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Today, many individuals and organizations across the One Health1 
antimicrobial resistance (AMR) 2 space in Canada are active 
contributors in efforts to mitigate AMR — and it is critical that they 
continue to be so in the future. While the breath of work is positive, 
there is also widespread recognition that the lack of integration 
and coordination of activities raises the health risks posed by 
antimicrobial resistance. In response, the Public Health Agency of 
Canada (PHAC) tasked our project to propose how governance in 
this complex arena can be strengthened in Canada. In the following 
pages, we propose two such models — the product of more than a 
year of consultation with stakeholders representing the breadth of 
One Health AMR in Canada.

Respecting the complex environment, the two proposed models 
take different approaches to providing leadership to those seeking 
to advance the AMR agenda — in one case, establishing a robust 
network whose work is facilitated by a small coordination unit, and, 
in the other, creating what we have called the AMR Centre to lead 
work in particular areas. 

Both models ensure alignment with Canada’s framework for 
AMR response3 and recognize the ongoing responsibilities that 
governments have to design and monitor the impact of the 
forthcoming Pan-Canadian Action Plan (PCAP).4 

To inform our forthcoming Model Options Report, which will present 
the two models at a sufficient level of detail to allow the government 
and/or other funders to move forward with implementation planning, 
we are now seeking broad input on the feasibility and credibility of 
the two proposed models. As you read on, please ask yourself the 
following questions:

1. Does our assessment of the “Key Factors and Considerations” in 
Canada reflect how you see things? 

2. Is each model option feasibile and credible, and could either (or 
both) improve the AMR response in Canada? 

1    One Health refers to the interconnection between people, animals, plants, and their shared environment.

2    In the context of this document, AMR is used as a sweeping term that encompasses antimicrobial stewardship (AMS) and antimicrobial use (AMU).

3    Tackling Antimicrobial Resistance and Antimicrobial Use: A Pan-Canadian Framework for Action (https://www.canada.ca)

4    A Pan-Canadian Action Plan for AMR is being developed by PHAC to operationalize the Framework. 

5    Definition according to the Global Development Research Centre’s “Report of the Commission on Global Governance.”

An Introduction to the Document

What is governance? 
Governance is a challenging concept, so we found it helpful 
to keep several complementary definitions in mind as we 
designed these models:

Governance is about how decisions are 
made — the structures, processes, and 
protocols that ensure accountability, 
transparency, responsiveness, stability, 
equity, and inclusiveness.

Governance determines who has a voice 
in making decisions, how decisions are 
made, and who is accountable.

Governance is “the sum of the many ways 
individuals and institutions, public and 
private, manage their common affairs. 
It is a continuing process through which 
conflicting or diverse interests may be 
accommodated and cooperative action 

may be taken. It includes formal institutions and regimes 
empowered to enforce compliance, as well as informal 
arrangements that people and institutions either have agreed 
to or perceive to be in their interest.”5

Through written and verbal forums, you will have opportunities 
to answer these questions and ask questions of your own. Your 
feedback will inform the recommendations that we ultimately submit 
to PHAC. Please see Page 13 for details on how to submit feedback.
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The sense of urgency underpinning calls for increased coordination 
and leadership within One Health AMR across Canada

Canada’s AMR community agrees that creating meaningful change 
requires action across a complex ecosystem of organizations and 
experts, some with competing interests, and many with priorities 
stretching far beyond AMR. They overwhelmingly agreed that there 
is a strong need for enhanced governance and expressed a clear 
willingness to participate. Virtually nobody that we consulted with 
suggested this notion was a bad idea — some identified nuances 
about how it should be done, but nobody outright resisted the notion.

While participants came to our consultations with an understanding 
of the complexity of the AMR issue, they frequently expressed 
surprise about the diversity of actors in Canada and how little 
they knew about the goings-on in sectors beyond their own. Most 
participants had preferences for how this could be addressed but 
noted a clear willingness to compromise if it meant meaningful 
action and faster mitigation of AMR.  In other words, people are 
less concerned with how things play out, as long as they do indeed 
play out. They noted that “perfect is the enemy of good” — that 
something is better than nothing, as long as it progresses the 
national response.

Over the course of this project, we have refined our understanding of some of  
the important factors that need to be considered in the design of any model

Key Factors & Considerations

COVID-19:  Building on  
Lessons Learned for the  
AMR Response
The COVID-19 pandemic caught the world by surprise, taking a 
social and economic toll of devastating proportions. Individuals, 
organizations, and policymakers across the world have become 
acutely aware of the consequences of infectious diseases 
for which we have no treatment. Canada must leverage the 
awareness and the massive investment that COVID-19 generated 
to accelerate our AMR response. Whether in the areas of 
sharing of information on treatment and prevention, enabling 
rapid actions to develop, license, and distribute vaccines, 
or establishing new coordination mechanisms, the current 
pandemic offers lessons that can be applied to the AMR space.

The currently siloed nature of the One Health AMR response  
in Canada

As noted in the current draft of the PCAP, AMR is a complex issue, 
and addressing it is beyond the capability and responsibility of any 
one government, agency, or organization. The human health, animal 
health, and agriculture and agri-food sectors are already engaged 
in numerous activities to address AMR and many are achieving 
good results in their specific areas of responsibility. Indeed, our 
survey and research confirmed that there is already a significant 
amount of AMR-related activity occurring — advocacy, awareness, 
coordination, education, funding, guidelines and best practices, 
knowledge translation, leadership, legislation, policy development, 
regulation, reporting, research, standards and tools, surveillance, 
training, and more. However, given that silos exist both between 
and within the human, animal and environmental domains, 
there are missed opportunities for cross-sectoral collaboration, 
coordination, and leveraging of scarce resources.

The federated nature of the government in Canada

Governments across Canada have identified AMR as a priority. 
Provinces and territories are undertaking multiple initiatives to 
combat AMR, including surveillance, human and animal health 
professional awareness raising and to reduce antibiotic use, and 
immunization programs to prevent and control infections and the 
spread of infectious diseases.

The federal government has published a national framework and is 
working with the provinces and territories to finalize an initial version 
of the PCAP. The PCAP is a public policy document and therefore it is 
the responsibility of federal government to maintain the plan, and to 
evaluate and report on its success. As a living document, the PCAP 
will likely change over time — and evolve in scope to incorporate 
environmental needs and other emergent priorities. 

Given the federated nature of Canada, decision-making may reside 
with multiple levels of government, with jurisdictions having unique 
priorities and needs.  Any new governance mechanisms that are 
proposed will have to work within these structures and respect 
their constitutional rights and responsibilities. 
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Implementing either of the proposed governance model 
options will involve creating some type of new organization. 
This organization should only be held accountable for the 
responsibilities that it agrees to undertake — which, as 
described above, is not likely to include the entirety of the 
actions within the PCAP. The Framework and PCAP will serve 
as touchstones to ensure that the AMR mitigation efforts 
in Canada are aligned. Given this, any new governance 
mechanism will need to be strategically aligned with the action 
plan, and other key policy and guidance documents.

The importance of certain values and behaviours in any 
governance model

We heard throughout our consultations that, to be credible in 
Canada, any proposed coordination mechanism must be designed to: 

• Be equitable and inclusive, linguistically, geographically, and 
culturally representative, and conscious and respectful of the 
ongoing work happening across the range of sectors that span 
One Health AMR 

• Foster trust and legitimacy through clear and transparent 
communications

• Foster the use of current evidence in decision-making
• Enable real and perceived conflicts of interest to be 

transparently identified and managed  
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A ‘Plan of Plans’
Because AMR is a multisectoral issue, the PCAP will link to 
several different existing and still-to-emerge plans and strategies. 
As such, it can be viewed as a ‘plan of plans.’6

6   Diagram adapted from the World Health Organization’s “Turning Plans into Actions for Antimicrobial Resistance (AMR)”

Improved Governance 
Would Have A Series Of 
Early Benefits

• Demonstrate accountability through stakeholder engagement, regular public reporting, ongoing program evaluations, and transparent 
financial management. 

Meaningful action and faster mitigation of AMR

Improves connectedness and trust across One 
Health AMR in Canada

Increases intersectoral and cross disciplinary 
collaboration

Enables Canada to better meet international AMR  
commitments

Less duplication of effort across regions and sectors

Innovative approaches to identifying and solving 
problems
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Synthesizing the learnings from our stakeholder consultations,7 a broad environmental scan, and best practices in governance design, we have 
developed two model options that will deliver strengthened governance, albeit in two different ways. While both models ensure that there is 
coordinated, measurable work underway to mitigate AMR, a fundamental difference is who makes decisions about what should be done, and 
who implements those decisions. We present the two models by highlighting the similarities and then positioning differences side-by-side.

Two Proposed Model Options

MODEL 1: A CANADIAN AMR NETWORK MODEL 2: A CANADIAN AMR CENTRE 

7   Visit www.amrnetwork.ca to view our “Summary of Findings” documents to see how these proposals evolved using input provided by stakeholders. 

8   See larger illustrations in the appendices (Appendix 2 & Appendix 3).  

These are complex models,8 and the following pages present them at a conceptual level, recognizing that additional details will need to be 
worked out during implementation.  

PURPOSE STATEMENTS  
A purpose statement captures the ‘why’ that unites individuals and organizations from multiple sectors to work toward a shared goal. It is what 
the organization is bringing people together to respond to; everything else flows from this North Star. The differing statements between the two 
models represent the differing ways each one will achieve its goals. 

AMR Network AMR Centre

Assembling an active community and supporting action across One 
Health to mitigate AMR in Canada.

Leading efforts by setting clear priorities and coordinating a One 
Health AMR response to across Canada.

This bottom-up model prioritizes inclusivity to foster and harness 
distributed action across a broad membership.

This top-down model focuses on select priority areas with a staff 
infrastructure to deliver on projects.
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KEY FUNCTION 1: HOW THE TWO MODELS CREATE CONNECTIONS AND FOSTER KNOWLEDGE SHARING 
WITHIN THE COMMUNITY 

AMR Network AMR Centre

Because the Network is driven by Action Groups (continue reading 
to learn more), creating community and connection across One 
Health AMR is a key enabler of this model. 

A sense of community is a by-product of this model — not 
a primary purpose. While the Centre will share knowledge 
resources and collaboration tools across the AMR community, 
its primary purpose is to work closely with partners to undertake 
projects specific to its mandate. It is not designed to bring all 
groups together; instead, it is designed to provide focus. 

Regardless of the model, mitigating AMR requires people working together, and working together requires trust and effective relationships. This 
starts with an ability to connect individuals and organizations from across sectors, disciplines, and regions who would otherwise have difficulty 
collaborating, let alone finding each other in the first place. 

Create Connections: To improve reach and impact across the complex and currently siloed One Health AMR landscape, either model must incent 
collaboration and provide the tools and capabilities to make this easy. Technology, like online forums and contact lists, will enable this, as will 
staff, who will play an essential role in brokering connections, facilitating conversations and sparking the sharing of ideas. 

Foster Knowledge Sharing: Addressing AMR in a One Health context is knowledge-intensive with information constantly evolving as new research is 
released, emerging threats are identified, and timely solutions are discovered. A key role for any model will be to give those across the AMR community 
the ability to easily share, update, and iterate on collective knowledge and generate the best possible evidence to inform action. 

Responding to these needs, both models include staff and technology that will: 

• Provide a centralized, curated knowledge repository with resources to ensure AMR stakeholders and decision-makers have access to 
current evidence through dynamic tools that make information accessible and actionable

• Maintain a database of Canadian resources and distribution lists to help build linkages between those working in AMR response 
• Provide facilitated interactions and offer ways for people and organizations to speak directly to other community members through online 

and in-person forums
• Hold virtual or in-person conferences 

Neither model will include large-scale public advocacy campaigning, although general public awareness resources will be available, and 
projects may include awareness within their project delivery mandates and subsequent knowledge translation.  

THE TWO MODELS RESPOND TO TWO DIFFERENT VIEWS OF HOW CHANGE COULD BEST OCCUR

Stakeholders in our consultations saw systemic change in the AMR response occurring in different ways, informed by their experiences, beliefs, 
and values. In distilling the different perspectives about how change happens, we identified two main views on how to frame the problem and 
respond with potential solutions. 

AMR Network AMR Centre

This model responds to the view that the problem is too complex to 
allow a single locus of control and that what is needed is a small 
coordinating body that can promote information sharing across the 
community, connect disparate groups, identify new opportunities 
and solicit interest to work on them, and pursue greater alignment 
across the community at large. 

This model responds to the view that strong leadership is needed 
to set a focus for the work and to move the agenda forward, 
and that what is needed is a new organization responsible for 
directly leading AMR efforts, with the staffing level that enables 
it to succeed.

Two Proposed Model Options
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KEY FUNCTION 2: HOW THE TWO MODELS ACCELERATE ACTION AND MAKE MEANINGFUL IMPACT 

The raison d’être of our project is to propose governance mechanisms that accelerate decisive actions to mitigate AMR. Both models are 
designed to increase the considerable work that is already under way across the community by coordinating implementation, stimulating 
innovation, and scaling efforts while valuing and leveraging current work and existing organizations. They also both contain mechanisms 
structured to deliver on elements of the Framework and the forthcoming PCAP’s priority actions, and to provide reports and updates to 
government to inform monitoring, evaluation, and updating of the Plan.

AMR Network AMR Centre

What makes this model unique is that the agenda is driven by 
those on the ground. In other words, it not only embraces expert 
knowledge, it empowers it. 

In this model, work is carried out by “Action Groups,” which are 
collaboratives comprised of different network members whose 
aligned self-interests lead to collective impact.  Participation 
in action groups is voluntary and driven only by self-interest; 
members who join or form action groups will have a strong desire 
to accomplish a defined goal. Action Groups are led by the network 
members. Staff from the Network Coordination Office (NCO) may 
provide project management and facilitation supports if requested 
by the Action Group. 

While these groups may occasionally emerge at the behest of 
network leadership in alignment with the annual plan, they will 
most often form organically amongst network members — as 
such, AMR priorities are in large part in the hands of membership. 
However, these groups will be vetted by the Network Coordinating 
Council (NCC) before they achieve formal designation as a 
Network Action Group.9

In identifying what work will occur, this model provides a focus 
by selecting priority areas identified within a multi-year strategic 
plan.  

In this model, saying ‘yes’ to a priority area means saying ‘no’ to 
areas that are not selected. 

Because the Centre will assume responsibility for undertaking 
projects, staff will work on a variety of implementation, 
innovation, and scaling efforts in-house, while also contracting 
work out to leverage the unique capacities and capabilities of 
leading experts and institutions.

The Centre will forge strategic partnerships with leaders across 
One Health AMR in Canada who provide expertise and participate 
in advisory and project working group activities. These partnerships 
are selective, intentional, and focused opportunities to amplify, 
accelerate, and catalyze change across One Health AMR.

Strategic Planning Process in the AMR Centre
Best practice is that management consults broadly to develop a strategic 
plan, which is then approved by the board. This process will make 
detailed considerations regarding what is required to support the evolving 
Framework and the PCAP. Plans like this are generally updated every 2-5 
years; however, emerging threats such as COVID-19 may call for ad hoc 
updates. In any case, this plan will enable the board to set clear and 
focused priorities which the staff will execute. A CEO will oversee the 
day-to-day operations of the organization, while also directing programs, 
projects, and services that work toward executing the strategic plan.

9   Learn more about ‘the lifecycle of an Action Group’ in the appendices (Appendix 4).

Two Proposed Model Options
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Several standing Advisory Committees will be established to provide 
advice and recommendations. Appointed by the Board of Directors, 
these committees will combine expertise in AMR and the specific 
focus of the Advisory Committee. They will have the power to advise 
and influence but are not decision-making bodies. Initially, four 
specialized Advisory Committees will be struck:

• An Equity, Diversity, and Inclusion Advisory Committee will provide 
expert advice about functionality and activities using an EDI lens

• An Economics Advisory Committee will consider the various 
economic implications of the AMR work that is underway

• An International Advisory Committee will inform what lessons 
from other jurisdictions could be applied in Canada, including 
international trends, developments, and potential collaborations

• In the Centre model, a Canadian Scientific & Industry Advisory 
Committee will provide advice and recommendations on projects, 
opportunities, and priorities across One Health. 

• In the Network model, a Broader Alignment Advisory Committee, 
comprised of representatives of governments from across Canada, 
will promote alignment with the Framework, PCAP, and public policy. 

 
We propose that, in both models, the Board of Directors will have 
at least two standing committees — an Audit & Finance Committee 
and a Board Nominating Committee — whose membership will be 
appointed by the Board. Each of these subcommittees will be chaired 
by a member of the Board.

In the AMR Network model, there will be a third standing committee, 
a Network Coordinating Council (NCC), whose role will be to foster a 
vibrant ecosystem by providing a clear vision and annual priorities to 
guide the work of the network. 

The NCC will have the mandate to approve, guide, and inform Action 
Groups, and to approve requests from the Action Groups for Network 
Coordination Office resources (within a Board-approved budget and 
considering other limits).  

The NCC will have 12 members appointed by the Board and that are 
broadly representative of the AMR field and seen as credible experts 
by their peers. 

STRUCTURAL ELEMENT – BOARD OF DIRECTORS

In both of the proposed models, a purpose-built organization will be established to hold funds, manage assets, and hire staff. This organization 
will require a Board of Directors to undertake all fiduciary responsibilities, including strategy development, appointment of the CEO, 
accountability and performance management, monitoring and financial management, and risk oversight. In our environmental scan of comparator 
organizations for the AMR Centre,10 we found that the average number of Directors was 13, that most directors were appointed by government 
and the directors represented a broad range of skills and knowledge.  

We propose that in both models there will be a skills-based Board of Directors with 11 (including the chair) volunteer directors. To ensure the 
Board has legitimacy in the eyes of funders and the AMR community, the Board as a whole will have scientific knowledge and expertise on AMR 
across One Health, as well as governance expertise and knowledge of key subject areas including legal, financial management, technology, and 
public policy domains and be representative of Canada from an equity, diversity, and inclusion perspective, including geography and language.  
The Board will meet at least six times per year, with meetings open to the public.  

10   See details from our environmental scan in the appendices (Appendix 6). 

11   Members can be either individual or organizational. Individual members who were actively involved in the previous year will have 1 vote each. Organizational members will  
       have 1 vote for each individual in their organization who was actively involved in the previous year, and each vote shall be cast by that individual.

AMR Network AMR Centre

The Board will be elected by members who have been actively 
involved in the work of the network in the previous year.11

The Board will be appointed by Canada’s 10 provinces, three 
territories, and the federal government, acting collectively. In 
this model, a key role of the Board is to approve a multi-year 
strategic plan with defined priorities.

Two Proposed Model Options

STRUCTURAL ELEMENT – BOARD SUBCOMMITTEES AND ADVISORY COMMITTEES
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Board Subcommittees AMR Network AMR Centre

AUDIT & FINANCE 

BOARD NOMINATING 

NETWORK COORDINATING COUNCIL

EQUITY, DIVERSITY, AND INCLUSION

ECONOMICS

CANADIAN SCIENCE AND INDUSTRY 

INTERNATIONAL

BROADER ALIGNMENT

STRUCTURAL ELEMENT – BOARD SUBCOMMITTEES AND ADVISORY COMMITTEES [CONTINUED]

STRUCTURAL ELEMENT – STAFF

The staff are more than just numbers and roles: they embody and shape the organization culture. To be successful in this arena, they must 
be able to work across One Health to gain the trust of different types of stakeholders while balancing organization values.12  While both 
proposed models include the establishment of a new organization and the appointment of staff led by a CEO accountable to the Board of 
Directors, the responsibilities of the staff within that organization is one of the largest areas of difference between the models. In our 
environmental scan of comparator organizations, the staff complement of the various organizations varied widely.13 For the purpose of 
developing the models and the budget, we have estimated the staff size and a likely organizational structure. The final configuration will be 
refined during the implementation process and reviewed as experience is gained over time. 

AMR Network AMR Centre

In this model, the members of the Action Groups are enabled and 
empowered to complete the AMR project work. A small staff within a 
Network Coordinating Office (NCO) will perform secretariat functions 
for the membership — providing project management support for the 
Action Groups, facilitating meetings, curating and distributing content 
across the community, monitoring and reporting on activities, resolving 
conflicts, and enabling the free flow of information.  Led by a strong, 
facilitative, collaborative, and inclusive CEO that can balance scientific 
credibility and administrative expertise, the staff role, in this context, 
is best described as the ‘glue’ — it exists to help network members 
connect and communicate.

A total of 32 FTEs will be based out of a single office, along with 
remote work options. The NCO will provide service in both of 
Canada’s official languages.

This model responds to the view that strong leadership is needed to set 
a focus for the work and to move the agenda forward, and that what 
is needed is a new organization responsible for directly leading AMR 
efforts, with the staffing level that enables it to succeed. The Centre 
will be a driving force in moving the needle on AMR in Canada, and, as 
such, a large staff is required. Led by a highly credible CEO, 39 FTEs will 
lead the delivery of AMR activities. In addition to this core operational 
staffing team, the Centre would hire or contract project managers and 
project staff as appropriate using project funds. Staff will be based out 
of two offices located in different regions of the country. Some staff will 
have remote work options to ensure the Centre has representation in 
every region of the country. The Centre will provide service in both of 
Canada’s official languages. The Centre’s staff will work on a variety of 
implementation, innovation, and scaling efforts in-house, while also 
contracting work out to leverage unique capacities and capabilities.

12   See sample values in the appendices (Appendix 7). 

13   See details from our environmental scan in the appendices (Appendix 6)

Two Proposed Model Options

Advisory Committees
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ACCOUNTABILITY TO THE FUNDERS

The Board of Directors (whether of the Network or of the Centre) will be accountable to the funders, whether government or outside of 
government, for the proper use of the funds that it has been given, and for reporting on how funds were used and what results were achieved.  
Accountability mechanisms that will be used to set expectations and demonstrate value for money will include accountability agreements, 
publicly available annual reports (including audited financial statements), and periodic evaluations.

AMR Network AMR Centre

Membership in the AMR Network will be open to individuals 
and organizations (including government, and other networks/
associations) who are working to mitigate AMR in Canada, 
who are Canadian or are based in Canada, and who commit to 
actively contribute to the network. 

A broad-based network recognizes that not everybody’s specific 
interests are going to be exactly aligned all the time. What all 
members will have in common is a desire to slow or to address 
the threat of AMR. The network will convene members who 
share this vision, allowing them to work together on areas of 
shared interest, while respecting that in other areas they may 
have differing or competing interests. 

Members will be required to sign a ‘Membership Agreement’ that 
outlines the reciprocity between members and the network.13

The AMR Centre does not operate on a membership model — instead, 
it delivers results through a combination of its own staff, equipment, 
and infrastructure; strategic partnerships; and contracts with leading 
experts and institutions.

MEMBERSHIP

The two models take fundamentally different approaches to engaging with those active in One Health AMR in Canada. 

13   See appendices for details on the ‘Membership Agreement’ (Appendix 8).

Staff & Knowledge Sharing

Staff

EVENT CALENDAR 
AND SCHEDULING SERVICES

Members &
Partners

VIRTUAL MEETING
SERVICES

SHARED CONTENT

ONLINE FORUMS

NEWS AND 
SOCIAL MEDIA

DATABASES AND
DISTRIBUTION LISTS

CENTRALIZED
RESOURCE HUB

As noted earlier in this section, staff will play 
a vital role in advancing Canada’s response to 
AMR. In the Network, that means providing 
project management resources and facilitating 
connections. In the Centre, that means taking 
on specialized projects. Similarly, staff in both 
models will play a vital role in knowledge 
sharing. This diagram depicts how that might 
look, and what tools they might leverage.

Two Proposed Model Options
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SOME KEY BENEFITS OF EACH MODEL

Successful governance of Canada’s response to AMR will establish agreements on how best to address gaps, leverage existing assets and 
abilities, improve information sharing, increase efficiencies and effectiveness, promote greater standardization, increase adaptability to meet 
needs, contribute to public health decision-making and action, and improve practice, policy, and control measures. In addition, there will be a 
number of benefits that are unique to each model — we’ve chosen to highlight a select few for each. 

AMR Network AMR Centre

• Gives the experts control — it’s the members, not the 
oversight body, who make decisions and drive action

• Connects individuals and organizations from across sectors, 
disciplines, and regions who would otherwise have difficulty 
collaborating

• Enables a high degree of nimbleness and flexibility, allowing 
members to pursue interesting opportunities as they emerge, 
while ensuring the Action Groups have the facilitation and 
project management resources needed to succeed

• Results in reduced duplication thanks to increased connection, 
trust, and cooperation between members

• A classic top-down and purpose-built organization — a familiar 
and easily understood model 

• Focuses on taking decisive action to make meaningful impact in a select 
number of priority areas and drives change in those areas through its 
own staff, equipment, and infrastructure, through strong partnerships, 
and through contracts with leading experts and institutions

• Uniquely positioned to become the focal point for AMR activity 
in Canada through regular initiation of large projects with pan-
Canadian mandates that focus on a select number of priority areas 
and drive change in those areas

• Offers a vehicle through which PHAC could generate an overall 
annual summary of the status of AMR mitigation in Canada. Should 
the Centre undertake accountability for national reporting, it would 
need to be specifically resourced to perform this function. Current cost 
estimates only forecast resourcing for reporting of Centre projects.

ESTIMATED COST OF OPERATING THE MODELS 

For the purpose of developing the models, we have estimated a budget for each. A challenge in presenting budget estimates is that the costs 
of the governance mechanisms themselves represent a sliver of the investment that needs to be made in AMR mitigation in Canada. It is also 
important to note that the two models vary in the degree to which the Network Coordinating Office and the AMR Centre expend project funding 
directly — for example, hiring staff to undertake projects instead of flowing funds out to others to undertake projects.  

AMR Network AMR Centre

The budget for the Network will include funding to be flowed 
to the Action Groups for the delivery of AMR projects. Because 
the annual priorities for the Network will be determined by the 
Network Coordinating Council and the Board, and the specific 
AMR initiatives will be determined by the members through 
Action Groups, determination of a budget for AMR projects and 
programs to be delivered through the network is beyond the 
scope of this project. For modeling purposes, we have budgeted 
a capability to support up to 50 Network Action Groups to deliver 
projects of different sizes. 

The budget for the Centre will include funding for the direct delivery 
of AMR projects.  Determination of the strategic priorities and the 
AMR projects and programs to be delivered is beyond the scope of this 
project.  The staffing model and operating budget presented here are 
designed around critical organizational staffing roles and infrastructure 
costs. Additional project managers and project staff will be hired by 
the Centre using project/program funding to deliver on the identified 
priorities. For modeling purposes, we have budgeted a capability to 
support up to 100 additional project delivery staff.

Two Proposed Model Options



12

Salaries14 AMR Network AMR Centre

OFFICE OF THE CEO $654,000 $960,000

KNOWLEDGE MOBILIZATION TEAM 1,097,000 1,591,000

AMR PROGRAM AND SERVICES TEAM 845,000 1,446,000

CORPORATE SERVICES TEAM 516,000 1,210,000

INFORMATION TECHNOLOGY TEAM 567,000 574,000

SUBTOTAL $3,679,000 $5,781,000

ESTIMATED COST OF OPERATING THE MODELS [CONTINUED]

Operations

TECHNOLOGY $537,000 $822,000

BUILDING OCCUPANCY15 294,000 1,426,000

INSURANCE, PROFESSIONAL 
SERVICES, AND SUPPLIES 262,000 449,000

TRAVEL & COMMITTEES 546,000 440,000

SUBTOTAL $1,639,000 $3,137,000

Total Operating Budget $5,318,000 $8,918,000

Two Proposed Model Options

14   See appendices for details on organization structure and staffing (Appendix 5). 

15   Building occupancy in the Centre model includes space for up to 100 additional project delivery staff.
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Providing Feedback

This document presented two potential model options 
designed to strengthen Canada’s response to AMR. While 
these models are the product of more than a year of 
consultation with stakeholders representing the breadth 
of One Health and AMR in Canada, we are seeking 
continued input into their feasibility and credibility. 

A reminder that the Public Health Agency of Canada has 
asked for multiple model options. Therefore, this is not a 
choosing exercise — we are seeking input on both models.

To submit feedback, please fill out our online form at 
amrnetwork.ca/modelsfeedback. There, we will ask 
the following:

1. Does our assessment of the “Key Factors & 
Considerations” reflect how you see things? 

2. Please provide any comments on the feasibility and 
credibility — and/or take this opportunity to suggest 
necessary clarifications — on:

 a. The AMR Network 
 b. The AMR Centre

VIRTUAL CONSULTATION DATES

In addition to accepting written feedback, we are holding a final round of virtual town halls over Zoom throughout early-April. We encourage 
everyone to attend one of the following five sessions:

• Tuesday, April 6, 2021 @ 1:00 PM EDT

• Tuesday, April 6, 2021 @ 6:00 PM EDT

• Thursday, April 8, 2021 @ 9:00 AM EDT

• Thursday, April 8, 2021 @ 1:00 PM EDT

• Monday, April 12, 2021 @ 1:00 PM EDT

Please register in advance at amrnetwork.ca/registration.

https://www.amrnetwork.ca/registration
https://www.amrnetwork.ca/modelsfeedback
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Appendix 1:  How We Got Here

This report is the product of more than a year of 
consultation with a diverse set of stakeholders that 
represent the breadth of the individuals and organizations 
involved in AMR in Canada to develop governance 
recommendations. 

We began our engagement process with a baseline 
survey, the results of which helped us grasp the AMR 
environment in Canada. From there, we consulted 
broadly with hundreds of stakeholders about functions 
and structure. These conversations, coupled with survey 
responses, research, and expert advice have informed the 
development of this document. 

827 
Stakeholders Engaged

535
Organizations Engaged

210 
Responses to baseline 
survey

150 
Participants in 'functions' 
consultations

21 
Virtual town hall events

40+ 
Hours of in-depth steering 
committee discussions

5
Reports published

19 
Advisors and Special Advisors 
consulted

82 
Participants in 'structure' 
consultations

64 
Comparable organizations 
and strategies examined

By the Numbers

Pan-Canadian 
Framework

Pan-Canadian 
Action Plan

Stakeholder 
Identification

Survey and
Environmental

Scan

Series 1
Consultations 
and Findings

Canadian 
Committee on 

Antibiotic 
Resistance

“One World, 
One Health”

Conference in 
Winnipeg

Canadian 
AMR 

Surveillance 
System

Recommendations 
and validations

Final Report
Submitted to

PHAC

Case Studies
and Jurisdictional

Scan

Series 2
Consultations 
and Findings

FUNDING AND IMPLEMENTATION

OUT OF SCOPE

IN SCOPE

WE ARE  
HERE!
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Appendix 2:  AMR Network Model
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Appendix 3:  AMR Centre Model
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Appendix 4:  Action Group Lifecycle
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Action groups will form when network 
members recognize a need or an opportunity 
and have the desire to take action

A charter will be established to clarify what 
specific actions they will undertake, which  
will be certified by the NCC

Working within the charter and accountable 
for any resources provided by the network,  
the action group proceeds on its work

When the task is complete or when energy 
declines, the action group disbands

Evaluations will determine scaling opportunities 
(if any) and inform the development of future 
action groups

THE LIFECYCLE 
OF AN ACTION  

GROUP

• Starting an Action Group: Members
• Approving an Action Group: Network Coordinating Council 
• Funding an Action Group: Network Coordinating Council
• Project Management Support: Network Coordinating Office

• Measuring and Reporting: Network Coordinating Office 
• Scaling, if Applicable: Members 
• Ending an Action Group: Action Group

Action Group-Related Responsibilities
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Appendix 5:  Org Structure & Staffing

AMR NETWORK AMR CENTRE

OFFICE OF THE CEO • Chief Executive Officer (1)

• NCC, Advisory, and Board Liaison (1)

• Indigenous & EDI Lead (1)

• Executive Assistant (1)

• Total = 4

• Chief Executive Officer (1)

• Advisory & Board Liaison (1)

• Indigenous & EDI Lead (1)

• Executive Assistant (1)

• Corporate Counsel (0.5)

• Total = 4.5

KNOWLEDGE MOBILIZATION TEAM

• The Knowledge Mobilization Team helps 
with “linking the thinking.” In other words, 
it curates and distributes content, and 
monitors and reports on Network/Centre 
activities. The Communications staff 
support organizational communication 
requirements (e.g., annual reports, public 
website, social media). 

• Team Lead (1)

• Creating Connections* (4)

• Fostering Knowledge Sharing (5)

• Communications (1) 

• Administrative Assistant (1)

• Total = 12

*These roles include sector liaisons who 
connect and align existing and emerging 
AMR work across One Health, as well as 
grant writers who support members with an 
inventory of funding opportunities and provide 
support for grant applications.  

• Team Lead (1)

• Creating Connections * (3)

• Fostering Knowledge Sharing (5)

• Communications (3)

• Administrative Assistant (1)

• Total = 13

*These roles include stakeholder 
engagement staff to consult on the 
development and implementation of Centre 
project work.

AMR PROGRAM AND SERVICES TEAM

• In the Network model, this team facilitates 
the incubation, creation, and operation of 
Action Groups. A team of Project Managers 
and Liaisons support the Action Groups 
to successfully set-up, track and deliver 
on their projects and provide facilitation 
support where required.

• In the Centre, this team supports the 
development of the Centre’s strategy and 
provides leadership for priority programs 
and projects. Additional project-based staff 
will be added to this team from project 
funding to deliver on the priority programs 
and projects.

• Team Lead (1)

• Project Managers & Liaisons (5)

• Administrative Assistant (1)

• Total = 7

• Team Lead (1)

• Project Managers & Support (2.5)

• Strategy Development & Oversight (3)

• Administrative Assistants (1)

• Total = 7.5 

+ Additional project managers and project 
staff hired from project funding as required

For the purpose of developing the models and the budget, we have estimated the staff size and a likely organizational structure. The final 
configuration will be refined during the implementation process and reviewed as experience is gained over time. 
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Appendix 5 [Continued]
AMR NETWORK AMR CENTRE

CORPORATE SERVICES TEAM

• In the Network model, the Corporate 
Services Team provides essential back-
office and support services. 

• In the Centre, the Corporate Services 
Team provides essential back-office 
and support services. Human Resource 
services have been scaled to support the 
larger project-based staff that will be 
hired by the Centre.

• Team Lead (1)

• Finance Staff (3)

• Human Resources & Payroll (1)

• Admin & Reception (1)

• Total = 6

• Team Lead (1)

• Finance Staff (4)

• Human Resources & Payroll (3)

• Procurement Support (1)

• Admin & Reception (1)

• Total = 10

INFORMATION TECHNOLOGY TEAM

• In the Network model, the Information 
Technology Team maintains the 
Network’s essential collaboration 
systems.

• In the Centre, the Information Technology 
Team maintains the Network’s essential 
collaboration systems. The size of this 
group may increase with project related 
staff where the Centre is undertaking 
IT-related AMR programs or projects.

• Chief Technology Officer (CTO) (1)

• Cyber Security & Change Lead (1)

• Network Administrator (1)

• Total = 3

• Chief Technology Officer (CTO) (1)

• Cyber Security & Change Lead (1)

• Network Administrators (2)

• Total = 4

TOTAL FULL-TIME EQUIVALENT STAFF 32 39
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Appendix 6:  Lessons Learned

We looked at a series of exemplar organizations as reference points: 

• The Canadian Institute for Health Information
• The Mental Health Commission of Canada
• The Canadian Animal Health Surveillance System
• The Canadian Patient Safety Institute
• The Canadian Agency for Drugs and Technology in Health
• The Canadian HIV Trials Network
• Canada Health Infoway
• The Canadian Partnership Against Cancer
• The Joint Programming Initiative on AMR
 
Through this process, we were able to develop an understanding of typical staff size or board membership. The below graphs represent publicly 
available data from these organizations. A more fulsome reference document, containing 64 relevant case studies, can be read at amrnetwork.ca.

NUMBER OF DIRECTORS ON THE BOARD

0 50
NUMBER OF STAFF MEMBERS

0 800
We looked for organizations in Canada that have a similar structure to the proposed AMR Centre model to understand the design of their Board of 
Directors and found several examples in the human health domain. We found that the membership of the Board varied:

• Two federal appointees, five provincial/territorial appointees, and four-six independent directors
• A chair of the board, four regional nominees, six nominees from the medical, scientific, technical, business and public health sectors, two 

nominees with relevant consumer experience
• An independent chair; a regional distribution of jurisdictional federal, provincial, and territorial representatives; and a number of non-

jurisdictional representatives from health systems, academia, and the general public
• One director or designate from Health Canada, one director or designate from Statistics Canada, five directors nominated by the provincial 

governments; five directors nominated by a non-governmental provincial individual or organization; and one director nominated either by 
the territorial governments or by a non-governmental territorial individual or organization; two directors at large who are nominated by a 
non-governmental individual or organization; and one director at large, independent of government or non-government organizations, who 
will act as the chair 

There was less variability in who appointed the members of the Board:

• In several cases, appointments were made by the Deputy Ministers of Health for the participating federal, provincial, and territorial governments 
• In one case, the provincial and territorial Ministers of Health for the participating governments appointed the Board.
• In another case, the board members are federal Governor-in-Council appointments, made on the recommendation of the federal Minister 

of Health after the Minister has consulted with the Board
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The draft PCAP has identified a set of guiding principles that capture well the types of values that the organization will need to embody 
in order to be successful. The following text has been extracted from the current draft and is subject to change. 

A One Health approach: Adopting an integrated approach recognizes the interconnectedness of humans, animals, and the environment, 
and the need for coordinated actions by all implicated actors.

Moving toward Truth and Reconciliation: We will continue our efforts to renew the nation-to-nation, Inuit-Crown, and government-to-
government relationships with First Nations, Inuit, and Métis peoples to reduce the development, spread and impact of AMR and to 
promote the appropriate use of antimicrobial drugs.

Sustainability and Collaboration: Implementing the Action Plan requires sustained engagement and collaborative actions by all 
jurisdictions, sectors, partners, and the public to effect real change and reduce the emergence and spread of AMR.

Flexibility: Implementing the Action Plan requires a flexible and tailored approach that is adaptable and recognizes that the challenges 
posed by AMR and AMU and capacities to respond to it, vary across governments and sectors.

Information Sharing: A concerted response demands that information and best practices be shared and leveraged across jurisdictions 
and sectors. 

Applying a Health Equity Lens to Programs: All people—regardless of their sex, gender, race, income, education, sexual orientation, 
geographic location, age, or culture—have equitable access to appropriate healthcare services. 

Developing Culturally Safe Programs and Policies: To reflect and meet the needs of Canada’s diverse population, programs and policies 
will respect cultural realities and practices, while promoting the safety of individuals and communities. 

Global Cooperation: Canada’s response to AMR is inextricably linked to global efforts and solutions. It is important for Canada to 
continue to contribute to global efforts and to align with international efforts to better position and leverage domestic actions that 
maximize contributions and benefits to Canada in the global context.

Appendix 7:  Potential Organizational  
Values
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Appendix 8:  Membership Agreement
The following are some of the elements that may be included in a Membership Agreement.

Members must agree to:

• Participate in network activities on a regular basis

• Contribute to the knowledge base, within the limits of intellectual property

• Work respectfully and collaboratively with network members

• Participate in good faith toward decision-making and conflict resolution, recognizing that members need not agree on all issues

• Not take a position regarding issues on behalf of the Network, without the consent of the Board

• Action Groups will clarify in advance, on a project-by-project basis, how they would like to advocate with one another 
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