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If we look to the list above one can conclude that 
it includes the most important and the prevalent 
human pathogenic microorganism. Also the 
resistance is not to one antimicrobial, but rather to 
the last resort one.

The report has identied the policy that all 
countries should adopt to tackle this potentially 
global devastating problem. The policy is simply 
based on coordinated efforts exercised by people, 
Health workers and pharmacists, policymakers, 
and drug industries. As follows:  

People can help tackle resistance by:

1. Using antibiotics only when prescribed by a 
doctor.

2. Completing the full prescription, even if they 
feel better.

3. Never sharing antibiotics with others or using 
leftover prescriptions.

Health workers and pharmacists can help 
tackle resistance by:

1. Enhancing infection prevention and control.

2. Only prescribing and dispensing antibiotics 
when they are truly needed.

3. Prescribing and dispensing the right 
antibiotic(s) to treat the illness.

Policymakers can help tackle resistance 
by:

1. Strengthening resistance tracking and 
laboratory capacity;

2. Regulating and promoting appropriate use of 
medicines.

Policymakers and industry can help tackle 
resistance by:

1. Fostering innovation and research and 
development of new tools;

In April 2014, WHO has published its rst report 
about antimicrobial resistance, including antibiotic 
resistance. The concept is not new but the alarm is 
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now very serious. The report reveals that this 
serious threat is no longer a prediction for the 
future, it is happening right now in every region of 
the world and has the potential to affect anyone, of 
any age, in any country.

The report, "Antimicrobial resistance: global 
report on surveillance", notes that resistance is 
occurring across many different infectious agents 
but it focuses on antibiotic resistance in seven 
different bacteria responsible for common, serious 
diseases such as bloodstream infections (sepsis), 
diarrhoea, pneumonia, urinary tract infections and 
gonorrhoea. The data provided by 114 countries, 
not surprisingly Iraq is not one of them, probably 
due to lack of validated data.

The report links the resistance to clinically 
important bacteria that causes signicant diseases 
as follows:

1. Escherichia coli: resistance to third-generation 
cephalosporins, including resistance conferred 
by extended spectrum beta-lactamases 
(ESBLs), and to fluoroquinolones.

2. Klebsiella pneumoniae: resistance to third-
generation cephalosporins, including resistance 
conferred by ESBLs, and to carbapenems.

3. Staphylococcus aureus: resistance to beta-
lactam antibacterial drugs (methicillin, 
methicillin-resistant S. aureus [MRSA]).

4. Streptococcus pneumoniae: resistance or non-
susceptability to penicillin (or both).

5. Nontyphoidal Salmonella (NTS): resistance to 
fluoroquinolones.

6. Shigella species: resistance to fluoroquinolones. 

7. Neisseria gonorrhoeae: decreased susceptibility 
to third-generation cephalosporins.
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2. Promoting cooperation and information 
sharing among all stakeholders.

I want to remind everybody; people, health 
workers and policymakers that since 1987 no new 
category of antimicrobial was made. So we are 
exhausting our existed resources without any real 
efforts to replace it. Doing so has a simple 
expectation we are going to face a devastating 
condition of having infection responding to our 
antimicrobial. In other word we are going back 
nearly 100 years to the early years of last century. 

Now what I want to raise here is where we are 
amid this dilemma? 

In Iraq, although it is prohibited by law, but on 
the ground antimicrobials is nearly an over the 
counter without any prescription. Most of the time 

the patient himself has already tried one or more 
antimicrobials before he asks the help of the doctor. 
The situation among health workers, doctors in 
particular, is not much different. Their usage of 
antimicrobials is not based, most of the time, on 
any guidelines. Culture and sensitivity is rarely 
used as a guide for the treatment of infections.

 The question now should be addressed to the 
policymakers to activate the regulations and rules 
of judicious usage of antimicrobials, and to adopt as 
well as strictly implement a national policy for 
treatment of infections and scientic usage of 
antimicrobials.

The international bell was rung by the WHO 
report, is it going to stimulate ours?
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(1) WHO report “ANTIMICROBIAL RESISTANCE Global Report on surveillance” see the WHO website 
http://www.who.int/en/

Iraq is considered to be a middle burden country with TB. It is 

the 7th eastern country burden with TB, and occupies the rank 

108 globally. According to WHO report, the estimated 

incidence of TB in Iraq is 45/100000 population (I.e. 

estimated total new TB cases is around 15000 per year), while 

the prevalence is 7٣/100000 and the mortality is 3/100000.1 

Iraq Ministry of Health, supported by many international 

organizations like WHO, provides great efforts and money to 

combat this potentially preventable and curable disease. 

These efforts should always be subjected to scientic 

assessments to measure their impact on the community, so 

we can re-direct these efforts in the right way. One way of this 

assessment is to audit our compliance to the international 

standards and guidelines, and this was exactly what Sameer 

Abdul Sattar Hussein and his colleagues have tried to do in 

their article published in this issue. 

In this editorial we are trying to explain something about Iraqi 

National TB Programme. Also you will nd elsewhere in this 

issue summary of the international standards for TB care in 

this issue. We hope that readers as well as decision makers will 

get the benets from this editorial and the results of the article 

itself. 

Iraq has an estimated 32,249,932 inhabitants. The country is 

administratively divided into 18 governorates with varying 

population sizes ranging from around 800 thousand to 7 

million. The Ministry of Health has established the National 

Tuberculosis Control Programme (NTP) in 1989 with WHO 

support, and introduced the DOTS strategy in 1998. By 2000, 

the DOTS strategy was implemented at all the Governorate 

Respiratory and Chest Disease Clinics – except for the three 

northern governorates of Kurdistan Iraq – assuming 100% 

population DOTS coverage regardless of the actual number of 

people who have real access to that clinic. By 2008, the three 

northern governorates had started DOTS implementation. 

The Government of Iraq considers TB as a major public health 

problem, and keeps TB control high in the national health 

agenda. Currently, many health reforms are ongoing including 

the expansion of the DOTS services into the Basic Package of 

Health Services to be delivered through the nationwide 

network of Primary Health Care Centers (PHCCs). The NTP 

enjoys the full support of the Government of Iraq. In addition 

to the strong political commitment to the National TB Control 

Program, the government also supports the procurement of 

rst and second line anti-TB drugs and the strengthening of the 

storage and distribution infrastructure. The overall 

responsibility for TB control rests with the NTP within the MoH. 

NTP is responsible for policy and strategy formulation, 

coordination with partners, as wel l  as planning, 

implementation and monitoring of control activities. The 

organizational structure of NTP is based on 4 levels: 

1. Chest & Respiratory Diseases Specialized Center at the 

national (central) level in Baghdad: It is responsible for 

training of staff, implementation of the national TB control plan 

and supervision of activities in governorates. 

2. Nineteen Governorate Respiratory and Chest Disease 

Consultation Clinics at the governorate (intermediate) level: 

the governorate clinics are responsible for diagnosis and 

registration of TB cases detected in their geographic areas. 

These clinics provide treatment to their patients or refer them 

to the district TB Management Unit for treatment follow up. 

3. There are 126 health districts in Iraq (peripheral level). The 

health district's core organizational entity is the TB 

Management Unit (TBMU)/ District TB Coordinator (DTC). In 

each one of these districts, the main Primary Health Care 

Center has a TBMU which ensures TB diagnosis and treatment. 

The TBMUs also have TB register and reporting facilities. 

TBMUs are also responsible for the referral of TB patients to a 

PHCC that is the nearest to the patient's residence – if available 

– and for treatment follow-up of patients. The TBMU is the 

basic management unit in NTP. 

4. There are Primary Health Care Centers (PHCCs) throughout 

Iraq (some are directed by Doctors and others are directed by 

paramedical staff) in addition to a number of main PHCCs with 

training functions (peripheral level). The role of PHCCs, other 

than main centers, is limited to the monitoring of patients' 

treatment intake under DOT. 

Do We Strictly Adhere  to The International Standards of 
Tuberculosis Care in Our Daily Practice?

Mohammad Yahya Abdulrazaq

Consultant internist and pulmonologist (CABM, FIBMS, FRCP), Specialized Center for Chest and Respiratory 
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