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•  No declarations 



“Whole of system” 

– Whole Ecosystem  
•  One Health - Animal and Human  
 

– Whole Healthcare system 
•   Hospital and Community 
 

– Whole ‘system’ within one healthcare institution 
•  “Antibiotics are everyone’s business” 

 



Ecosystem level 

Animal	world	
	veterinary,		food	agriculture	

Human	medicine	



Healthcare system level 

Community	general	prac8ce	 Residen8al	aged	care	 Hospitals	



Healthcare system level 
Antimicrobial stewardship =  
Strategies to optimize the use of antimicrobials to:  

  Improve patient outcomes - optimize prevention & treatment infections 
  Minimize impact on local ecology - limit antimicrobial resistance 
  Ensure cost effective healthcare  

 
     Government – Health department 

Safety	and	Quality		
	
	
Individual	Pa8ent	care	
Infec8on	rates,	Mortality	

Public	Health		
	
	
Broader	issues	–		
Communicable	diseases	(AMR),	Costs			



Institutional level 

Medica8on	safety	
-	pharmacists,	doctors	(physicians)	

Infec8on	preven8on	
-	ICPs,	nurses,	cleaners,	(surgeons)	



Within an institution 

Bed	manager	

Surgeon	

Anaesthe8st	

Pa8ent		

Pa8ent’s	family	

Pa8ent’s	workplace/	school	

Registrar	

Covering	ward	resident	

Nurse	

Charge	nurse	

Ward	pharmacist	

AMS	team	

Periopera8ve	physician	

Quality	manager	

Lots	of	stakeholders	with	different	perspec4ves,	different	drivers/priori4es	

ID	physician	



The challenge 

•  AMS doesn’t fit neatly into one area 
•  Lots of stakeholders 

–  People who don’t normally interact, now need to 
–  Vets/hospital doctors/GPs/nurses/pharmacists 

•   Antimicrobial use is very common 
•  Part of everyday practice, people are attached to what they do 

•  We want to change their behaviour  
•  That requires ongoing effort 

 
We need our approach to be coherent, aligned, well thought out, practical, 
sustainable and its needs to lead to the changes that we want 

 



‘Whole systems thinking’ 

•  ‘Fragmented thinking’ created our problems 

 “You can’t solve problems with the same thinking that created those 
 problems.”  - Albert Einstein 

 
•  We need to look at the interrelationships between parts of a 

system rather than narrowly focusing on the parts themselves 
•  Incorporate a range of perspectives, conditions, connections 

and capabilities into a dynamic analysis 
•  Think in terms of relationships, connectedness, context 
•  Systems develop and evolve 

–   requires understanding of renewal, change, transformation 



Change our thinking and approach 
 Systems thinking 
Big picture view - holistic 

 Context - what works in one place may not in others 
 Dynamic - be responsive, expect change over time 

 
Systems approach 
Involves every level, from senior management to front line staff 
It is ongoing – part of daily practice, not a one-off activity 
 
Reflect, adapt, innovate, be creative 

 



Outline 

•  i) ‘whole system’ approach to AMS from perspective of one 
healthcare institution 
–  Organisation’s approach to AMS 

•  ii) ‘whole system’ approach to AMS from perspective of  
    broader healthcare system (incorporating One health) 

–  National strategy 



Whole of system 
approach to AMS in a 
healthcare service 



Establish Governance 

•  Overall accountability for antimicrobial management lies with the 
organisation’s management.  

 
•  Managers and Senior Clinicians are responsible for the antimicrobial 

stewardship (AMS) program, including:  
–  ensuring that AMS resides within the organisation’s quality 

improvement and patient safety governance structure  
–  dedicating human, financial and information technology resources  
–  ensuring ongoing education and training for staff 

Make it a clear priority 

DraM	–	update	2017	
ACSQHC	



The Structure and Plan 
 
•  Develop a shared vision and goals 

–  To ensure better safer care 
•  Establish a coordinating group - AMS committee 

–  whole hospital activity, not ID owned, broad representation 
•  Build an AMS team   

–  to do the day to day AMS activity 
•  Develop a plan  

–  based on articulated goals, identify strategies to implement  
•  Decide what you will measure as indicators/ outcomes of interest 

–  accountability 



The Strategies 
Think about how you are addressing; 
•  Knowledge 

–  Provide Information, Education, Disseminate evidence 
•  Explain what we should do – know what best practice looks like 

•  Attitudes 
–  Create a culture that values judicious antibiotic use, values evidence 

based care, build awareness of AMR 
•  Ensure we understand why – we want to comply 
 

•  External barriers/ enablers 
–  Give people rules and tools to make it easy 

•  Ensure they are able to do it, they know how 

•  Monitor and Reflect – feedback to drive improvement  
 



The Actions 
  

1. People - Education, Awareness, Capacity building 
Explore their concerns (identify ‘levers’) 
Perspectives of all stakeholders (Nurses, Pharma, HMOs, anaesthetist) 
 

2. Practices - Implementation of AMS practices 
 Clear policies, Establish rules, Access to tools, Access to advice 
 Ensure it fits usual workflow for all stakeholders 

 
3. Progress – Monitoring, Surveillance 

 Feedback meaningful data to all key players 
 Reflect and Adapt 
  

 



1. People - Education/ Awareness 

•  Do the leg work, turn up, smile 
–  Unit meetings  
–  Ask about what worries them 
–  Buy the registrar a coffee and talk for twenty minutes 

•  Online education  
–   most acceptable to VMOs/consultants 
–  Short emailed vignettes – repeated, quiz, all staff  

•  Shared ‘multi-unit’ guidelines  
–  Be the bridge, build trust, (be prepared to do the hard work) 



People – Build capacity 

•  Capacity build amongst your staff 
–  Empower pharmacists/ nurses/ HMOs - don’t bypass them 
–  You don’t need to be an AMS expert to practice AMS 
–  Give them language to use, create champions 
–  Simple clear interventions they can make, questions to ask 
–  They will be there (on the ward round) when you are not! 



2. Practices - Implementation of AMS  
•  Make it easy  

–  Clear Rules  
•  Policies in place  
•  Procedures are clear – e.g; regular post prescription review 

–  Provide Tools 
•  Ensuring access to information, procedure fits workflow  

–  Restrictions - Pre prescription approval very effective 
–  Persuasion - Ensuring access to ID experts, discussion/ advice 

 
Watch what staff do, how they do it, listen to why they do it 
 Understand organisational change 

 
This is the way we do business,  

  it isnt just a ‘project’ for one unit, one drug, or one condition 
 
 



Implement AMS Tools 

>65	hospitals,	4	states	
>10	years	
All	hospital	types	

		-	private	(Epworth,	Ramsay)	
	 	-	rural	(several	sites)	
Full	cycle	
-  Approvals	
-  Post	prescrip8on	review	
-  Audi8ng	
-  Decision	support	
	
Mee8ng	new	challenges	

	EMM	Integra8on	



Implement AMS Clinical support 

Explore	new	models	of	care	so	expert	advice	is	available	
		

AMS	programs	without	
access	to	ID	experts	–	
can	“set	people	up	to	
fail”	
	
ID	experts	can’t	be		
everywhere,	but	
technology	
enables	broader	access	



3. Progress - Surveillance 

•  Must be meaningful and actionable 
–  Lots of audits done that go nowhere 
–  Must get help to interpret data 
–  Pull out one or two key messages/ actions 

 
•  Communicate information and Propose action in  response 
•  E.g; Cellulitis audit 

–  what error is being made, which units, what patient group, what drug,  
–  what will we do about it? 

PDSA Quality improvement cycle: Plan Do Study Act 



Progress – surveillance 
be responsive 
•  Liaise closely with infection prevention 
•  If outbreaks/ issues occur, adapt in a timely way 
•  Great opportunity to engage, build rapport 



Whole of system 
approach to AMS at a 
National level 



Australia’s First National Strategy to  
address Antimicrobial Resistance  



National level 

1.  Education 
2.  Implement AMS practices  
3.  Surveillance  
4.  Work with Infection prevention  
5.  Research 
6.  Policy / Governance 
7.  International partnerships 
 



1. Education 

     Capacity building 
 
National Centre for Antibiotic Stewardship activity: 
•  Advanced Infection control & AMS -  ID micro trainees/ consultants 

–  Bi annually – since 2011 (ASID endorsed) 
•  AMS for nurses and ICPs  

–  Melbourne and Sydney - since 2012 (ACIPC endorsed) 
•  AMS for pharmacists 

–  Melbourne - since 2014 (SHPA endorsed) 
•  AMS in rural/regional hospitals  

–  Benella - since 2016 (RICPRAC endorsed)  
 



2. Implement AMS Activities Resources 



3. Surveillance- audits 

Common	tools	
Clear	defini8ons	
Trained	auditors	
Comparable	informa8on	



4. Work with Infection prevention 

Already doing infection surveillance 
 Counting infections (hospital, community) 
Documenting isolates (pathogen resistance profiles) 

       
    Need to align with data on antimicrobial use and clinical outcome 

•  How are the patients being managed? their outcomes? 
Eg; Don’t just count CREs, look at how those patients are being treated  
 

 



5. Research – Implementation    
        
 
 
Data collected within everyday workflow 

 ensure it is robust, meaningful data 
 
Document changes with interventions over time  
 
§  Antimicrobial use 

§  Volume = Ecologic pressure (antimicrobials), Appropriateness 
§  Antimicrobial resistance 

 Organisms (prevalence, resistance) 
§  Clinical management of Infection  

 Treatment used, clinical outcomes (mortality, LOS) 
§  Infections rates 

 HAI infection events, pathogen transmission dynamics 
 
Data linkage where possible 
 
 
  



6. Policy / Governance 

Policies will drive change – very powerful! 

								Australia	in	2009,	80	hospitals	audited	
	9	had	AMS	Programs,	19	had	par8al	ac8vity	

	 	 	 	 	Chen	et	al	J	Pharm	Res	2010		
	

Since	2013,	all	must	have	AMS	programs	
BUT		
Sites	will	do	the	‘bare	minimum’		
and		
Accreditors	may	not	be	able	to	judge	efficacy	well	
so	be	prescrip8ve!	
	

	



Hospital Accreditation: AMS 
3.15 The health service organisation has an antimicrobial stewardship program that: 
•  includes an antimicrobial stewardship policy 
•  provides access to, and promotes the use of, current, evidence-based Australian 

therapeutic guidelines and resources on antimicrobial prescribing 
•  has an antimicrobial formulary that includes restriction rules and approval processes 
•  incorporates recommendations and principles from the Antimicrobial Stewardship 

Clinical Care Standard 
 
3.16 The AMS program will: 
•  review antimicrobial prescribing and use  
•  use surveillance data on antimicrobial resistance and usage to support appropriate 

prescribing  
•  evaluate performance of the program, identify areas for improvement, and take action 

to improve the appropriateness of antimicrobial prescribing  
•  report to clinicians and the highest level of governance in relation to compliance with 

the antimicrobial stewardship policy  
DRAFT	2017,	ACSQHC	
New	Na8onal	Standards	



Life	threatening	sepsis	–	urgent	Rx	
	
Samples	taken	for	micro	Ix	
	
Informa8on	provided	about	Dx	
	
Prescribe	c/w	guidelines	
	
Communicate	plan	–	dura8on,	SEs	
	
Documenta8on	is	clear	
	
Review	results	of	micro	Ix	
	
De-escalate	narrow	spectrum	
	
Surgical	prophylaxis	c/w	guideline	



7. International engagement 
Key issues:       

–  Lack of clinician capacity/ expertise 
Eg; clinical pharmacists 

–  Lack of training 
Eg; advanced AMS training 

–  Lack of rational prescribing guidelines 
–  Need for guidance on appropriate use of tests 
–  Lack of meaningful interpretation of data 
–   Absence of resources/ tools 

Eg; medication chart 

–  Pharma incentives to prescribers 
–  Over the counter access/ poor regulation 
–  Lack of diagnostic tests 
–  Poor access to medicines, drug costs 
–  Counterfeit medications 

 

Engage,	Mentor	
Disseminate	learning	
Collaborate,	Share	
Advocacy	



Conclusion: Systems approach 
In an institution, consider:  
 

 i) People (Education) 
  – Address Knowledge, Attitude 
    
 ii) Practices (Implementing strategies) 
  - Address External barriers and enablers 
  - Rules - policies/ procedures 
  - Tools - understand the day to day activities 
  - Restrictive and Persuasive strategies 

 
 iii) Progress (Surveillance) 
  - should be monitored in a meaningful way 

 
Involve all stakeholders  
Be adaptive, creative, always evolving 



At a broader national healthcare system level it considers; 
 
•  Coordinating the institution level AMS work 

–  Education 
–  Implementing AMS practices 
–  Surveillance 
 

•  Aligning this with 
–  Infection prevention activities 
–  Research esp funding Implementation research 
–  Policy/ governance requirements 
–  International engagement 

Thinking about stakeholders beyond the institution 



Thankyou 
 

     
 
 
 
 
Questions? 


