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ABSTRACT

Objectives This study responds to calls for greater focus
on nursing roles, and the need for nursing integration
within the antimicrobial optimisation agenda. The objective
of this study was to explore Australian hospital nurses’
views on antimicrobial resistance and antimicrobial
stewardship (AMS) in a hospital setting, in order to

better understand the opportunities for and challenges to
integration of nursing staff in antimicrobial optimisation
within hospital settings.

Design Qualitative one-on-one, semistructured
interviews. Interview transcripts were digitally audio-
recorded and transcribed verbatim. Data were subject to
thematic analysis supported by the framework approach
and informed by sociological methods and theory.
Setting Four hospitals (three public and one private),
across metropolitan, regional and remote areas, in two
Australian states.

Participants 86 nurses (77 females, 9 males), from a
range of hospital departments, at a range of career stages.
Results Findings were organised into three thematic
domains: (1) the current peripheral role of nurses in AMS;
(2) the importance of AMS as a collaborative effort, and
current tensions around interprofessional roles and (3) how
nurses can bolster antimicrobial optimisation within AMS
and beyond.

Conclusion Nursing staff are central to infection
management within the hospital and are thus ideally
located to enhance antibiotic optimisation and contribute
to AMS governance. However, without increased
interprofessional cooperation, education and integration
in the AMS agenda, as well as addressing organisational/
resource constraints in the hospital, the nursing role in
stewardship will remain limited.

INTRODUCTION

Antimicrobial resistance (AMR) is one of the
greatest global contemporary health threats,’
as both low-income and high-income coun-
tries continue to use significantly more
antimicrobials per capita than in previous
decades.”” This includes suboptimal antimi-
crobial use in hospitals across high-income
countries, where recorded rates of clinically
inappropriate use range between 20% and
45%. This includes evidence of increasing use
of broad-spectrum antimicrobial agents in
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Strengths and limitations of this study

» Use of in-depth interviews to elicit rich data on
hospital-based nurses’ experiences and perspec-
tives on antimicrobial resistance (AMR), stewardship
and the optimisation agenda.

» Qualitative data are critical to better understand a
range of professional’s views on antimicrobial use
and resistance, including the missed opportunities
for meaningful nursing contributions to optimising
antimicrobials in the hospital setting.

» (Qualitative data hold significant potential for improv-
ing understanding of the potential of professional
expertise in enhancing existing antimicrobial stew-
ardship (AMS) programmes.

» This study is exploratory in nature and profession-
als’ experiences and perspectives on AMR and AMS
may differ across settings/contexts.

» The Australian healthcare system has consider-
able variability across contexts and geographical
settings, and the issues and challenges across the
settings are difficult to completely capture in a small
qualitative sample.

hospitals in multiple countries.”® Optimising
the use of currently available antimicrobials
will not only allow time for the development
of new alternatives but will also protect the
integrity of still-viable antimicrobial options.”™
In response, antimicrobial stewardship
(AMS) programmes (sometimes referred
to as ASPs) have been established and
promoted in Australia and internationally as
a way to improve judicious use of antimicro-
bials. While AMS initiatives often espouse a
multidisciplinary approach,'’ there has been
relatively little research examining the expe-
riences of hospital-based nursing staff beyond
infection prevention and control. This paper,
in response to increasing recognition of the
need for engagement of nurses within the
antimicrobial optimisation agenda, contrib-
utes to a growing body of work focused on
better understanding the challenges for

BM)

Kirby E, et al. BMJ Open 2020;10:e042321. doi:10.1136/bmjopen-2020-042321 1

"1ybuAdoo Aq paroalold 1sanb Aq #720Z ‘6 1dy uo jwod [wg uadolwg//:dny wol) papeojumoq ‘020z 42q0190 62 U0 TZEZY0-0202-uadolwa/oeTT 0T Sk paysiignd 11y :uado CING


http://bmjopen.bmj.com/
http://orcid.org/0000-0001-9754-0342
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2020-042321&domain=pdf&date_stamp=2020-010-29
http://bmjopen.bmj.com/

integrating nursing expertise within this critical multidis-
ciplinary context.

Background

AMS within hospitals

In the past decade, a range of clinical governance
programmes aimed at optimising hospital antimicro-
bial use have been developed under the umbrella term
of AMS.""™" While strategies vary across local and clin-
ical contexts, there is growing evidence that effective
ASPs decrease unnecessary antimicrobial use and thus
contribute to the slowing the emergence of AMR.'* '°
ASPs commonly include restrictive and persuasive strat-
egies and activities'®—several of which are well suited to
nursing roles—for example, ensuring appropriate dosing,
alignment with therapeutic guidelines for common condi-
tions and reporting of adverse events.'®'” While nurses
are well-positioned to shape judicious antimicrobial use,'®
the place of nursing within the optimisation agenda is not
clearly articulated, nor is the impact of nurses on AMS
clearly understood.'” " Various AMS guidelines have been
developed, internationally, that highlight the need for all
healthcare professional groups to be actively engaged in
strategies and initiatives aimed at reducing resistance.”’ *!
Nurses’ professional involvement and active participation
in ASPs is thus a source of untapped potential in securing
the success of such programmes.'*

Nursing and AMS: possibilities and opportunities

Despite the relative lack of research attention on nursing
and antimicrobial optimisation, recent studies have under-
scored the less visible aspects of everyday work already
done by nurses to influence antimicrobial prescribing
and use within hospitals.”*™* Nurses’ presence on the
ward and their responsibilities for patient monitoring
and advocacy highlight their relevance in terms of detec-
tion and documentation of changes to a patient’s condi-
tion.'” # # Research has revealed the instrumental roles
played by nurses in communication and management of
antimicrobials, for example, in prompting, reminding,
checking and querying prescribers’ decisions. Nurses
have been shown to hold considerable potential for opti-
mising use, particularly in monitoring the choice of anti-
microbial, the timing and duration of use and dosage.***°
The close working relationship nurses have with doctors
ideally positions them to affect change, as has been shown
in infection management within the hospital.”” ** More-
over, nursing has a demonstrated record of implementing
improvements in infection prevention practices through
education, quality and safety initiatives.'* 27728

Barriers to nursing integration: knowledge, professional
jurisdictions and social dynamics

Although the potential for nursing to inform and
advance AMS activities seems clear, recent research has
identified numerous barriers that impede such involve-
ment, including limited integration in training regarding
AMS, interprofessional jurisdictional issues and enduring

hierarchical power relations within the hospital.'*’ A lack
of full integration of AMS into formal nursing education
has also been cited as one factor that can limit nurses’
knowledge of AMR and engagement in AMS implemen-
tation.'” * *' In a recent survey of Australian hospital
nurses, more than half rated their antimicrobial-related
knowledge as limited or minimal.* Another factor is the
lack of clarity around the role of nursing in antimicrobial
decision-making and ‘medical prescribing’, with nurses
often situated as ancillary to medical and pharmacy
expertise and authority.'”**** Monsees et al, for example,”
found that nursing involvement in AMS was often viewed
as interfering with the decisions of (medical) prescribers.
Such research points to how professional dynamics are
inherent to practice, and serves as a reminder of the
on-going significance of addressing professional rela-
tions and hierarchies in implementing practice change
around key issues such as antimicrobial misuse.** ***® This
includes how doctor’s authority around decision-making
may impede the willingness of nurses to question or
talk about antimicrobial decisions and use within health
settings.20 29 3436

METHODS

The analysis reported below is part of a broader qualita-
tive programme of research designed to explore profes-
sionals’ experiences and perspectives of antimicrobial
use, practice and optimisation within the broader issues
of AMS and AMR across four structurally and geograph-
ically different hospitals in two Australian states.”® The
objective of this paper was to gain a comprehensive
understanding of hospital-based nurses’ perspectives and
experiences of antimicrobial use, resistance and steward-
ship. Drawing on interpretive approaches to research
design, data collection and analysis, we used qualitative,
semistructured individual face-to-face interviews, across
four hospitals, including: a remote hospital (<100 beds),
regional hospital (<200 beds), tertiary capital city hospital
(<500 beds) and a regional private hospital (<200 beds).
The metropolitan and regional public hospitals had
specialist infectious diseases services and developed
AMS programs, all hospitals had dedicated AMS phar-
macists, and the metropolitan hospital used additional
computer software to monitor and support antimicro-
bial prescribing decisions and AMS program activities.
In Australia, as in many high-income countries, there
are formal requirements for hospitals to have strategies
in place to optimise antimicrobial usage. Every hospital
must have a functioning AMS program as a requirement
for national accreditation.”’

A purposive sampling strategy was used to gain repre-
sentation from a range of institutions, departments and
levels of experience. We approached, via email, all nurse
unit managers (NUMs) working in departments regu-
larly involved in infection management at each hospital,
to request their participation in the study. NUMs (from
departments who expressed an interest in participating
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in the research) were provided with information sheets
(some hard copy, some via email) containing details
about the aims of the study, what participation involved
and the researchers’ contact details, and they in turn
provided them to nursing staff within their departments.
Nurses volunteered by contacting the research team or
by adding their name to a convenient timeslot within
scheduled fieldwork periods that were circulated by the
research team. Participants were interviewed in a private
space within each hospital, either during work hours,
during breaks, or immediately before or after shifts.

Semistructured interviews, lasting between 20 and
60min, were conducted by four research team members
(three females, one male, all university-based sociolo-
gists from Anglo-Australian backgrounds, experienced in
qualitative interviewing) between 2014 and 2019. Partici-
pating nurses worked within a range of departments and
had various levels of experience and seniority (table 1
includes detailed participant characteristics). Following
written informed consent, interviews were digitally audio-
recorded and transcribed in full. An interview guide,
informed by the existing literature, and the authors’
previous experience in the field, was used during the
semistructured interviews, which focused on the following
domains: accounts of the significance of AMR and use in
everyday nursing work, the nursing role in antimicrobial
decisions, interprofessional dynamics around antimicro-
bial use and nurse’s experiences and knowledge of ASPs
in the hospital context.

Patient and public involvement
It was not appropriate or possible to involve patients or
the public in this work.

Analysis

Data were analysed and systematically coded using the
framework approach,” and organised using QSR NVivo
V.11 computer software. This approach to thematic anal-
ysis included the following steps: (1) familiarisation—
in which the researchers reviewed the manuscripts;
(2) identification of the framework— key themes and
issues identified around which the data were organ-
ised; (3) indexing—application of themes to text; (4)
charting—use of headings and subheadings to build up
a picture of the data as a whole and (5) mapping and
interpretation—in which associations were clarified
and explanations worked towards.” Once themes and
codes had been established, the final stage of analysis
involved checking and discussing the data interpreta-
tion among the academic and clinical research team
members. Independent coding of the data was provided
initially by members of the research team (KO, EK and
KK), which was then cross-checked to facilitate the devel-
opment of themes (KO, EK, KK, AB and JB), moving
towards an overall interpretation of the data. Following
several rounds of analysis, the researchers agreed that
data saturation had been reached—namely, we reached
the point when no new themes were identified relating

Table 1 Sample characteristics for interviews (n=86)

Number of

Characteristic participants (%)

Care setting

Public 67 (78)
Private 19 (22)
Location
Remote 15 (17)
Regional 49 (57)
Metropolitan 22 (26)
Seniority
Senior (>10years experience) 60 (70)
Mid-career (5-10years experience) 17 (20)
Junior (<5years experience) 9 (10)
Role
RN 54 (62)
Nurse practitioner 2 ()
Clinical nurse consultant 10 (9)
Clinical nurse educator 4 (5)
Nurse unit manager 10 (9)
Management/education roles (RN 6 (7)
trained)
Specialty
Anesthetics 4 (5)
Cancer outreach 1(1)
Cardiology 9(10)
Emergency 2(2)
General medicine 15 (17)
Gynecology/obstetrics 4 (5)
Intensive care 5 (6)
Infectious diseases 3 (@)
Oncology/hematology 4 (5)
Pediatrics 3 (3)
Patient safety/clinical improvement 2 ()
Plastics 1(1)
Rehabilitation 2 ()
Respiratory 15 (17)
Surgery 16 (19)
Gender
Male 9 (10)
Female 77 (90)

RN, registered nurse.

to the focal areas of study.”® * Verbatim transcriptions
were used to preserve the accuracy of the original data.
Analytic rigour was enhanced by searching for negative,
atypical and conflicting or contradicting cases in coding
and theme development. Several research team members
were integrated into the final analysis, including clinical
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Table 2

Indicative quotations: nursing inclusion/exclusion in AMS

Participant Indicative quotation

RN, regional hospital

I’'ve seen that written on a chart, ‘ID approval’ or on the boxes. I've seen the posters up for

that antimicrobial thing [AMR] but | don’t know what it is.

Clinical nurse educator,
metropolitan hospital

NUM, metropolitan hospital

One of the ID doctors came and | stayed with them and did part of the audit with them and
only then did | realise we have access to [AMS/antimicrobial computer program].

All of a sudden the antibiotics were taken off the ward and they kept saying that they need

approval and we were like, ‘Why do they need approval?’ and things had changed and we
weren’t fully informed. This all happens very quickly. We did get education very quickly and
we understood it then, but the nurse’s role was really important in that because if we’re
looking at charts and we’re administering things for patients we need to know why and what'’s
this all about and what affect that antibiotic can have on the patient, even the side-effects,
the uses, and the amount we’re giving them, all of those things. We can’t just be blindly giving
stuff to patients and | think nurses do have a pivotal role.

RN, metropolitan hospital
RN, regional hospital
RN, regional hospital

Can we access it [AMS program]? | don’t even know’.
If | don’t know what optimal is, | can’t identify sub-optimal...
I think we could possibly increase our knowledge... of the antibiotics and what we’re using

them for and making sure we are aware of the antimicrobial stewardship...so that we are

thinking more about it.
NUM, metropolitan hospital

...empowering those health professionals to be able to speak up...[and] through actually

developing their knowledge and | think that’s really important. ... | think nurses need to be
more educated and | think we should be able to speak up more.

AMS, antimicrobial stewardship; NUM, nursing unit manager; RN, registered nurse.

infectious diseases specialists (JB and JP). The Standards
for Reporting Qualitative Research guidelines were used
to ensure comprehensive reportingfw

RESULTS

Participants

The sample consisted of 86 nurses, from a variety of
departments and with a range of levels of experience (see
table 1 for details). We heard in-depth accounts of everyday
practice, including how participants felt about their level
of knowledge, access to information and education and
role in AMS vis-a-vis other professional disciplines. Three
main themes were derived from the analysis: (1) nursing
knowledge and inclusion/exclusion in AMS initiatives;
(2) interprofessional contributions to AMS as a collabo-
rative effort and (3) perspectives on the potential role of
nursing expertise in antibiotic and AMS. The themes are
supported by qualitative excerpts from the interviews (see
table 2); at times we also refer to the number or propor-
tion of participants represented within each theme. These
are not intended to be interpreted as statistically signifi-
cant, but rather to give a sense of the proportion of partic-
ipant accounts, interpreted through our analysis, which
support each point.*® While our thematic analysis was not
designed to offer comparison between sites, departments
or levels of experience, we were careful to note overall
patterns within the data. Experiences were, for the most
part, consistent according to sites and across depart-
ments, with three notable exceptions: first, the remote
hospital nurses were more conscious of context-specific
scenarios within their hospital, and the consequential

need for context-appropriate AMS activities and guide-
lines. Second, nurses in the private hospital positioned
control and authority over antimicrobials as more heavily
weighted towards doctors than in other settings. Third,
junior or less experienced nurses, were, overall, less
confident in their knowledge around AMS, and in their
capacity to challenge doctors’ or other professionals’
decisions.

Nursing inclusion/exclusion in AMS: knowledge, information
and integration

All participants gave detailed descriptions of their roles
and experiences within the hospital, and their centrality
in processes of administering and managing medications
for patients. Yet, although participants felt considerable
responsibility for direct patient care, the links between
patient care and AMS were less clear. Many participants
flagged their lack of inclusion in AMS activities in their
hospital. This was most evident in accounts of uncertainty
and curiosity around new protocols for restrictions and
approvals of particular antimicrobials (see table 2). But
rather than reflecting a lack of nursing knowledge, when
read in the broader context of the interview data, these
accounts are indicative of the lack of effective communi-
cation around the overall goals of AMS and integration
of nurses in implementation. While there was a presence
of general AMS-related and AMR-related messaging (eg,
through posters), the meanings of acronyms and the
messages behind them were not well recognised. This was
further reflected within the interviews in the sense that
ASPs were not designed for nurses, and we heard several
queries or requests for clarification.
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More than half of the participants felt that they received
little in the way of formal AMS education, or informa-
tion regarding local ASPs. Moreover, several partici-
pants, across hospital sites, described the knowledge and
information that they had gleaned about AMS as reac-
tive, indirect or incidental, as shown in the excerpts in
table 2. These excerpts highlight the difficulties nurses
encountered in feeling excluded from education about
new prescribing policies. The desire for more educa-
tion to facilitate upskilling around AMS strategies was
evident across the interviews, and was articulated as a
necessary step towards empowering all healthcare disci-
plines to participate effectively in collaborative AMS. We
also heard frequent accounts from participants who felt
(partial) responsibility for optimising use and ensuring
patient safety, but also felt a lack of authority in terms
of prescribing. While knowledge was identified as one
necessary element of AMS, so too was being empowered
enough to ‘speak up’ so that AMS could be more of a
team effort.

A team effort? Interprofessional collaboration versus AMS as
‘adding to’ nursing work

Although the vast majority of participants expressed
a desire for greater inclusion in local ASPs, a range of
institutional and bureaucratic issues was flagged in the
interviews. The relationships between medicine, nursing

and pharmacy were discussed at length, particularly in
relation to relative contributions, power and how social
dynamics work ‘in practice’. A key tension emerged,
between the desire for nursing inclusion and better
integrated opportunities to contribute to AMS, and the
additional workload for nurses that AMS entailed in prac-
tice (see table 3). Several participants described similar
sentiments, including the deleterious effects of AMS in
practice for nursing workloads. Indeed, the majority of
participants’ described the double burden of AMS for
nursing: both a lack of consultation or inclusion in ASPs,
and additional work imposed on nurses by AMS proce-
dures. Moreover, participants talked about the responsi-
bility on nurses to ‘push back’ against other professionals
because of AMS-related procedures, as part of their role
as patient advocate. This was most evident in proce-
dures designed to restrict/limit the overuse of certain
antimicrobials.

There was a broad awareness of the need to be familiar
with new bureaucratic processes for restricted antimi-
crobial approvals, yet this was often confounded by the
lack of education or involvement in the purpose of such
practices, as discussed above. We heard several accounts
of nurses taking on new responsibilities in interprofes-
sional relationships. One example was the additional
(nursing) work of ensuring doctors correctly completed

Table 3 Indicative quotations: a team effort?

Participant Indicative quotation

CNC, metropolitan hospital

| think what works well is being able to work closely, particularly with the registrars and

advanced trainees. They are brilliant. To be able to talk to them or work closely with the ID
regs and advanced trainees, | think that’s real helpful....It’s back to that relationship...

CNC, metropolitan hospital

| know they [AMS Team] round weekly...You don’t round with them. They don’t interact with

you. They basically go through and stand in a huge cluster and then you can’t get through.
That’s when you know that they’re around...They just take up the whole thing and you’re
like, “What the hell?” and you can’t get through. Then you know that they’re around because
then your drugs change and you’ve got to — You thought you were giving something and
then you’re not and then you’ve got other things ordered up and so you’ve got to get those

up quickly.
RN, metropolitan hospital

Pharmacy will only dispense one dose if the approval is not put in. So, if the doctor doesn’t

follow-up on that and then it’s after hours then we can’t get our hands on this antibiotic.... If
the approvals not done, we’re missing so then we’re trying to chase someone up or called
the on-call pharmacist in and then the patient is missing their doses. .... So that can be a

little bit annoying.
RN, regional hospital

Because that’s what pharmacy do, they just give you two doses that you’re allowed and then

say ‘No you’re not having anymore’ and then that’s jeopardising the patient. So that’s why

we end up pushing.
CNC, metropolitan hospital

The ward pharmacists would document ‘Needs ID approval’, on the medication chart...l

think time probably has a big factor in it, time management. Say, if you’re on a night shift you
don’t want to deprive a patient an antibiotic just because it’s not approved.

RN, regional hospital

Supply on a weekend, things that are authorised, we have to be authorised and we can’t get

anyone to authorise it on a weekend after hours so then you go and beg, borrow and steal
from places that you know have it.

CNE, metropolitan hospital

The less drugs we give, the less work my nurses have to do that are pointless...So, if we can

cut them down, that’s fantastic.

CNC, clinical nurse consultant; CNE, clinical nurse educator; RN, registered nurse.
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Table 4

Indicative quotations: optimising nursing influence

Participant

Indicative quotation

RN, metropolitan hospital

CNC, remote hospital

CNC, metropolitan hospital

CNE, metropolitan hospital

Manager, metropolitan hospital

RN, metropolitan hospital

We ask them [doctors] about it. We ask them [doctors] why they’re [patient’s] on it. | think
there’s a pretty good culture of being an advocate for the patient and not being scared to
question something that a doctor prescribed.

All nurses, as individuals, have that responsibility that says, ‘If you’re going to administer a
medication, you know that it’s the right medication for that circumstance’ ...and be able to
say at rounds or at handover or whatever, ‘Can we have a look at this? Should we be moving
to oral antibiotics? Is this the best thing?’ looking up results and all of those sorts of things.

The amount of times we pull up, ‘Why are they on this dose? That doesn’t make sense.” We
get to know the kind of typical and atypical antibiotics that we’re using and we talk to each
other a lot and we very much get involved in thinking, ‘Well does that make sense?’ ... if we
don’t understand we always question and we push back. We’re not robots. We don’t just
hand out everything that’s written on a piece of paper.

But with antibiotics it’s kind of as per doctor... we don’t have any authority to challenge, |
guess. Challenge is probably the wrong word, but it's out of our scope of expertise when
it comes to actually the length of it...That’s the issue that we have sometimes is that it’s
ultimately up to the doctor’s choice.

In an organisation like this, I'm very much a support person. | don’t have power over people.
I’m the manager. | try and facilitate and support and | think when you’re trying to change this
kind of practice, strong clinical leadership and just the persistence of it is what matters.

I think the key to making a difference is getting the governance system right, the resourcing
system right, the monitoring system right, the behavioural change, giving people feedback on

their practices.

CNC, clinical nurse consultant; CNE, clinical nurse educator; RN, registered nurse.

authorisation processes, to avoid delays in administering
medication. A majority (55/86) of participants described
informal practices they felt no choice but to employ, to
bypass what they viewed as cuambersome AMS procedures
or to ‘manage’ acute scenarios, particularly overnight, or
out of hours. There was widespread acknowledgement
that AMS in practice imposed additional work for nurses,
but we also heard accounts that highlighted the benefits
of optimising antimicrobial use for nursing work.

Optimising nursing influence: patient advocacy, duty and
responsibility

The final theme derived from our analysis was around
participant views on the role of nursing in AMS, and
the alignment of nursing identity with AMS. Discussion
within the interviews included perspectives on the relative
responsibility of nursing in optimising practice. While the
majority of participants viewed optimising prescribing as
beyond the remit or responsibility of nurses, it was clear
that nursing values and expertise around patient advocacy
and best practice represented a significant (potentially
untapped) resource for AMS. We heard accounts from 76
participants of how nurses’ patient advocacy influenced
(and improved) everyday practice (see indicative quota-
tions in table 4). Some of the more senior or experienced
participants went further, stressing the duty and responsi-
bility of nurses to advocate for patients. Others, as shown
in table 4, described the need for nurses to question, push
back and improve understanding.

These accounts also point to the complicated inter-
professional jurisdictions in terms of authority for anti-
microbials within the hospital. Participants discussed
doctors as responsible for antimicrobials in terms of
expert knowledge or liability, and with ultimate authority
over decision-making. Pharmacists were described as
responsible in terms of expertise, monitoring subop-
timal use and enforcing guidelines. Nurses positioned
themselves most commonly as also responsible for best
practice, as team players, and patient advocates. Thus,
even though participants frequently felt a lack of control
around AMS strategies, they recognised the need to play
a crucial role. A small number of participants discussed
issues of leadership, with some pointing to the broader
institutional responsibilities for AMS. Such accounts tied
together issues of responsibility, jurisdiction, collabora-
tion and inclusion in making meaningful improvements
in practice.

DISCUSSION

Despite calls to better-integrate nurses in antimicrobial
optimisation,25 1 to date there has been limited quali-
tative research, particularly in Australia, that explores
nurses’ own in-depth accounts of their roles and expe-
riences within the optimisation agenda.** *' ** This large
study, encompassing multiple institutional contexts,
provides important insights into interprofessional and
collaborative dynamics and jurisdictional issues in AMS in
hospital settings.43 Our findings reveal several barriers to
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nursing inclusion in AMS, including: a lack of input into
AMS strategies/ASPs, limited authority to enact formal
change, a lack of empowerment in terms of interprofes-
sional roles and teamwork and a lack of clarity around
the roles and responsibilities of nursing within new AMS-
driven procedures.'? It was clear from the interviews that
participating nurses wanted to know more, to learn more
and to be more involved and included in AMS. Yet, the
majority of nurses felt peripheral to AMS practice, as well
as (and relatedly) inconvenienced and burdened by the
additional work it represented.

Our qualitative study aligns with survey data from the
Australian and New Zealand contexts that highlight
the considerable and untapped potential of nurses to
contribute to AMS.** Our findings also extend previous
work in other settings, pointing to the unrecognised and
underused role of nurses in governing antimicrobial
usage, including leadership within ASPs.*** As we have
shown here and elsewhere,*** the significance of nurses’
(seemingly informal) involvement and contributions to
the broad improvement of practice in antimicrobial use
is substantial. However, our findings serve as a reminder
of the challenge of incorporating AMS into nursing work-
flow without simply attributing additional duties and
responsibilities to nurses.'® '

Our study thus adds to call for renewed emphasis
on interprofessional cohesion, collaboration and the
promotion of awareness of antimicrobial optimisation
across all health professional groups.” * * Integral to
this focus must be recognition and acknowledgement
of the work already done by nurses that may informally
or indirectly contribute to judicious antimicrobial prac-
tice, and that currently lacks visibility within formal AMS
strategies. Moreover, our findings highlight nursing roles,
values and identities as ideally and uniquely situated for
AMS. As Olans and colleagues'® (p62) note: ‘many daily
nursing activities are intrinsically interwoven into the
fabric of antimicrobial stewardship’. The imperative to
better integrate nurses into AMS, including reorienting
programmes towards collective endeavour and patient
advocacy, is gaining considerable traction.?” 2 *"* Qur
findings suggest that nurses who feel included, encour-
aged and valued in their contributions will be better posi-
tioned to enact (further) positive change.*' **

The potential roles for nurses in AMS are considerable,
including but not limited to, educating patients, commu-
nicating with and managing other staff, assessment, moni-
toring and review of prescriptions, durations, dosage, and
initiating antimicrobials for septic patients, and initiating
intravenous to oral switch.”’ However, meaningful integra-
tion of nursing can only be achieved through inclusion
and empowerment. It is not simply enough to add to the
duties of nurses; it is vital that nursing staff feel part of the
AMS agenda, and that their contributions are valued and
recognised within multidisciplinary teams.'®” Programmes
that encourage collaborative decision-making, including
between medical and nursing staff, may facilitate improved
relationships and capacity to add value to existing AMS

activities.”® Fostering interprofessional relationships and a
culture wherein AMS is viewed as a collective endeavour
and as the responsibility of all professionals is vital.*> AMS
must resonate with existing identity work across profes-
sionals. Targeting optimisation to nurses’ sense of iden-
tity, as patients advocates, is epistemologically consistent,
and potentially beneficial for all professionals, yet also
will challenge some existing power dynamics. Thus, it is
crucial that ASPs afford collaborative authority to a range
of professional groups, rather that working within the lines
of authority of existing interprofessional dynamics.*® *

Limitations

Our study has various limitations. The sample size, while
large for a qualitative study, is limited to the accounts of
self-selected nurses from four Australian hospitals. These
accounts may in turn be shaped by the organisational
or cultural context of the setting. Therefore, the find-
ings cannot be transferred to other experiences in other
settings, despite providing important themes and theoret-
ical insights likely to have resonance in other contexts.
The study was also conducted over a 5-year period, during
which various AMS policies, organisational structures and
context have evolved (we note here that we reviewed each
hospital’s AMS structure and staffing prior to submission
of the article, and found only small staffing changes (eg,
AMS staffing per hospital has grown by less than 2 FTE
positions across medicine, nursing and pharmacy). We
also note that AMS accreditation standards are evolving
in Australia, with the development and recent assessment
against a clinical care standard around antimicrobial
use37). Further international multisite qualitative studies,
particularly in resource-limited settings, including group-
based designs to capture dynamics across individuals and
professions, would be valuable in further informing anti-
microbial optimisation strategies.

CONCLUSION

As frontline staff in inpatient care, nursing engagement
in AMS presents considerable yet currently underused
opportunities. Nursing identity is well aligned with stew-
ardship identity, and thus significant missed opportuni-
ties currently exist for nurses to contribute to practice,
education, research and policy efforts to reduce AMR.
These missed opportunities exist largely because of inter-
professional power imbalances within the social world of
the hospital.”* Expanding AMS to better empower nurses
is crucial to ongoing attempts to curb the threat of AMR
by improving judicious use of antimicrobials.?® ** % 52
Moreover, improving our understanding of the experi-
ences of nurses will enable meaningful improvements in
AMS activities through contributing interdisciplinary
knowledge and expertise and leveraging nursing skills
and expertise.”* 7
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