedi N, Enani M. Impact of Antimicrobial Stewardship Program Implementation in 
Medical Wards, Saudi Arabia Experiance. Eur. Soc. Clin. Microbiol. Infect. Dis., 2014. 

[50] Al-Somai N, Al-Muhur M, Quteimat O, Hamzah N. The impact of clinical pharmacist and ID intervention in 
rationalization of antimicrobial use. Saudi Pharm J 2014;22:516–21. doi:10.1016/j.jsps.2014.02.003. 

[51] Al-Tawfiq JA, Momattin H, Al-Habboubi F, Dancer SJ. Restrictive reporting of selected antimicrobial 
susceptibilities influences clinical prescribing. J Infect Public Health 2015;8:234–41. 
doi:10.1016/j.jiph.2014.09.004. 

[52] Al-Harthi SE, Khan LM, Osman AMM, Alim MA, Saadah OI, Almohammadi AA, et al. Perceptions and 
knowledge regarding antimicrobial stewardship among clinicians in Jeddah, Saudi Arabia. Saudi Med J 
2015;36:813–20. doi:10.15537/smj.2015.7.11833. 

[53] AlAwdah L, AlShahrani D, AlShehri M, AlFawaz T, ElSidig N, AlAwfi A, et al. Antimicrobial stewardship 
program in a pediatric intensive care unit of a tertiary care children’s hospital in Saudi Arabia-a pilot 
study. Antimicrob Resist Infect Control 2015;4:P173. doi:10.1186/2047-2994-4-S1-P173. 

[54] Haseeb A, Hassali M, Bakhsh A, Faidah H, Almalki W, Raggal M. Evaluation of Antimicrobial 
Stewardship Programs in Makkah Region Hospitals, Kingdom of Saudi Arabia. Int. Conf. 
Pharmacoepidemiol. Ther. Risk Manag., Dublin: International Conference on Pharmacoepidemiology and 
Therapeutic Risk Management; 2015. 

[55] Alawi MM, Darwesh BM. A stepwise introduction of a successful antimicrobial stewardship program: 
Experience from a tertiary care university hospital in Western, Saudi Arabia. Saudi Med J 2016;37:1350–
8. doi:10.15537/smj.2016.12.15739. 

ACCEPTED M
ANUSCRIP

T



14 
 

[56] Salahuddin N, Amer L, Joseph M, El Hazmi A, Hawa H, Maghrabi K. Determinants of Deescalation 
Failure in Critically Ill Patients with Sepsis: A Prospective Cohort Study. Crit Care Res Pract 2016:1–7. 
doi:10.1155/2016/6794861. 

[57] Enani MA. The antimicrobial stewardship program in Gulf Cooperation Council (GCC) states: insights 
from a regional survey. J Infect Prev  2016;17:16–20. doi:10.1177/1757177415611220. 

[58] Alshukairi A, Alserehi H, El-Saed A, Kelta M, Rehman JU, Khan FA, et al. A de-escalation protocol for 
febrile neutropenia cases and its impact on carbapenem resistance: A retrospective, quasi-experimental 
single-center study. J Infect Public Health 2016;9:443–51. doi:10.1016/j.jiph.2015.11.004. 

[59] Hashmey R, Khan A, Saleem A, Jamal K, Mansouri D, Naqvi Y. Global Impact Of An Antimicrobial 
Stewardship Program At A 430 Bedded Tertiary Care Hospital In The United Arab Emirates. IDWeek 
2013 Adv. Sci. Improv. Care, Infectious Diseases Society of America; 2013. 

[60] El Hassan M, Elnour AA, Farah FH, Shehab A, Al Kalbani NM, Asim S, et al. Clinical pharmacists’ review 
of surgical antimicrobial prophylaxis in a tertiary hospital in Abu Dhabi. Int J Clin Pharm 2014;37:18–22. 
doi:10.1007/s11096-014-0045-4. 

[61] Allerberger F, Mittermayer H. Antimicrobial stewardship. Clin Microbiol Infect 2008;14:197–9. 
doi:10.1111/j.1469-0691.2007.01929.x. 

[62] Wagner B, Filice GA, Drekonja D, Greer N, MacDonald R, Rutks I, et al. Antimicrobial Stewardship 
Programs in Inpatient Hospital Settings: A Systematic Review. Infect Control Hosp Epidemiol 
2014;35:1209–28. doi:10.1086/678057. 

[63] Saudi Ministry of Health. Statistical Year Book. Riyadh: 2016. 

[64] Manyisa ZM, van Aswegen EJ. Factors affecting working conditions in public hospitals: A literature 
review. Int J Africa Nurs Sci 2017;6:28–38. doi:10.1016/j.ijans.2017.02.002. 

[65] Septimus EJ, Owens RC. Need and potential of antimicrobial stewardship in community hospitals. Clin 
Infect Dis 2011;53:S8–14. doi:10.1093/cid/cir363. 

[66] Reese SM, Gilmartin H, Rich KL, Price CS. Infection prevention needs assessment in Colorado hospitals: 
Rural and urban settings. Am J Infect Control 2014;42:597–601. doi:10.1016/j.ajic.2014.03.004. 

[67] Struelens MJ. Multidisciplinary antimicrobial management teams: the way forward to control antimicrobial 
resistance in hospitals. Curr Opin Infect Dis 2003;16:305–7. doi:10.1097/01.qco.0000083561.72029.7b. 

[68] Schmitt S, McQuillen DP, Nahass R, Martinelli L, Rubin M, Schwebke K, et al. Infectious diseases 
specialty intervention is associated with decreased mortality and lower healthcare costs. Clin Infect Dis 
2014;58:22–8. doi:10.1093/cid/cit610. 

[69] Cairns KA, Doyle JS, Trevillyan JM, Horne K, Stuart RL, Bushett N, et al. The impact of a 
multidisciplinary antimicrobial stewardship team on the timeliness of antimicrobial therapy in patients with 
positive blood cultures: A randomized controlled trial. J Antimicrob Chemother 2016;71:3276–83. 
doi:10.1093/jac/dkw285. 

[70] Hulscher MEJL, Grol RPTM, Meer JWM van der. Antibiotic prescribing in hospitals: a social and 
behavioural scientific approach. Lancet Infect Dis 2010;10:167–75. doi:10.1016/S1473-3099(10)70027-X. 

[71] Pakyz AL, Moczygemba LR, VanderWielen LM, Edmond MB, Stevens MP, Kuzel AJ. Facilitators and 
barriers to implementing antimicrobial stewardship strategies: Results from a qualitative study. Am J 
Infect Control 2014;42:S257–63. doi:10.1016/j.ajic.2014.04.023. 

[72] Elmontsri M, Almashrafi A, Banarsee R, Majeed A. Status of patient safety culture in Arab countries: a 
systematic review. BMJ Open 2017;7:e013487. doi:10.1136/bmjopen-2016-013487. 

[73] Pulcini C, Botelho-Nevers E, Dyar OJ, Harbarth S. The impact of infectious disease specialists on 
antibiotic prescribing in hospitals. Clin Microbiol Infect 2014;20:963–72. doi:10.1111/1469-0691.12751. 

[74] Skodvin B, Aase K, Charani E, Holmes A, Smith I. An antimicrobial stewardship program initiative: a 
qualitative study on prescribing practices among hospital doctors. Antimicrob Resist Infect Control 
2015;4:1–8. doi:10.1186/s13756-015-0065-4. 

[75] Bratzler DW, Houck PM. Antimicrobial prophylaxis for surgery: An advisory statement from the national 
surgical infection prevention project. Clin Infect Dis 2004;38:1706–15. doi:10.1086/421095. 

ACCEPTED M
ANUSCRIP

T



15 
 

[76] Bratzler D, Houck P, Richards C, Steele L, Dellinger E, Fry D, et al. Use of antimicrobial prophylaxis for 
major surgery: baseline results from the National Surgical Infection Prevention Project. Arch Surg 
2005;140:174–82. doi:10.1001/archsurg.140.2.174. 

[77] Hohmann C, Eickhoff C, Radziwill R, Schulz M. Adherence to guidelines for antibiotic prophylaxis in 
surgery patients in German hospitals: a multicentre evaluation involving pharmacy interns. Infection 
2012;40:131–7. doi:10.1007/s15010-011-0204-7. 

[78] Martin C, Ofotokun I, Rapp R, Empey K, Armitstead J, Pomeroy C, et al. Results of an antimicrobial 
control program at a university hospital. Am J Heal Pharm 2005;62:732–8. 

[79] Yam P, Fales D, Jemison J, Gillum M, Bernstein M. Implementation of an antimicrobial stewardship 
program in a rural hospital. Am J Heal Pharm 2012;69:1142–8. doi:10.2146/ajhp110512. 

[80] Vong S. Using information technology to improve surveillance of antimicrobial resistance in South East 
Asia. BMJ 2017:51–5. doi:10.1136/bmj.j3781. 

[81] World Health Organization. Global action plan on antimicrobial resistance. Geneva: 2015. 

 

  

ACCEPTED M
ANUSCRIP

T



16 
 

Figure 1: Literature review flow chart of data extraction and study selection process 

 

  

Studies identified through 

database searching = 2801 

Studies screened for title = 

1839 

Studies abstract evaluated = 

99 

Full articles evaluated = 51 

Included articles = 24 

Included papers = 33 

Studies removed after applying limits and duplicates = 962 

Studies excluded after title screening = 1740 and included:  
Studies not relevant to ASP and antibiotics (e.g: management of 

hepatitis, asthma, diabetes, arthritis, acne, hypertension, 

meningitis, malaria, pneumonia and tuberculosis) = 1253 
Studies reporting patterns of AR rates = 253 
Studies reporting patterns of antibiotic use/misuse = 115 
Studies about antibiotic use/misuse not in GCC countries = 65 
Studies reporting antibiotic use/misuse in primary/community or 

dentistry settings = 54 
  

48 articles were removed after abstract screening as they were: 
Studies reporting patterns of AR rates = 23 
Single Antibiotic intervention not part of ASP = 9 
Studies about antibiotic use/misuse not in GCC countries = 7 
Studies about antibiotic use/misuse in community/primary care = 6 
No access to full article = 3 
  

27 articles were removed after evaluating full text as they were: 
Studies evaluating/reporting antibiotic use/misuse= 14 
Studies not in GCC countries = 8 
Single Antibiotic intervention not part of ASP = 5 
  

Grey literature: 7 papers 
National ASP/AR policies: 2 
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Table 1 Search terms 

Antimicrobial stewardship programme 
terms 

Strategies terms Gulf Cooperation Council 
terms 

 

Antimicrobial stewardship program(s), 

Antimicrobial stewardship programme(s), 

Antimicrobial stewardship, Antimicrobial 

control program(s), Antimicrobial control 

programme(s), Antimicrobial management, 

Antimicrobial stewardship model, Antibiotic 

stewardship program(s), Antibiotic stewardship 

programme(s), Antibiotic stewardship, 

Antibiotic control, Antibiotic management 

   

 

Strategy (s), measure (s), 

intervention(s), policy (s), 

practice (s), protocol (s), 

surveillance, procedure (s), 

implementation, adoption, 

recommendation 

 

Gulf Cooperation Council, Gulf 

countries, GCC, Bahrain, 

Kuwait, Oman, Qatar, Saudi 

Arabia, United Arab Emirates 

(UAEs).  
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Table 2: Evidence of ASPs in GCC hospitals 

Country Authors Setting Study Type Existing ASPs Components of 
ASPs 

ASP Team 

Bahrain Al Ansari et al., 2013 
[31] 

Outpatient setting 
attached to Bahrain 
Military hospital 

Audit of 
antimicrobials used, 
patients treated, 
patient satisfaction 
and total costs 
comparison 

Strategy to reduce 
the risk of healthcare 
associated infections 
and patients' length 
of stay 

Outpatient parenteral 
antimicrobial therapy: 
Treatment policy and 
protocol 

ID physician, Chief 
resident family 
physician, specialist 
nurse, pharmacist 

Al Alawi et al., 2015 
[32] 

Outpatient setting 
attached to Bahrain 
Military hospital 

retrospective review 
of case notes of 
patients admitted to 
OAPT clinic 

Strategy to reduce 
the risk of healthcare 
associated infections 
and patients' length 
of stay 

Establishing guideline 
and protocol of 
ceftriaxone use in 
OPAT treatment 
policy and protocol. 
No involvement of 
antibiograms 

ID consultant, family 
physician and 
specialist nurse 

Alqahtani, 2015 [33] 
(Conference 
presentation)  

400-bed defence 
force hospital 

Before/after study Strategy to reduce 
Multi-drug resistance 
bacteria and antibiotic 
consumption  

Formulary restrictions 
and preauthorization, 
local antibiotic 
susceptibility 
antibiogram, 
parenteral to oral 
conversion, guideline 
and clinical pathways, 
antibiotic audit with 
intervention and 
feedback, education 

AMS teams and 
committees 

World Health 
Organisation, 2016 
[34] (WHO report) 

Country's 
preparedness and 
capacities 

International mission 
report 

Hospitals have 
various elements of 
ASPs since 2012.                              
No national plan for 
detection and 
reporting of AMR 
pathogens or 
infections. No 
national plan for 
ASPs at central or 
facility level. No 
centres implementing 
ASPs.  No ASPs exist 
in private hospitals or 
primary care centres 

AMS teams and 
committees, 
antimicrobial use 
guidelines, and staff 
training. Strong 
NHRA control 
(National Health 
Regulatory Agency). 

AMS teams and 
committees 

Kuwait Al Mousa & Aly, 2012 
[35] 

The Directorate of 
Infection Control in 
Kuwait organised a 
national campaign to 
encourage judicious 
use of antibiotics in 
healthcare settings 
during the period 19–
26 March, 2009 

Letter to editor and 
campaign report on 
ministry of health 
website 

Campaign to raise 
awareness of 
doctors, pharmacists, 
patients and the 
public regarding 
appropriate 
antibiotics use called: 
‘Wise use or lose’ . 

Education activities to 
healthcare 
professionals, patient 
and public. Reminder 
SMS communication 
to Drs to use 
antibiotics wisely. 
Posters displayed on 
hospital corridors 

Organised by 
National directorate 
of infection control, 
Scientific and 
Awareness 
committee. No 
involvement of teams 
within hospitals in 
design 

Aly et al., 2012 [36] 9 government 
hospitals 

Audit of medical 
records in 9 
government hospitals 
assessing adherence 
to hospital antibiotic 
policy 

National antibiotic 
policy printed and 
distributed in booklets 
to hospitals since 
2007. Hospitals use 
the national policy as 
basis for their local 
antibiotic policy. 
Existing antibiotic 
policy and guidelines 
at national and local 
levels.  

Antibiotic policy 
contains broad 
evidence-based 
guidelines for the 
prescription of 
antibiotics to ensure 
appropriate 
prescribing 

Organised by 
National directorate 
of infection control, 
Scientific and 
Awareness 
committee. No 
involvement of teams 
within hospitals in 
design 

Kuwaiti Infection 
Control Directorate, 
2014 [30] 
(Government online 
report) 

Nationwide 
Campaign including: 
Audits of adherence 
to national/ hospital 
antibiotic policy (first 
one reported by Aly, 
2012. National 
awareness 
campaigns (1st one 
reported by Al-
Moussa & Aly, 2012). 

Campaign on 
antimicrobial 
resistance and 
judicious use 
targeting doctors in 
the private sector  

Antibiotic policy, 
audits of adherence 
to policy. National 
awareness 
campaigns Education 
workshop 14/11/12 to 
private sector and 
campaign activities in 
government hospitals 
and primary care 
centres 

Antibiotic policy                      
Audits of prescribing 
and adherence to 
policy 

Organised by 
National directorate 
of infection control, 
Scientific and 
Awareness 
committee. No 
involvement of teams 
within hospitals in 
design 

Oman Gunn et al., 2009 [37] Four major hospitals Retrospective 
examination of 
medical records of 
patients admitted for 
Lower Segment 
Caesarean Sections 
(LSCS) 

The Ministry of Health 
Antibiotic 
Chemotherapy Policy 
& Guidelines were 
published in 1998 
and cover the use of 
antibacterials in 
prophylaxis and 
treatment 

most major hospitals 
in Oman have 
established their own 
“in house” guidelines 
for almost all 
antibiotic 
use 

 

Al-Abri et al., 2012 
[38] 
 

Tertiary hospital 
(Royal Hospital) 
Muscat 

Retrospective case 
study involving a 
review of case notes 
of 342 patients 

CAP guidelines  Guidelines and 
antimicrobial use 
policy 
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Za'abi et al., 2013 
[39] 

Tertiary hospital 
(Sultan Qaboos 
university hospital) 

A review of patients' 
medical records of 
365 patients 

Antibiotic handbook 
(antibiotic policy) 
produced by the 
hospital in 2006 is the 
primary antibiotic 
protocol                   
Restricted Antibiotic-
Vancomycin 

Antibiotic policy/ 
guidelines and 
restricted antibiotics 

 

Al-Maliky et al., 2017 
[40] 

Tertiary hospital 
(Sultan Qaboos 
University hospital) 

Observational study 
involving 366 patients 

Local infections 
guidelines and 
Restricted antibiotic 
policy 

Antimicrobial 
guidelines      
restricted antibiotic 
policy 

 

Qatar Khan et al., 2010 [41] Tertiary hospital 
(Hamad General 
Hospital) 

Retrospective audit of 
medical records of 69 
patients 

Local infection 
guideline: Guidelines 
for management of 
CAP 

local infection 
guideline 

 

Abdel-Aziz et al., 
2013 [42] 

Tertiary hospital 
(Hamad General 
Hospital) 

Retrospective 
analysis of patient 
data from different 
surgical units in 
hospital  

Surgical antimicrobial 
prophylaxis 
guidelines 

Antimicrobial 
guidelines 

 

Pawluk et al., 2015 
[43] 

 primary/ community 
and secondary care 

Cross-sectional 
survey targeting all 
pharmacists 
practicing in Qatar 

Various ASP 
strategies reported by 
pharmacist in 
secondary care in 
Qatar 

Formulary restriction 
of antibiotics, clinical 
practice guidelines for 
infectious diseases, 
audit and feedback, 
IV to oral step-down 
guidelines, patient 
education, prescriber 
education, protocols 
that transfer authority 
from prescribers to 
pharmacists, 
antimicrobial cycling 

Pharmacists review 
medication and 
feedback to 
prescribers 

Garcell et al., 2016 
[44] 
 

Community hospital 
(75-bed facility) 

Observational study 
monitoring antibiotic 
consumption and 
compliance with 
policies (2012-2015) 

Hospital has an 
established ASP 
programme                                                
Current strategies for 
ASP in hospital 

Antimicrobial 
prescribing policy for 
therapeutic use and 
surgical prophylaxis 
including antibiotic 
stop orders, switching 
from IV to oral 
antibiotics and 
antibiotic restriction. 
Prescribing audits, 
antimicrobial 
consumption 
monitoring, feedback 
to medical staff and 
management, data 
dissemination, staff 
training and 
development. 

pharmacists monitor 
consumption and 
disseminate rates to 
medical and 
management staff. 
Infection prevention 
and control 
committee working 
closely with Quality 
and Patient Safety 
committees. 

Garcell et al., 2016 
[45] 

Community hospital 
(2013-15) 

Interventional study 
to determine the 
impact of ASP on 
antimicrobial related 
activities in hospital 

Existing, fully 
functional ASP 
focusing on 
appendectomies with 
quality indicators 
(compliance with 
timing, selection and 
dose, discontinuation 
of antibiotic 
prophylaxis as per 
protocol).                   

Staff education, 
monitoring 
antimicrobial 
consumption and 
providing feedback to 
prescribers 

Compliance with 
antibiotic prophylaxis 
was monitored by an 
infection control 
practitioner. 
Monitoring of 
antimicrobial 
consumption was 
monitored by 
pharmacists.  

Saudi 
Arabia 

Jacobs et al. 2003 
[46] 

Riyadh Armed forces 
hospital 

Interventional study 
involving 228 patients 
admitted to Intensive 
Care Unit for 
Percutaneous 
Dilatational 
Tracheostomy 

Antibiotic protocol 
and procedure 
guidelines 

Microbiology/ 
antibiotic protocol 

 

Dib et al., 2009 [47] Tertiary hospital 
Dhahran Health 
Centre 

Interventional study 
with reviews of 
medical records pre-
and post-intervention 

Hospital infection 
control practices 
advisory committee 
producing 
antimicrobial use 
guidelines, education 
and feedback 

antimicrobial use 
guidelines, education 
and feedback 

Clinical pharmacist 
review and feedback 
to prescriber 
regarding adherence 
to guidelines. 
Infectious disease 
consultants used in 
persistent use cases 
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Amer et al., 2013 [48] Tertiary hospital 
(KFSHRC) 

Comparative 
historically-controlled 
study. 24 patients 
enrolled on the active 
ASP arm and 49 
patients on the 
historical control arm 

ASP implementation 
in 2011 including 
ASP team, 
prospective audit and 
feedback, and 
education 
interventions. 
Appropriateness of 
prescribing assessed 
against formulary 
restrictions, adapted 
international infection 
guidelines. Verbal 
and written reports to 
ICU prescribers.     

Proactive core 
strategies: formulary 
restriction and pre-
approval strategies, 
prospective audit and 
feedback. 
Supplementary 
strategies: education 
interventions, 
guidelines, 
antimicrobial order 
forms, 
pharmacodynamics 
dose optimisation, 
antimicrobial cycling.  

ASP team (ID/ 
Intensivist physician 
and ASP 
pharmacists) 

Malhani et al., 2014 
[49] (conference 
poster) 

Medical City (King 
Fahad) 

Retrospective audit of 
medical records 172 
patients before ASP 
implementation and 
205 patients' post-
implementation 

Report on one ASP 
strategy 
implementation in 
hospital 

Audit and feedback to 
prescriber regarding 
IV to oral switch and 
duration of therapy 

ASP team not 
identified possibly 
including pharmacists 

Al-Somai et al., 2014 
[50] 

Tertiary hospital (King 
Abdullah Medical 
City) Makkah. 

Pre- and post-study 
to explore the impact 
of implementation of 
antimicrobial policy  

Antimicrobial policy   Antimicrobial policy 
adapted from 
international 
infectious disease 
guidelines 

clinical pharmacist, ID 
consultant 

Al-Tawfiq et al., 2015 
[51] 

Dhahran Health 
Centre 380-bed 
general hospital 

Interventional study Selective reporting of 
Gram-negative 
bacillus susceptibility 
by clinical laboratory 
services and 
pharmacy,   
considering local 
resistance rates and 
international 
guidelines.  
Education activities 

Cascade and 
restrictive reporting.         
Formulary restriction, 
guidelines and 
education activities 

Microbiologists- 
microbiology lab 

 
Al-Harthi et al., 2015 
[52] 

 
University hospitals, 
private hospitals and 

public hospitals 

 
A cross-sectional 
self-administered 

questionnaire 

  
To investigate the 
perceptions, attitude, 
and prescribing 
practice among 
clinicians about AR 

 

AlAwdah et al., 2015 
[53] (Conference 
poster) 

Tertiary hospital 
(Riyadh) 

Pilot prospective 
quality-improvement 
interventional study in 
paediatric ICU a 

Reported existence of 
ASP       Formulary 
restriction 

Formulary restriction                ASP team mentioned 
but not identified. 
Most likely including 
clinical pharmacist 
reviewing medication 
and recommending 
antimicrobial 
optimisation 
according to 
restricted formulary 
recommendations. 

Haseeb et al., 2015 
[54] (conference 
paper) 

Survey of ASPs in 
Makkah hospitals  

Survey targeting 
hospitals in Makkah 
region 

Existing elements of 
ASP 

Audit of antimicrobial 
use, education and 
training, and infection 
control and 
surveillance. Most 
common types of 
strategies were 
formulary restrictions 
for broad-spectrum 
antimicrobials and 
use of automatic stop 
orders to limit 
empirical therapy of 
antimicrobials in 
Makkah hospitals  

 

Alawi and Darwesh 
2016 [55] 

 
1002-bed tertiary 
care university 
hospital 

 
Prospective 
before/after 

 
Audit, review and 
restriction 

 
Audit and review 
Number of 
prescriptions and 
dispensations, 
incidence of Multi 
drug resistance 
(MDR) and cost 

 

Salahuddin et al., 
2016 [56] 

Specialist hospital in 
Riyadh (King Faisal 
specialist hospital) 

prospective cohort 
study 

antibiotic protocol and 
sepsis guidelines 

De-escalation 
strategy and Sepsis 
guideline adapted 
from an international 
guideline (2012) 

 

Enani, 2016 [57] Mainly in tertiary 
hospitals 

Regional survey 
targeting healthcare 
professionals in 
hospitals involving 
several GCC 
countries.  

Evidence of existing 
ASPs in tertiary care 
settings in Saudi 
Arabia.  

Although the 
definition of ASPs 
was not provided, 
restricted list of 
antimicrobial agents 
and antimicrobial 
audits were the main 
strategies reported 

 

Alshukairi et al., 2016 
[58] 

Specialist hospital 
(King Faisal specialist 
hospital,) Jeddah 

pre-post intervention 
study 

De-escalation 
protocol 

De-escalation 
protocol, education 
and training of nurses 
and physicians re 
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protocol, and auditing 
adherence to protocol 

United Arab 
Emirates 

Hashmey, 2013 [59] 
(oral presentation) 

Tawam tertiary 
hospital, National 
Oncology referral 
centre 

Report Existing functional 
ASP 

pre-approval 
antibiotics (restricted 
antimicrobials), 
guidelines and 
pathways, IT setting 
of infection control 
antibiotic stewardship 
worklist, prospective 
audit with feedback 

Microbiologists, ID 
physicians, ID 
pharmacists, Infection 
Control Practitioners 
liaising with IT and 
Quality office. 

El Hassan et al., 
2014 [60] 

Mafraq hospital, Abu 
Dhabi 

Retrospective review 
of data of 250 
patients 

Surgical antimicrobial 
prophylaxis 
guidelines 

Hospital guidelines 
on surgical 
antimicrobial 
prophylaxis and use 
of bacterial 
antibiograms 

Surgeons, clinical 
pharmacists and 
surgical nursing staff. 
Med review by 
pharmacists 
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Table 3: Identified barriers and facilitators to ASPs adoption in GCC hospitals 

Country Authors Facilitators Barriers 

Kuwait Kuwaiti Infection 
Control Directorate, 
2014 [30] 
(Government 
online report) 

Experience (in relation to age) and antibiotics 
knowledge can lead to good antimicrobial 
stewardship 

Excessive antibiotics prescribing as reported by Drs include: lack of time 
to perform the required investigation, fear of complication and antibiotic 
resistance concerns. 
Barriers to adherence to policy as reported by Drs include: non-availability 
or poor distribution of the policy, neglect of reading the policy, being 
incomplete or not updated and interrupted supply of some antibiotics. 
Knowledge of types of resistant organisms & isolation precautions 

Oman Gunn et al., 2009 
[37] 

Those hospitals that had a consistent policy and 
especially a written policy, made known to all staff, 
had better outcomes as far as post-operative 
infections 

Many health workers considered the guidelines to be out-dated 
 

Qatar Pawluk et al., 2015 
[43] 

 Non-availability of an infectious diseases specialist is the most prominent 
perceived barrier to implementation and expansion of ASP 
Training of pharmacists and pharmacy staff on elements of ASP are also 
perceived barriers. 

Saudi Arabia Al-Tawfiq et al., 
2015 [51] 

Alleviate prescribers concerns through discussing 
evidence of intervention and providing support. Held 
small group meetings with targeted (main) 
prescribers and key/ influential prescribers to 
encourage physicians to support ASP initiative 

Many physicians were comfortable only with prescribing familiar 
antibiotics, difficulty persuading physicians to prescribe specific agents/ 
combinations, relevant microbiology not always available, no incentive for 
prescribers to choose more appropriate antibiotics  

Al-Somai et al., 
2014 [50] 

 Maintaining antimicrobial control during time of Hajj in Makkah is a 
challenge because of increased number of admitted patients and 
increased antimicrobial use. 

Haseeb et al., 2015 
[54] (conference 
paper) 

 Majority of the hospitals lacked local antimicrobial guidelines based on 
hospital-wide antibiograms 

Salahuddin et al., 
2016 [56] 

 reluctance of physicians to de-escalate antimicrobial therapy in 
complicated, sicker patients with drug resistance or fungal sepsis 

Enani, 2016 [57]  Lack of programme funding and personnel as main barriers. Other 
barriers include obstruction from prescribers, and administration, lack of 
awareness of ASPs 

Alshukairi et al., 
2016 [58] 

 High resistance rates in other centres and transfer of resistance to 
specialist centres upon admission for last resort intervention 
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Table 4:  Outcomes of hospital adoption of ASPs adoption in GCC countries 

Country Authors Reduction of 
inappropriate 
prescribing 

Reduction of 
healthcare 
associated 
infections 

Reduction of 
direct 
antimicrobial cost 

Reduction of 
length of stay/ 
mortality metrics 

Reduction of 
antimicrobial 
resistance 

Reduction of 
Broad spectrum 
antibiotic use 

Bahrain Al Ansari et al., 
2013 [31] 

   Only 2 out of 101 
patients were 
admitted to hospital  

 High usage of 
Ceftriaxone  

Al Alawi et al., 
2015 [32] 

   Only 6 out of 97 
patients admitted 
to hospital 

 increased use of 
broad-spectrum 
antibiotics due to 
resistance to first 
and second line. 

World Health 
Organisation, 
2016 [34] (WHO 
report) 

    Detection and 
identification of 
AMR 

 

Oman Gunn et al., 
2009 [37] 

 Hospitals that had 
a consistent policy 
and especially 
a written policy, 
made known to all 
staff, had better 
outcomes as 
far as post-
operative infections 

    

Al-Abri et al., 
2012 [38] 
 

80% adherence to 
antimicrobial 
treatment 
guidelines of CAP 
but excessive IV 
use of macrolides 

     

Al-Maliky et al., 
2017 [40] 

     High use of broad 
spectrum 
antibiotics (90% of 
antibiotic 
prescriptions) due 
to lack of 
adherence/ 
compliance with 
guidelines and 
policy 

Qatar Khan et al., 
2010 [41] 

Adherence to 
guideline in 75% of 
cases 

     

Abdel-Aziz et 
al., 2013 [42] 

Only 40% of 
surgical patients 
received the right 
antibiotic due to 
lack of adherence 
to hospital policy.  

     

Garcell et al., 
2016 [44] 
 

     Reduction in use of 
cephalosporins but 
rise in use of other 
antibiotics such as 
oral penicillin's and 
IV macrolides. 

Garcell et al., 
2016 [45] 

Appropriate 
prescribing and 
administration of 
antibiotics 
improved 

    reduction in 
antimicrobial use 
especially 
cefuroxime 

Saudi 
Arabia 

Jacobs et al. 
2003 [46] 

eliminated 
inappropriate 
prescribing 

Reduced 
perioperative 
infective 
complications from 
32% to 11% 

    

Dib et al., 2009 
[47] 

Education and 
feedback to 
prescriber 
enhanced 
adherence to 
guidelines from 
35% to 68%. 

     

Amer et al., 
2013 [48] 

appropriate 
empirical 
antibiotics 
improved from 31% 
to 100% 

No impact on C diff 
rates 

half the total cost of 
antibacterial agents 

Reduction of 
hospital stay 376 
DDD compared to 
2404 DDD pre-
ASP. Deaths 
decreased from 
33% to 17%. 

  

Malhani et al., 
2014 [49] 
(conference 
poster) 

  Cost savings 
reported as a result 
of ASP team 
interventions 

   

Al-Somai et al., 
2014 [50] 

ASP interventions 
resulted in 37% 
reduction in 
antimicrobial 
consumptions 

 Reduction of direct 
antimicrobial cost 
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Al-Tawfiq et al., 
2015 [51] 

 Reduced C.diff 
rates 

  Reduction of 
antimicrobial 
resistance for 
some organism-
antibiotic 
combinations and 
increase in 
resistance of the 
heavily used 
antibacterial 
(piperacillin-
tazobactam) 

 

AlAwdah et al., 
2015 [53] 
(Conference 
poster) 

Improved 
antimicrobial 
prescribing in 
relation to reduced 
DOT for major 
antibiotics used. 

     

Enani, 2016 
[57] 

Two thirds report 
the outcome 

Two thirds report 
the outcome 

Two thirds report 
the outcome 

60% report the 
outcome 

55% report the 
outcome 

Two thirds report 
the outcome 

Alshukairi et al., 
2016 [58] 

    no significant effect 
on antimicrobial 
resistance 

 

United 
Arab 
Emirates 

Hashmey, 2013 
[59] (oral 
presentation) 

 reduction in c diff 40% reduction in 
consumption and 
associated costs 

 reduction in MDR reduction in use of 
broad spectrum 
antibiotics 

El Hassan et 
al., 2014 [60] 

Low adherence to 
hospital guidelines 
(32%) resulted in 
inappropriate SAP 
prescribing 
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