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International Program

• Why do we over-use?

• What social factors/behaviours drive over-use and mis-use?

• In which way do we need to change our thinking to change ‘prescribing’ and reduce the 
overall antimicrobial load?

• How might this be one key platform for addressing AMR more broadly? 

• How might AMS engage social factors?



Government’s National Antimicrobial Resistance
Strategy & Implementation Plan cite “judicious prescribing” and “clear 
governance arrangements…and accountability”





Appropriateness? 
Appropriateness of Antimicrobial National Data 2016



THE COMPLICATED SOCIAL WORLD 
OF ANTIBIOTIC 'PRESCRIBING'
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• Hospitals
–7	hospitals in	total	
–Metro,	regional,	remote
–Public/private
–QLD	and	NSW

• Qual	interviews
–>150	doctors	
–>100	nurses	
–>50	pharmacists	
–>20	managers

• focus	groups
– ICU, Inter	professional,
junior	doctors, surgeons,	

–pharmacists

A	Program	of	Research



Clinical/Sociological	Nexus



Vulnerability,	fear	and	risk



Doctor:	I	probably	tend	to	over	treat	rather	than	under	treat.

I:	And	why	is	that?

Doctor:	Oh,	fear	of	relapse	and	uncertainty	that	they’re	going	to	get	
better.	And	actually	lack	of	evidence-based	knowledge	in	myself...	
Safety	for	us	is	not	making	a	mistake,	not	missing	something,	where	
a	patient	has	a	bad	outcome	…	mis-prescribing	is	more	of	[a	
broader]	issue.	[Consultant,	Paediatrics,	Male]



• P3,	I	think	if	you’re	looking	more	at	the	human	aspect	[of]	what	antibiotics	are	
prescribed…It	is	possible	that	many	times	good	medicine	takes	a	back	seat,	and	the	driver	is	
fear.	Surgeon	is	fearful	of	his	surgical	site	infection	or	his	numbers	looking	bad.	I	am	fearful	
of	a	patient	dying	on	my	watch.	I	would	like	them	to	survive	until	the	morning	and	die	later	
on.

• P5:	Take	over	from	the	real	instinct.

• P4:	The	fear	is	that	you’re	missing	sepsis.	That	fear,	there’s	nothing	wrong	with	that.

• P3:	The	fear	is	there.	The	fear	is	always	there.

• P5:	Of	course.	They’re	very	fearful.

• P3:	[P3	starts	role	playing	a	surgeon]	“He	was	all	right	when	he	came	and	now	he	is	not	
good.	He	has	deteriorated	under	my	watch.	I	don’t	like	that.”	

• P5:	[P5	continues	roll	playing	surgeon	and	how	they	would	talk	to	another	doctors]	“Why	
did	you	change	the	antibiotics?”	

• P3:	“I	don’t	like	that.”	This	surgeon	shouts.	I	won’t	touch	his	antibiotics,	let	him	have	them	
<laughter>.	[If]	this	surgeon’s	timid,	I’ll	cross	off	his	antibiotics	<laughter>.	Fear	is	always	
there	and	I	think	fear	could	be	about	the	person,	of	your	statistics,	of	your	numbers	looking	
good	or	numbers	looking	bad,	something	happening	on	your	watch.	



Power,	hierarchies,	norms



I	don’t	want	to	prescribe	the	wrong	thing	and	look	
stupid,	and	I	don’t	want	to	prescribe	something	that	
might	have	bad	interactions	and	look	
dangerous…every	decision	being	plagued	with	this	
possibility	that	you’re	being	dangerous…we	err	
between	passive	stupidity	and	dangerous.	Passive	and	
stupid	when	we’re	not	making	any	decisions	and	
dangerous	when	we	do…	[Non-consultant,	Surgery]



So,	I	think	the	people	who	would	do	a	third	or	
fourth	degree	[vaginal]	tear	while	that	consultant	
was	on	duty	would	undertake	antibiotic	
prescribing	according	to	[that	consultant’s]	
practice.	And	then	if	you	were	[seeing	a	patient]	
outside	of	that	consultant’s	duty	day	then	you	
would	do	whatever	that	[other]	consultant	
normally	does.	[Non-consultant,	Obs &	Gyn,	
Female]



Ritual,	manners	&	mythologies
(Surgery	Focus	Group)



P6:	There	are	other	practices	that	we	do	inter-operatively…	we	would	put	
Betadine	in	the	wound.	Whether	or	not	we	should	do	or	not	do,	but	we	all	do	it	
because	it’s	just	part	of	the	culture.

P5:	Superstition.	

P6:	Superstition	…Yeah,	it’s	called	the	Betadine	blessing…	the	Betadine	blessing	is	
where	you	put	Betadine	over	your	bowel	and	anastomosis	in	an	attempt	to	allow	
it	to	heal	better…	Then	another	consultant	of	mine	does	Gentamicin	powder	in	
his	wounds…	he	closes	up	the	wound	that	has	mesh	in	it,	so	hernia	repair	for	
example,	and	then	he	would	literally	open	up	a	Gentamicin	bottle	and	put	it	into	
the	wound	and	then	he’ll	close	it	up.	It’s	Gentamicin	fairy	dust.	Again,	[he	says	
he’s	had]	no	wound	infections	at	all,	no	complications	at	all….	he	would	sprinkle	
his	fairy	dust	and	never	had	a	wound	infection	ever,	ever.	Never	had	one	person	
come	back	in.

P5:	We	are	probably	over-treating	it.	To	prevent	one	infection,	we	have	to	
sprinkle	on	20	patients	to	prevent	one.



M2:	…	Does	any	of	this	get	recorded	during	the	surgery,	that	this	is	done?

P6:	Betadine blessing,	no.

M2:	Or	Gentamicin	sprinkle?	

P6:	It’s	not	consistent,	but	I	would	write	maybe…

P5:	“Betadine paint	on	the	wound.”….	Just	subtle.

M2:	Are	antibiotics…recorded?

P5:	Yeah,	[they]	should	be.

P6:	The	anaesthetist	will	record	that.

M2:	I	was	just	wondering.

P5:	If	it’s	not	recorded	it’s	not	given	[said	sarcastically].	



The	private	life	of	medicine

[Junior	Doctors	Focus	Group]	



P5:	I	want	to	bring	up	is	about	the	private	and	public	difference…	I’ve	seen	antibiotics	being	given	more	liberally	in	
private…	Medicare	[Australian	national	health	insurance	scheme]	doesn’t	pay	for	readmission	within	30	days	if	it’s	
related	to	the	surgery.	So	someone	comes	in	with	DVT	or	skin	infection,	wound	infection,	the	patient	either	has	to	
come	to	public	or	fork	out	money	from	his	[sic]	pocket	for	private	admission.	Yeah,	I’ve	seen	it	really	experienced	in	
a	well-regarded	private	surgeon	giving	antibiotic	for	skin	excision	and	even	given	antibiotic	to	go	home.

M2:	To	avoid	readmission?

P5:	To	avoid	readmission.

P6:	Yeah.

P5:	So	that’s	in	the	private	land.	It	doesn’t	happen	in	public	because	we	don’t	care.	We	are	happy	for	them	to	come	
back.	As	in,	we	care…	[emphasis]

P6:	We	care	about	the	community	and	long-term	antibiotic	resistance.

P5:	That’s	right,	as	in	financial	incentive	is	not	part	of	our	agenda.	It	doesn’t	really	matter	to	us,	but	that	happens	a	
lot	in	private	land	because	the	penalty	is	much	bigger,	the	consequences.

P6:	The	financial	penalty.	Yes,	there	are	wound	infections…	it’s	bad	because	the	patient	has	to	be	
readmitted	or	re-present	and	it	tarnishes	their	reputation,	and	so	managing	one	situation	excessively	stops	them	
from	coming	back	and	reducing	their	reputation.

P5:	Improve	the	data.

P6:	Improve	their	data,	etcetera	without	[considering]	the	longevity	of	all	this	antibiotic	resistance.	

[Junior	Doctors	Focus	Group]	



P2:	Yeah.	It’s	[antibiotic	use]	something	that	you	don’t	just	learn	from	a	book.
P1:	True.
P2:	You	just	need	to	be	burned	once,	have	a	person	die,	and	then	treat	everyone	else	
the	same	regardless,	I	think.
P4:	[But]	to	turn	on	consultants’	like	…	<laughter>	so	much	of	their	allegiance	can	be	
not	at	the	[public]	hospital.	They	have	private	rooms	and	they	have	other	obligations.	
So	I	think	that	can,	in	some	instances,	not	all,	lead	to	defensive	medicine,	because	
they	want	to	think...
P2:	I	agree,	yeah.
P4:	…“I’m	not	here	today.	You	man	the	fort.”	They	don’t,	perhaps,	gather	all	the	
information	and	they	just	take	the	safest	[antibiotic]	option.
P2:	Yeah,	that’s	true…Especially	a	Friday.
M1:	Why	Fridays?
P2:	Because	no	one’s	around	over	the	weekend.
P4:	Yeah.
P5:	Yeah.	You	tend	to	be	more	careful	on	a	Friday.
P2:	You	try	not	to	stop	IV	antibiotics	on	a	Friday.
P5:	Yeah.
P2:	No,	we’re	not	changing	antibiotics	on	a	Friday.
P4:	Mondays.	

[Junior	Doctors	Focus	Group]	



Context-sensitive	policy:	Core	vs.	periphery	



Managerialism	and	governance



Hospital	Manager:	I	honestly	believe	lip	service	is	paid	
to	it	[antimicrobial	mis-use].	You	could	go	start	
preaching	from	the	mountaintops	telling	people	how	
much	we’re	spending	[on	antibiotics],	what	it’s	
[antibiotic	resistance]	costing	us	[…]	It’s	just	as	I	said	
[…]	there’s	no	measureable	in	it	so	therefore	it	
doesn’t	matter.	



What	are	pharmacists	thinking?



• Alex:	Of	those	[incorrect	antibiotic	scripts]	you	pull	up,	
how	many	would	be	changed	to	what	you	suggest?	

• Pharmacist:	Well	I	guess	it’s	hard	because	it	probably	
depends.	25-30%	max	maybe.

• Alex:	So	around	about	two-thirds	of	the	advice	you	give	is	
ignored?

• Pharmacist:	Yep.	

• Alex:	Why	is	that?

• Pharmacist:	...because	they	think	they	know	more,	they	
don’t	have	time	to	fix	it.	By	the	time	they	read	or	come	
across,	they’re	like	“well,	they’ve	already	had	two	days	of	
it,	and	it’s	working,	so	let’s	continue	it.”	That's	a	big	one,	
“it’s	working.”	It’s	not	a	good	reason.



Nursing	and	brokering



[conversation about non-approved use of antibiotics]

Alex: So talk to me about how all that [getting antibiotics] 
works…?

P: Or it doesn’t work [laughter]. It can be that you’re ringing a 
pharmacist to get antibiotics up for your patient or we’ve run 
out of Vancomycin….but it gets pinched from other wards. 

I: There’s…trading that goes on?

P: There’s a lot of black-market trading that goes on, a bit of 
skulduggery that goes on, especially after hours and weekends. 
[nurse]



Habitus	in	the	hospital
• Habitus	describes	the	ways	by	which	the	external	(social)	is	internalised resulting	in	collective	

patterns	of	thinking	and	doing,	without	necessarily	rational	or	conscious	reasoning	(Bourdieu	
&Wacquant,	1992)	[cf.	gut	feeling?	intuition?]

• Actors	are	often	more	concerned	with	appropriate	behaviour	within	hierarchies	and	managing	
immediate	risks	

• For	practices	to	change,	the	solicitations	of	the	field	must	change	(i.e.	the	game	and	its	rules).	

• Resistance	does	not	represent	a	sufficiently	serious	risk,	vis-à-vis	social,	professional,	clinical	costs.	

• Norms	can	shift	and	perceptions	of	risk/responsibility	can	be	addressed	if	desire	is	there.	

• When	we	talk	about	governance,	we	need	to	recognise that	ABx are	already	being	governed – they	
are	governed	by	sense	of	risk,	norms,	hierarchies,	professional	etitique,	tradition,	mythologies	

• By	norms,	values,	hierarchies,	rites	of	passage,	KPI	culture,	managerialism,	risk	aversion,	litigation	
culture	and	so	forth.	

• Sub-optimal	antibiotic	prescribing	is	a	logical	choice	in	the	social	world	of	the	hospital



Targeting specific clinical issues…

• AMS processes – why do clinicians dislike 
antibiotic approvals? 

• Why are respiratory infections managed so 
frequently with broad spectrum antibiotics? 

• Why do we delay IV to oral switch? 
• Why is surgical antibiotic prophylaxis so 

overprescribed?
• How is ‘prescribing’ in fact interprofessional?
• And so on….



Respiratory medicine…
what are the barriers? 

• Clinical

o 1. Pneumonia vs COPD

o 2. Viral vs bacterial

o 3. Colonisation vs pathogen

• Social barriers

o 4. Perception of resistance

o 5. Value of antibiotic clinical guidelines

o 6. Hospital hierarchies



Surgical Antibiotic Prophylaxis… 
What are the barriers?

• Clinical
o Competing demands in the operating theatre –

other decisions regarded as more urgent
o Fear of litigation and adverse patients 

outcomes
o Lack of confidence in guideline protection
o Benevolence towards individual patients
o Improvisation – acceptable and widespread

• Social
o AMS team not in the operating theatre (not 

part of the “team”)
o Hierarchical barriers – consultants trump 

everyone else
o Risk ownership 



IV-Oral Switch… What are the 
barriers?

Consumerism
• Patient expectations, fear of litigation and 

clinical failure

Hierarchy
• Waiting for consultant permission to de-

escalate

Process issues
• Waiting until after the weekend, until the 

next consultant ward round etc.. 

Mythical powers of IV antibiotics

• IV is always better…isn’t it? 



Interprofessional Care… 
What are the barriers?

• Hierarchical structures in hospitals

• Medical/intraprofessional hierarchies limit 
pharmacy and nursing influence over doctors

• Education/engagement

• Limited nursing education/engagement in AMS

• Who owns the risk? 

• Treating team (and especially the treating 
consultant) own the risk for the patient

• Medical autonomy

• Autonomous decision making highly valued in 
medicine

• Prescribing power

• Prescriber perceived to have ultimate power

• AMS team not at the bedside



THE COMPLICATED SOCIAL WORLD 
OF ANTIBIOTIC PRESCRIBING



CONCLUSIONS

• Social and behavioural factors have a significant influence on our 
capacity to enact AMS

• Interventions that take into account these issues may have a 
greater chance of having a sustainable impact on antibiotic use

• To change antibiotic use we may have to change the way we think 
and interact as a team and as a hospital (and as a community)

• If you don’t document why, you can’t promote change


