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ABSTRACT

Objectives Despite escalating antimicrobial resistance
(AMR), implementing effective antimicrobial optimisation
within healthcare settings has been hampered by
institutional impediments. This study sought to examine,
from a hospital management and governance perspective,
why healthcare providers may find it challenging to enact
changes needed to address rising AMR.

Design Semistructured qualitative interviews around
their experiences of antimicrobial stewardship (AMS) and
responsiveness to the requirement for optimisation. Data
were analysed using the framework approach.

Setting Two metropolitan tertiary-referral hospitals in
Australia.

Participants Twenty hospital managers and executives
from the organisational level of department head and
above, spanning a range of professional backgrounds

and in both clinical and non-clinical roles, and different
professional streams were represented.

Results Thematic analysis demonstrated three key
domains which managers and executives describe,

and which might function to delimit institutional
responsiveness to present and future AMR solutions. First,
the primacy of ‘political’ priorities. AMR was perceived

as a secondary priority, overshadowed by political
priorities determined beyond the hospital by state health
departments/ministries and election cycles. Second, the
limits of accreditation as a mechanism for change. Hospital
accreditation processes and regulatory structures were
not sufficient to induce efficacious AMS. Third, a culture

of acute problem ‘solving’ rather than future proofing. A
culture of reactivity was described across government and
healthcare institutions, precluding longer term objectives,
like addressing the AMR crisis.

Conclusion There are dynamics between political and
health service institutions, as well as enduring governance
norms, that may significantly shape capacity to enact AMS
and respond to AMR. Until these issues are addressed, and
the field moves beyond individual behaviour modification
models, antimicrobial misuse will likely continue, and
stewardship is likely to have a limited impact.

INTRODUCTION
Antimicrobial resistance (AMR) is a current
global crisis that will persist and accelerate

.2 Alex Broom,® Katherine Kenny

;2 Jeffrey J. Post @ *°

Strengths and limitations of this study

» Documents previously unrecognised influence of
political priorities and governance structures which
may significantly limit the power of antimicrobial
stewardship activities.

» This study brings into focus levels of power and
influence that have previously been opaque with a
focus on the individual prescriber behaviour.

» Indicates the importance of integrating non-clinicians
on processes and practices of implementation.

» Limited to the public health system in Australia—
likely to have cross-sector applicability but needs
further examination in other settings.

without substantial change in our antimicro-
bial use. Antibiotic-resistant infections and
the burden of mortality associated with them
are increasing internationally.' > And yet inter-
nationally, effective action to preserve antimi-
crobials for the future has been peculiarly
limited. Within Australian hospitals, antimi-
crobial use actually increased between 2016
and 2017 from 932.8 to 956.8 defined daily
doses per 1000 occupied bed days and inap-
propriate prescribing is persistent over time
at 21.4% of hospital prescriptions.” * Inter-
nationally, antimicrobial stewardship (AMS)
processes (aimed at the optimisation of anti-
microbial use) have also had limited trac-
tion despite substantial resource allocation
towards regulatory processes.”” As roll-out
of AMS has, disappointingly, not resulted in
significant changes in practice, even in high-
income countries, international attention has
begun to focus on the societal and human
influences on antimicrobial use.” The authors’
and others’ research have demonstrated the
influence of broader social, cultural and
systemic dimensions on antimicrobial use
and stewardship.”™" While the macro factors
structuring individual prescribing decisions
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have now received significant attention, the health system
governance dimensions have received little attention. Yet
these systemic dimensions may be as, or more, significant
than interactional influences."

The AMS field internationally is still largely focused
on finding the right ‘AMS champions’—the right moti-
vation (the right ‘carrot’ or ‘stick’)"® to empower clini-
cians to prescribe judiciously and push antimicrobial
use in the right direction.'* " But the very systems within
which attempts to enact change are occurring are highly
complex and interwoven with economic and political
priority setting. Such processes require critical examina-
tion to identify the way forward to effective stewardship
and potent AMR solutions.

This study was designed to extend previous pilot work
from the investigators,'® and examines, from the perspec-
tives of a range of senior healthcare managers and
executives from hospitals in Australia, the interplay of
governance, managerial responsibility and clinical prac-
tice, with a view to understanding how institutional forms
and priorities might shape antimicrobial optimisation
practices. Previous studies have examined macrostructural
drivers of AMR such as the global flows of pharmaceuti-
cals and research and development, and microinterac-
tional issues such as individual prescriber behaviour and
interprofessional and intraprofessional issues have been
examined by the authors and others.” ' This study
examines the accounts of actors operating at the ‘meso’
level; the space where political policy and currency meet
hospital governance and individual prescribers, and how
complex dynamics in this level may critically determine
or delimit action on AMR.

Context: AMR/AMS within Australia

The Australian government released its first AMR
Strategy in 2015 and an implementation plan to
support this strategy. This strategy included the regula-
tory requirements of the presence of AMS programmes
within Australian hospitals. This study was performed in
two metropolitan Australian Hospitals. AMS is a regula-
tory requirement for all Australian hospitals (public and
private) and is assessed for hospital accreditation under
the National Safety and Quality Health Service Standards.
Hospitals are required to have an AMS policy, governance
systems in place, and monitoring and quality improve-
ment systems in place around antimicrobial prescribing.
Stewardship programmes were present in both of the
participating hospitals, including electronic decision-
support systems for antibiotic approvals at both sites.

METHODS

This article draws on interviews with 20 hospital managers
and executives from the organisational level of depart-
ment head and above, which were conducted as part of
a larger study into the social dynamics of AMR across
two hospital sites in one major metropolitan area of
Australia between 2018 and 2020. At each site, potential

participants were purposively sampled and contacted via
email with study information and an invitation to partici-
pate in a research interview. Overall, 50 hospital managers
and executives were contacted and 20 interviews were
completed before February 2020 when recruitment was
suspended due to COVID-19. Of these, 12 participants
were currently working in hybrid clinical-managerial
roles, and 8 in exclusively executive roles. Interviews
were conducted face-to-face, digitally audio-recorded and
transcribed in full. Participants were all clinically trained
and were currently employed in both clinical and non-
clinical roles across a wide range of different professional
streams. Interviews were semistructured and focused on
the day-to-day practices of governance-in-action including
questions about daily responsibilities, individual and
institutional priority setting, accountability, determina-
tions of value, how change is enacted, how performance
is managed, the daily pressures of participants’ roles and
the short-term, mid-term and long-term objectives that
drive hospital practice.

Analysis

The thematic analysis of the data was driven by the frame-
work approach. This included full transcription and
review of interviews, familiarisation with the data, coding,
developing a working analytical framework, applying
the analytical framework across the entire dataset and
finally, developing an overall thematic interpretation of
the data.”” Independent coding of the data was provided
initially by members of the research team (author 1,
author 2 and author 3), which was then cross-checked to
facilitate the development of codes, categories and even-
tual themes. Analytic rigour was enhanced by searching
for negative, atypical and conflicting or contradicting
cases in coding and theme development. Inter-rater reli-
ability was ensured by integrating research team members
in the final analysis, including two infectious diseases
specialists (author 4 and author 5).

Patient and public involvement statement

While this article comments on the perspectives of
hospital executives and senior managers, this research
also more broadly included patient and public involve-
ment. Patients, carers, as well as stakeholders in legislative
and policy and accreditation-related roles were also inter-
viewed and/or observed along with a variety of healthcare
workers both in and outside of the clinic.

RESULTS

Participants

Twenty managers and executives were interviewed (12
men and 8 women), from a range of positions from
the organisational level of department head and above,
across two metropolitan hospitals in Australia. Repre-
sented departments included surgery, oncology, haema-
tology, respiratory medicine, neurology, intensive care,
pharmacy and senior executive positions.
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Table 1 The political context of hospital governance

Indicative quotations

Participants Quote

P 26

...you don’t ever hear about the Ministry caring about patterns of [antimicrobial] prescribing. It’s not something

that anyone above me ever appears to have cared about.

P3 | think, at this point in time, there is a difficult situation to balance risk and management of all conditions, in that
to a large degree the government and Ministry are very risk averse, and so there’s a pressure on that says, “If
you have chest pain, or if you have problems with your speech, or if you have a high fever, you could have a
cardiac issue, a stroke, or B sepsis.” Meningococcemia is obviously the big one in that sphere.

P4 I’ve been in this role, well, I've worked in this area for 11 years, but | suppose I’'ve worked at the district since

2011, so that’s eightyears. So, I've not really been asked to provide any information about antimicrobial
stewardship, other than you’ve got a system in place.

Theme 1: the political context of hospital governance

A significant theme in this study was the ‘politics’ that
surround hospital governance. Executives perceived that
they were held accountable for achieving targets that
were prioritised by the Ministry of Health vis-a-vis those
espoused by regulatory agencies or accreditation bodies.
Given this, almost all the interviewees perceived AMS
as a low priority for the government or the Ministry of
Health. When reflecting on what was prioritised, the issue
of public accountability (of the Ministry), and the health
service accountability (fo the Ministry) was perceived as
paramount, leading to a focus on media sensitive perfor-
mance indicators (such as emergency access targets),
inpatient activity (which drove funding), and balances
of services which improved outcomes and reduced costs.
Interestingly, a number of participants did identify that
appropriate antimicrobial use would improve hospital
outcomes and potentially reduce costs associated with
long-term-resistant organisms and adverse outcomes
from infections; however, as one executive reflected, this
loop was not perceived to be ‘closed’ in the minds of
Government (and was a cost benefit ‘too long term’ for
prioritisation in current government models—see theme
three). Participants did reflect that it was a requirement
to have a system in place for stewardship, but beyond that,
at this point, there was little accountability for antimicro-
bial improvement outcomes (for indicative quotations on
this theme see table 1).

Theme 2: the limits of accreditation as a mechanism for
change

Accreditation standards for the hospital in terms of AMS
were discussed. A minority of participants reflected on the
increased attention on AMS via inclusion in the National
Standards. However, the other participants reflected on
the perceived limited power of accreditation to bring
about meaningful change in prescribing, including
that there was not a clear agreed requirement for AMS
for accreditation, and that they had not seen ‘strong
language’ from accreditors around AMS (which would be
perceived as a powerful incentive for change). The focus
on performance measures was perceived to direct atten-
tion away from issues of clinical leadership and influence

which were perceived to have more power in changing
practice. The lack of clarity around what was required
for accreditation, in combination with variation between
assessing accreditors in what attention was focused on,
and a perceived lack of consequences for ineffective
systems, led to a sense of inertia around instituting effec-
tive optimisation and thus responding to AMR (for indic-
ative quotations on this theme see table 2).

Theme 3: a culture of acute problem-solving rather than
future-proofing

The political flows of influence, and perceived limits
to the power of accreditation processes, were accompa-
nied by a third and vital macro characteristic—a ubiqui-
tous and often implicit ‘triage ideology’ for maintaining
institutional health. At all levels of management, partic-
ipants reflected that the system was reactionary, and
often in response to acute or media-sensitive events, and
in a system with limited resources, this left little room
for resource allocation for longer term issues such as
addressing the risk of AMR. Although the majority of
participants reflected on the increasing importance and
threat of AMR, and expressed concern about the future,
they discussed the lack of visibility of AMR and the impor-
tance of AMS in a system that was reactive to problems
that were more acutely visible and more immediate. Some
participants reflected on the high volume of clinical
workload, which also limited the capacity of actors within
the system to devote attention on longer term issues (for
indicative quotations on this theme see table 3).

DISCUSSION

AMR is a clear and present danger. However, despite
national strategies directed towards limiting AMR,
significant change in use of antimicrobials in Australia
and internationally is proving difficult to achieve.? 2
Increasingly, there is a need to examine the ideolog-
ical, political and economic factors that limit antibiotic
optimisation strategies despite substantial investment
in such activities. There are relatively limited data on
the role of politics and governance on antibiotic opti-
misation activities or the viability of AMR solutions
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Table 2 The limits of accreditation as a mechanism for change

Indicative quotations

Participants Quote

P 23 Well, | don’t think the accreditation system works necessarily very well. It all comes down to how good your
executive in the hospital is and what they’re trying to achieve, what their vision is.

P22 The difficulty with AMS is what’s the agreed requirement? It’s not clear. We don’t have a World Health

Organisation that said, “Okay, for surgical safety, you should do this checklist,” and so an accreditor will just
come by and say, “Show us your whole bunch of charts and we’ll check and see if the checklists have been
done properly,” and then they’re happy, or they talk to the staff and they say, “Tell me what you do to make
sure you’ve got the right patient and you’re doing the right procedure on them.” So, it’s really cut and dry.

P 20 So those Standards, those one to 10 are the key things that if we focused on those — well, we’re focusing
on those, but we’re focusing not quite on the right path. We need to focus more on what are the things
underneath that, systematically the behavioural things, like you talk about, is that we’re afraid to escalate
because we don’t want to be yelled at by Sir, so we don’t when we’re worried about a patient. It's the human
factor side of things of escalation. We fail to talk to one another because we’re all too busy and we don’t have
time. And we don’t properly assess patients. We’re rushing, we’re busy, we’re focused on KPIs. So, if we
focused on those three things, and following guidelines, we’d be a lot better off.

(for exceptions see'®#%) . This study draws attention to

broader systemic issues which are layered across the
roll-out of stewardship within the Australian hospital
environment, including the influence of government
level priorities (which influence priority setting within
hospitals) and regulatory processes.

The issues we have raised here align with the
emphasis of recent work in implementation science
and complexity science.?® 27 That is, how microinter-
ventions (ie, AMR based surveillance, restriction and
improvement systems, often under the rubric of AMS,
‘take hold’—or not, as the case may be—within an envi-
ronment which is dynamic, complex and evolving).
This includes the vagaries of politics and the implicit
logics of institutional ‘health’ (vs what best serves indi-
vidual health). Often, such spheres of implementation
are opaque despite having a major effect on uptake of
evidence based practice27 and in this case, AMR solu-
tions. AMS in hospitals has to a large extent focused on

the micro—such as individual adopter characteristics
and/or intraorganisational characteristics such as low
resource settings.28 This has meant little attention to
the macrocontext such as political influence, endemic
institutional logics of survival, viability of deployed
legislative requirements (ie, once they ‘trickle down’ to
institutions), and how all these factors manifest within
organisations and their ability to respond to AMR.

This study begins to bring into focus reasons which
may underlie the inertia of health systems in their
AMR responses. In this study, participants describe
responding to political priorities (characterised by risk
averse, media sensitive, short-term outcomes) and regu-
lated by a system of accreditation which is perceived to
have limited traction in determining meaningful AMR
progress within institutions, resulting in limited moti-
vation for moving beyond tokenism in AMS responses.
Internationally, the critical need for collaboration
between government departments and hospitals to

Table 3 A culture of acute problem-solving rather than future-proofing

Indicative quotations

Participants Quote

P 20 It’s all reaction. “Shit, the Minister is looking bad at the minute. It’s on the front page of the paper. Quick, quick,
quick. We’ve got to have a teleconference. We’ve got to pull everybody together.” It’'s very reactive, and yet
probably the issues have been around for a while. But as soon as it hits any media, it’s all up in arms of, “Quick,
you’re making the Minister look bad and where’s the response?”

PS5 What our mandate is, is the here and now of acute medicine. The reality is if we could invest a little bit into the

future, then we would reduce, for the future, the requirement for acute medicine right now. But how do you
prioritise the resources that you’ve got that don’t feel like they’re enough to be able to deal with the here and
now acute, to be able to allocate some to the future? And how do you find that balance? ...

P8 Because antimicrobial resistance is one of those topics that is, | guess, a broader issue as opposed to
specifically an individual for that person at that time. Yes, there’s some studies, | think, that point to resistance
even on a one-off one individual type scenario. But antibiotic resistance is one of those more global, bigger
concepts, whereas sepsis, and the risk of dying from sepsis, is much more immediate, here and now, for both
the individual, and perhaps even for the treating clinician. Because the person in front of you you're treating
for potential sepsis, isn’t going to exsanguinate from antibiotic microbial resistance at that time. Whereas they

could do from sepsis.
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improve AMS has been identified.*” In addition, lack
of coordinated government action on AMR has been
documented. Examples include an extensive review of
Canadian AMR policy identified a significant absence
of policy approaches to antimicrobial regulation, and a
lack of AMR engagement from professional associations
and regulatory colleges.” The limits of behavioural
change-focused strategies such as educational interven-
tions were highlighted in this report. The Italian picture
echoes the same story; in a country with an extremely
high burden of multiresistant bacteria and the largest
number attributable deaths from resistant bacteria in
Europe, a report by the European Centre for Disease
Prevention and Control identified a lack of urgency
about AMR and a tendency of stakeholders to avoid
taking charge of the problem. Lack of leadership and
institutional support, coordination and accountability
for activities was also identified .”' The UK’s 5-year
national action plan on AMR 2019-2024 does begin
to define the broad changes required to address AMR
and optimise antimicrobial use within the UK, and is
beginning to examine system level strategies such as
delinking funding of antibiotics from volume of antibi-
otics use.”® From our study, it would seem that the envi-
ronment of AMS governance and prioritisation within
Australia is not yet optimised to enable an effective
response to AMR, and that a focus beyond prescriber
behaviour, encompassing government priorities and
clearly specified regulatory processes, would likely be
necessary to effect change in hospital AMS processes.
The imperative for clear governance is recognised at a
government level in Australia, with the first priority of
the recent Australian Antimicrobial Resistance Strategy
being ‘Clear Governance for Antimicrobial Resistance
Initiatives’.*

This study was performed within two public metro-
politan hospitals in Australia. It is therefore exploratory
in nature and governance may differ across settings/
contexts. The qualitative nature elicits rich data on
the experiences and perspectives of actors within the
management of hospitals, but government and regu-
latory authority perspectives were not explored in this
study and would be an extremely useful direction for
future research.

CONCLUSIONS

There are complex political and regulatory dynamics
which are interconnected with and influence antimi-
crobial use and optimisation within hospitals and which
therefore impede AMS efforts to reduce inappropriate
prescribing, a major driver of AMR. AMS activities when
enacted in a system that prioritises reaction to crisis,
risk avoidance, and financial performance indicators,
may gain limited traction. Stewardship activities that
focus on individual patient and prescriber behavioural
change in antimicrobial prescribing, but do not address
the higher influences and dynamics of system the actors

are within, are likely to be significantly limited in power
to generate longer term systemic changes in antimicro-
bial use.

DISSEMINATION DECLARATION

We plan to disseminate the results to hospital, community
and patient organisations through internal reports and
peerreview manuscript, as it becomes available.
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